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ENDOSCOPY REPORT

PATIENT: Davidson, Julie Ann
DATE OF PROCEDURE: 04/30/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: GERD, constipation, abdominal pain and diarrhea.

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

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 and tattoo injection.

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, looked mild duodenitis. Biopsies were taken 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 stomach, the fundus and the cardia grossly looked normal, documented with pictures. The scope was brought back to the EG junction, normal Z-line. 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. The colonoscope was placed into the rectum, rectosigmoid, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum. Terminal ileum was intubated without any difficulty. Terminal ileum appeared unremarkable. Biopsies were taken from the terminal ileum to rule out microscopic inflammation. The rest of colon was unremarkable. No evidence of any colitis or proctitis. Biopsies were taken throughout the colon to rule out microscopic inflammation. The patient has tortuous colon. Left side of colon appears to be having diffuse diverticulosis. One area at 40 from the anus seemed like distal descending sigmoid colon, mid to distal sigmoid colon. The one which appeared to have inverted diverticulosis with possibility of inverted infected diverticulum, possibility of diverticulitis, I injected with Indian tattoo black marker three-fourths above this and three-fourths below this infected area of the colon for the future reference. Coming out, the rest of the rectum appeared unremarkable. Retroflexion at the rectum showed internal hemorrhoids. No bleeding. The scope was straightened. Air was suctioned. The procedure was terminated and the patient tolerated the procedure well with no complications.
FINDINGS:
1. Grossly normal esophagus.
2. Mild gastritis.

3. Mild duodenitis.

4. Colonoscopy of cecum and terminal ileum.

5. Torturous colon.

6. Adequate prep.

7. Terminal ileum and colon and rectum appeared unremarkable. No evidence of any colitis, proctitis or ileitis, but the random biopsies taken to rule out microscopic inflammation as a workup for irregular bowel movements, diarrhea and constipation.
8. The patient has left-sided diverticulosis.

9. The patient has one area at 40 cm from the anus that appeared to have infected inverted diverticulum with a possibility of segmental diverticulitis. There was also some inflammatory granulation tissue noted as the infected portion of the diverticulum. This area was marked with a tattooing for the future reference three-fourths above and three-fourths below this infected area.

10. Question internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
2. Await for the small bowel biopsy to rule out celiac sprue.
3. Await for the random biopsies of colon and terminal ileum to rule out microscopic inflammation.
4. I am going to start the patient empirically on Cipro 500 mg b.i.d. and Flagyl 500 mg t.i.d. for 10 days. I am also going to send the patient for CT abdomen and pelvis for further evaluation and I would bring the patient in depending on the CT scan findings. If there does not appear to be any exudation of fluid, if there does not appear to be infiltration of the inflammatory process or infectious process in the wall of the colon or in the distant area of the colon, if that is the case, then we should refer the patient for surgery, but otherwise if we do not see any other inflammatory process happening on the CAT scan, then I am going to bring the patient back in about six to eight weeks for flexible sigmoidoscopy to evaluate this area again and further management will be depending on that flexible sigmoidoscopy finding and, if this appeared to be continued active process, then likely the patient will have segmental resection of the affected area of the colon and, that is the reason, the tattooing will help us to identify the area either for the flexible sigmoidoscopy or if the patient needs a surgical resection, then that marker will help the surgeon to find out the location. I told the patient to be on soft diet, blended fiber.

The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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