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ENDOSCOPY REPORT

PATIENT: Carter, Carolyn L.
DATE OF BIRTH: 10/10/1962
DATE OF PROCEDURE: 08/27/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: History of ulcerative colitis and rectal bleeding. She is not taking any medication for ulcerative colitis at this time. She stopped taking mesalamine. She has never had any biological agents. Her ulcerative colitis is only treated on and off with the steroids.
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: Colonoscopy with biopsy and cold polypectomy.

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 terminal ileum was intubated and terminal ileum appeared to be grossly normal, documented with pictures. The patient appeared to be having inflammation in the cecum area around the appendiceal orifice. Multiple biopsies were taken to establish diagnosis, to rule out inflammatory versus neoplastic changes. Rest of the colon all the way up to the splenic flexure was unremarkable, few scattered diverticulosis noted, but I did the random biopsies from the cecum, ascending colon, transverse colon, descending colon, sigmoid colon, and rectum and they were all sent in separate jars.
I saw the inflammatory changes starting from the rectum all the way up to mid descending colon which was moderate to severe in nature. From the mid descending up to splenic flexure, I could see the denudation of the mucosa from the scarring from prior ulcerative colitis. So, random biopsies were taken from the descending colon also and sigmoid and the rectum, all in separate jars. There was one pseudopolyp noted at the distal descending colon which was removed by the cold biopsy polypectomy successfully completely. Retroflexion could not be done completely because of the patient’s discomfort and because of shortening of the rectum because of the ulcerative colitis. 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. Adequate prep.

3. Grossly normal terminal ileum. No evidence of ileitis, but the biopsies were taken to rule out microscopic inflammation.

4. The cecum around the appendiceal orifice appeared to be mildly inflamed causing the granulation of the mucosa. Multiple biopsies were taken and sent in separate jars to rule out neoplastic versus inflammatory changes.

5. The colon from the cecum all the way up to the splenic flexure appeared to be normal appearing mucosa, but the biopsies were taken and sent in separate jars.

6. Left-sided ulcerative proctocolitis noted which went all the way up to the mid descending colon, moderate to severe in nature. From the mid descending to splenic flexure, the denudation of the mucosa noted and scarring from the prior ulcerative colitis. The random biopsies were taken from the descending colon, from the sigmoid colon and the rectum. They all sent in separate jars.

7. There was a pseudopolyp noted at the distal descending colon, removed completely and sent in separate jar.

8. The patient has severe proctitis also.

RECOMMENDATIONS:

1. Await for the biopsies from the terminal ileum, cecum, the rest of the colon, and left-sided colon, and the rectum.

2. Await for the pseudo-polypectomy biopsy.

3. I am going to start the patient on prednisone, start at 40 mg per day for 10 days, tapered down to 35 mg per day for 10 days, then 30 mg per day for 10 days, then 25 mg p.o. daily for 10 days, 20 mg p.o. daily for 10 days, 15 mg p.o. daily for 10 days, 10 mg p.o. daily for 10 days and 5 mg p.o. daily for 10 days and also I am going to start the patient on Asacol 800 mg p.o. t.i.d. and also recommend to have a CT enterogram to rule out if there is any small bowel involvement of the inflammatory changes because of cecal inflammation noted, so basically rule out if there is any overlapping of the Crohn's.
4. Recommend the patient to have Prometheus test and also again recommend considering doing a biological agent treatment like Humira and, before that, the patient would need a QuantiFERON test and hepatitis B testing because of the nature of the ulcerative colitis, so she will benefit from biological agents.
5. The patient is to follow up in one to two weeks.

The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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Transcribed by: SR/gf
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