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ENDOSCOPY REPORT

PATIENT: Singh, Lakhwinder
DATE OF BIRTH: 11/11/1973
DATE OF PROCEDURE: 08/29/22
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Dysphagia, GERD, and diarrhea.

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: EGD with biopsy.

INSTRUMENT: Adult video gastroscope switched to pediatric video gastroscope.

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 adult video gastroscope was placed in the oral cavity, past the hypopharynx, in the esophagus, but right in the proximal esophagus, an esophageal web was noted. The adult video gastroscope could not traverse through this area. So, a decision was done to exchange the adult video gastroscope to pediatric video gastroscope. The pediatric video gastroscope was a thinner scope, so I was able to pass the scope to traverse through the esophageal web without any difficulty. There was no mass or ulcer noted. There was no diverticulum noted proximal to the esophageal web. So, a pediatric gastroscope was placed in the esophagus all the way down to the stomach, the pylorus, the bulb of the duodenum, and second and third portions of the duodenum. Examined portion of the duodenum appeared to show mild duodenitis. Biopsies of small intestine were taken to rule out celiac sprue and enteritis 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. The scope was straightened and brought back to the EG junction, normal Z-line. I did not see evidence of any Barrett’s esophagus, but I did the biopsy of the distal esophagus, mid esophagus, proximal esophagus to rule out any eosinophilic esophagitis and as workup for the dysphagia. Most likely, this dysphagia could be from the esophageal web. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.
FINDINGS:
1. Proximal body esophagus nonobstructing esophageal web was noted. The adult video gastroscope could not traverse through this esophageal web. So, a decision was done to replace it with the pediatric gastroscope which we did. I was able to pass it without any difficulty. There was no ulcer or mass in the esophagus. There was no diverticulum noted proximal to the esophageal web. Because of the esophageal web noted, I am questioning if the patient might have Plummer-Vinson syndrome and could the patient have undiagnosed iron deficiency anemia. Most likely Plummer-Vinson syndrome is probably the cause of the dysphagia.
2. Question trachealization of esophagus. Biopsy of the esophagus was done to rule out eosinophilic esophagitis.

3. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.
4. Mild duodenitis. Biopsies were taken to rule out celiac sprue and enteritis as a workup for diarrhea.
RECOMMENDATIONS:

1. Await for the esophageal biopsy. If it comes positive for eosinophilic esophagitis, then we will treat it as per guidelines with the Flovent inhalers to swallow.

2. Recommend the patient to be on Protonix 40 mg per day for his ongoing reflux symptoms at this particular moment and that can be switched to famotidine 20 mg daily after three months. If the distal esophageal biopsy comes out negative for the Barrett’s esophagus, then repeat endoscopy in three years with the pediatric gastroscope.

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 celiac sprue.
5. Recommend the patient to check the CBC, iron studies to see if the patient has iron-deficiency anemia which could be associated with Plummer-Vinson syndrome because the patient *__________*.
The patient has been cautioned about eating food; soft food, chew the food well, and if the patient continues to have difficulty swallowing, then further evaluation with barium swallow study or esophageal dilatation would be recommended. Otherwise, follow up in one to two weeks.
6. Since the patient has diarrhea and the patient has age 48, recommend to have colonoscopy for colon cancer screening as a workup for the diarrhea. If that colonoscopy comes out negative and the patient continues to have diarrhea, then recommend the patient to have a CT enterogram and IBD panel testing for diarrhea workup.

7. Follow up in one to weeks.

8. Lifestyle modification and to avoid chilly, spicy and greasy food and taking pillows at night.
The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 08/29/22
DT: 08/29/22
Transcribed by: SR/gf
cc:
Primary Care Provider, Dr. Daniel Hay
Dr. Pothamsetty
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