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ENDOSCOPY REPORT

PATIENT: Seton, William
DATE OF BIRTH: 12/30/1955
DATE OF PROCEDURE: 06/27/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Chronic constipation, diarrhea, anal fissure, rectal bleeding, and colon cancer screening.

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

The patient was monitored during the procedure with blood pressure, pulse oximetry, and electrocardiogram done periodically.

PROCEDURE PERFORMED: Colonoscopy with hot forceps polypectomy and colonoscopy with biopsy.

INSTRUMENT: Olympus video 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 into the rectum, rectosigmoid, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum, documented with pictures. There is no evidence of any ileitis, colitis or proctitis. The patient appeared to be having some fair prep, tortuous colon. There was cecal polyp, 3 mm size polyp, removed with hot forceps polypectomy successfully. Coming up in the mid ascending colon, I saw circumferential thickness of the fold which is very suspicious, could it be serrated adenoma versus hyperplastic polyp versus several polypoid lesions involving about 25% of the circumference. Biopsies were taken to establish the diagnosis.
Because of the nature of the fold, it raised the suspicion, so I tattooed out with black ink fold above and fold below, proximal fold and distal to this polypoid thickness of the mid ascending colon. In distal ascending colon, there were three flat polyps removed. They were about 5 mm size in each, removed with hot forceps polypectomy successfully. Coming out, I saw left-sided diverticulosis, documented with pictures. There was a flat polyp, 5 mm polyp seen at 30 cm from the anus which was removed with hot forceps polypectomy successfully. There is no evidence of any proctitis. Retroflexion at the rectum showed internal hemorrhoids grade II/grade III non-bleeding. Careful examination of the anal canal was done. I did not see any anal fissures at this moment. There was no hemorrhoidal bleeding.  Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.
FINDINGS:
1. Colonoscopy up to cecum and terminal ileum.
2. Fair prep and tortuous colon. Because of the nature of the prep and tortuous colon, a small to moderate size polyp cannot be ruled out.

3. No evidence of any terminal ileitis, colitis or proctitis. There were some retained liquidy soft stools throughout the colon which were irrigated, washed, and suctioned out and that again raised the suspicion that the diarrhea may be just overflow incontinence or this could be considered as like IBS with mixed diarrhea with constipation.
4. There were three polyps noted.

5. The patient had grade II/grade III internal hemorrhoids, no bleeding.

RECOMMENDATIONS:

1. Await for the random biopsy of the terminal ileum and colon and then back to colon and terminal ileum.

2. Await for the polyp pathology.

3. Await for the mid ascending colon fold thickness. Because of nature of it, I will recommend the patient to have advanced colonoscopy with possible EMR and that is the reason I tattooed it. I will refer the patient to ORMC to Dr. Varadarajulu. *__________* and we will repeat surveillance colonoscopy depending on the outcome of those advanced colonoscopy evaluation that if needed that the suspected lesion could be removed by the EMR.

4. Recommend the patient to take Colace 100 mg three times daily and Metamucil two tablespoonfuls q. daily. The Metamucil and Colace were discussed before the start of the procedure.
5. Advised the patient to take maybe prune juice once or twice a week and use of Preparation H, Anusol cream, hydrocortisone suppository, can use lidocaine jelly or cream for his anorectal pain. If the patient continues to have rectal pain, then the patient can be seen by the surgeon for further evaluation if there is any kind of anorectal fissure.

6. Follow up in one to two weeks.

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

DD: 06/27/22

DT: 06/27/22

Transcribed by: SR/gf
cc:
Dr. Rodrigo Pereira
Dr. Pothamsetty
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