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ENDOSCOPY REPORT

PATIENT: Lussage, Joseph
DATE OF BIRTH: 07/09/1952
DATE OF PROCEDURE: 09/10/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Heme-positive stool, personal history of colon polyps.

ANESTHESIA: Sedation was given with MAC anesthesia, given by the nursing anesthetist, Mr. Hunter.

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

PROCEDURE PERFORMED: EGD with biopsy and colonoscopy.

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 grossly looked normal, documented with pictures. Biopsies were taken of the small intestine to rule out celiac sprue. Scope was brought to the antrum. The pylorus looked normal. No evidence of pyloric channel ulcer or pyloric stenosis. Prepyloric antral area has a polypoid lesion with thickening of the mucosa with nodularity, could this be underlying GIST tumor or pancreatic rest or could this be *__________* from the previous ulcer or could this be a lipoma or atypical gastric cancer. Biopsies were taken to establish the diagnosis. The patient also had diffuse gastritis. Biopsies were taken to establish the diagnosis. There was also ulcer noted of one of the nodules non-bleeding, but deeply keratotic, non-bleeding white-based ulcer. Biopsies were taken to establish the diagnosis and sent in separate jars.

Retroflexion was done at the incisura. The upper body of the fundus and the cardia grossly looked normal, documented with pictures; also has nodularity and thickening of the mucosa of the body of the stomach. Multiple biopsies were taken to establish the diagnosis, rule out atypical cancer, rule out linitis plastica. The scope was brought straightened, 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. Colonoscope was placed into the rectum, rectosigmoid to the distal sigmoid area, but it was a poorly prepped colon with hard stools, a decision was done to discontinue the procedure. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Grossly normal esophagus, normal Z-line.

2. Thickening fold of the gastric wall with nodularity. Biopsies were taken to establish the diagnosis, to rule out neoplastic versus inflammatory changes, rule out linitis plastica.

3. Polypoid nodular mass noted in the prepyloric area. Multiple biopsies were taken to rule out neoplastic versus inflammatory changes, rule out GIST, rule out lymphoma, rule out pancreatic rest or granulomas.

4. Prepyloric gastric ulcer, non-bleeding, white-based, deeply crated. No visible vessel. Biopsies were taken to establish the diagnosis, rule out neoplastic versus inflammatory changes.

5. Gastritis.

6. Grossly normal examination of the patient’s duodenum. Biopsies were taken to rule out celiac sprue.

7. Colonoscopy up to the distal sigmoid only because of poorly prepped colon. It was incomplete colonoscopy.

RECOMMENDATIONS:

1. Await for the prepyloric polypoid gastric nodule biopsy. Even if the biopsy comes negative, I still recommend the patient to have an upper endoscopic ultrasound for further evaluation, if possible ESD.

2. Await for the gastric ulcer biopsy.

3. Await for the stomach biopsy, gastritis biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.

4. Await for the body of the gastric wall thickness biopsy. Even if the biopsy comes negative, we are still going to have an upper endoscopic ultrasound evaluation of the body of stomach because of thickening of the stomach fold. So, the patient is going to go for an upper endoscopic ultrasound for the prepyloric polypoid mass lesion in the antrum. So, while we are there, we also want to have endoscopic ultrasound evaluation of the gastric body wall.

5. Await for the small bowel biopsy.

6. We are going to repeat colonoscopy with adequate prep. Check hemoglobin and iron studies. If it comes out to be anemic, then recommend the patient have iron supplementation.

7. Start the patient on Protonix 40 mg per day and also Carafate 1 g t.i.d. This will be for couple of months and the patient is going to have upper endoscopic ultrasound evaluation of the polypoid mass. Depending on what the biopsy comes out, we will determine when to have repeat upper endoscopy.
8. 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: 09/10/22

DT: 09/10/22

Transcribed by: SR/gf

cc:
Primary Care Provider, Dr. Fadi Yared
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