[image: image2.jpg]MILLENIA

SURGERY CENTER, LLC




MILLENIA SURGERY CENTER

4901 S. Vineland Road, Suite 150
Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Ahmad, Osman
DATE OF PROCEDURE: 04/23/22
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Rectal bleeding and diarrhea.
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 and colonoscopy with biopsy.
INSTRUMENT: Olympus video EGD scope and colonoscope.

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 appeared to have moderate erosive duodenitis. Biopsies were taken to rule out celiac sprue or enteritis or Crohn's disease as a workup for the diarrhea. 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 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.
Few scattered gastric polyps, the most prominent one was removed completely with hot forceps polypectomy. No post-polypectomy bleeding. The scope was straightened and brought back to the EG junction. Question short-segment Barrett’s. Biopsies were taken to establish the diagnosis. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.
The patient was turned around. KY jelly applied to the rectum. Colonoscope was placed into the rectum, rectosigmoid, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum and advanced to the terminal ileum. Terminal ileum was intubated. The terminal ileum mucosa appeared to be mildly inflamed, but no ulcers were noted. Biopsies were taken to rule out the diagnosis of microscopic ileitis. Coming out, I saw the cecum, right colon, transverse colon and proximal descending colon, they have all appeared to be unremarkable, but the biopsies were taken throughout the cecum, right colon and transverse colon and descending colon and sent in separate jars to rule out any microscopic inflammation. Coming down to the distal descending and the sigmoid colon area, I started seeing some mild punctate inflammatory changes, aphthous looking ulcers. Biopsies were taken to rule out the diagnosis, to confirm if there is any concern for inflammatory bowel disease versus just like recovering infectious enterocolitis or any autoimmune disorder and then biopsy from the sigmoid colon sent in separate jar and in the rectum, there appeared to be mild inflammatory changes. In the rectum also, punctate inflammatory changes in the rectum which again biopsies were taken to establish the diagnosis. The patient might have proctitis. The patient also has grade II and grade III internal hemorrhoids through colon non-bleeding at this moment. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.
FINDINGS:
1. Question short-segment Barrett’s. Biopsies taken to establish the diagnosis.

2. Stomach polyp removed completely with a cold biopsy forceps.

3. Mild to moderate gastritis.
4. Erosive duodenitis.

5. Colonoscopy to cecum and terminal ileum.

6. Adequate prep.

7. Mild inflammatory changes seen in the terminal ileum, biopsies were taken to establish the diagnosis.
8. The patient appeared to be having mild inflammation in the rectum and the sigmoid colon and the distal descending colon. I am not sure if this is early ulcerative colitis or this is just the patient recovering from the enterocolitis, but the biopsies were taken throughout colon and the terminal ileum, they all sent in separate jars; terminal ileum in a separate jar, right colon and cecum sent in separate jars, colon biopsy was taken and sent in a separate jar, ascending colon and descending colon and sigmoid colon and rectum all sent in separate jars. The patient also had grade II and grade III internal hemorrhoids that could be the possibility of bleeding. It is not bleeding at this particular time.

RECOMMENDATIONS:

1. Await for the esophageal biopsy to confirm the Barrett’s esophagus. If it comes out positive for Barrett’s esophagus with no dysplasia, repeat endoscopy in three years.
2. Await for the polyp pathology.

3. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
4. Await for the small bowel biopsy to rule out Crohn's disease, eosinophilic enteritis or celiac sprue.

5. Await for the terminal ileal biopsy and random colon biopsies throughout the colon and also biopsies from the rectum and distal descending colon and sigmoid colon.
6. We are going to empirically start the patient on mesalamine 800 mg p.o. three times daily and also we will give him hydrocortisone enemas with 100 mg of hydrocortisone in 60 cc water, use it when the patient has rectal bleeding. We recommend the patient to have fecal calprotectin and CT enterogram for further evaluation and then IBD panel is going to be Prometheus testing for IBD studies and the patient will have Anusol hydrocortisone suppositories. Depending on how the biopsy comes out, if the patient has rectal bleeding or hemorrhoidal flare-up, then the medication Anusol hydrocortisone suppository is not helping, then I recommend the patient to have sigmoidoscopy with hemorrhoid surgery with band ligation versus IRC procedure.
The patient tolerated the procedure well with no complications.
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