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ENDOSCOPY REPORT

PATIENT: Bridgelal, Elsie
DATE OF BIRTH: 04/10/1951
DATE OF PROCEDURE: 08/13/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Personal history of colon polyp and surveillance colonoscopy.

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: 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. The patient had a very tortuous colon and suboptimal prep. There appeared to be prominent ileocecal valve. Biopsies were taken to establish the diagnosis and rule out any neoplastic changes versus lipomatous changes. There was about 8 mm flat polyp noted at the proximal ascending colon removed with hot forceps polypectomy successfully completely. No post-polypectomy bleeding. There was another 5 mm polyp noted at the hepatic flexure removed with hot forceps polypectomy also completely. No post-polypectomy bleeding. The patient had pandiverticulosis.
Coming out all the way down to the rectum, retroflexion was done and I saw the anal ulcer right at the anal canal above the hemorrhoidal area. It does not appear to be bleeding, suspicious in nature, but since it is right at the anal canal on the hemorrhoids, so I did not do biopsy at this time and this will be further evaluated with a transrectal ultrasound. The patient had internal hemorrhoids and external hemorrhoids. 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.

2. Suboptimal prep, small to moderate size polyp could not be ruled out.

3. Tortuous colon.

4. Prominent ileocecal valve. Biopsies were taken to rule out neoplastic versus lipomatous versus inflammatory changes.
5. Proximal ascending colon polyp 8 mm flat removed with hot forceps polypectomy successfully completely and there was a fixed polyp at the hepatic flexure 5 mm removed with hot forceps polypectomy successfully completely. The patient had pandiverticulosis and also in the anal area and the anal canal appeared to be having ulcer which does not appear to be bleeding at this time, but it was right in the anal area. I did not do biopsy because it was right on the hemorrhoidal verge, anorectal verge. The patient has been referred to transrectal endoscopic ultrasound to rule out if this is squamous cell carcinoma or not or if this is just like fissure developing in the hemorrhoidal area.

RECOMMENDATIONS:

1. Await for the polyp pathology.

2. Because of suboptimal prep, I recommend the patient to have colonoscopy in one year.

3. I am going to send the patient in a week for ileocecal valve biopsy.

4. Refer the patient to Dr. Varadarajulu for transrectal endoscopic ultrasound in Orlando to help evaluate anorectal ulcer to rule out squamous cell carcinoma or rather this is just a hemorrhoid.

5. I started the patient on Anusol suppositories. Further followup will be depending on the transrectal ultrasound evaluation.

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