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MILLENIA SURGERY CENTER
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Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Sgattoni, Damon

MEDICAL RECORD#:

DATE OF BIRTH: 02/04/1972

DATE OF PROCEDURE: 09/22/22

PHYSICIAN: Sri Pothamsetty, M.D.

REFERRING PHYSICIAN: Dr. Niral Patel

PROCEDURE PERFORMED:

1. Colonoscopy to cecum.

2. Esophagogastroduodenoscopy with biopsies.

INDICATION: Barrett’s esophagus, for dysplasia surveillance. History of adenomatous polyps for colorectal cancer/polyp surveillance.

DESCRIPTION OF PROCEDURE: Informed consent was obtained. Possible complications of the procedure including bleeding, infection, perforation, drug reaction as well as a possibility of missing a lesion such as a malignancy were all explained to the patient. The patient was brought to the endoscopy suite, placed in the left lateral position, sedated as per Anesthesiology Service (monitored anesthesia care). A well-lubricated Olympus video gastroscope was introduced into the esophagus and advanced under direct vision to the third portion of the duodenum. Careful examination was made of the duodenal bulb, second and third portion of duodenum, stomach, GE junction, and esophagus. A retroflex view was obtained of the cardia. Air was suctioned from the stomach before withdrawal of scope. The patient was then turned around in left lateral position. A digital rectal examination was normal. A well-lubricated Olympus video colonoscope was introduced into the rectum and advanced under direct vision to the cecum, which was identified by the presence of appendiceal orifice, ileocecal valve and confluence of folds. Careful examination was made of the cecum, ileocecal valve, ascending colon, hepatic flexure, transverse colon, splenic flexure, descending colon, sigmoid colon, and the rectum. A retroflex view was obtained of the rectum. Bowel preparation was fair to borderline with semisolid and liquid stool some of which was adherent and scattered throughout the colon requiring extensive washing and suctioning. Despite this, small or flat lesions could have been missed. The patient tolerated the procedure well without any complications.

FINDINGS:

1. Small hiatal hernia with 15 mm Barrett’s esophagus, biopsies obtained, four quadrants, for dysplasia surveillance. 5 mm flat and erythematous polyp removed from the gastric fundus piecemeal with the cold biopsy forceps. Otherwise, unremarkable upper endoscopy. Random biopsies obtained from body and antrum of the stomach to check for Helicobacter pylori infection. Random biopsies obtained from third portion of duodenum/duodenal bulb to check for celiac disease.

2. At colonoscopy, small nonbleeding internal hemorrhoids noted. Borderline/fair bowel preparation as described above. Otherwise, unremarkable colonoscopy to cecum.

IMPRESSION:

1. Diminutive rectal polyp removed as described above. Small nonbleeding internal hemorrhoids. Otherwise, unremarkable colonoscopy.

2. Normal upper endoscopy.

PLAN:

1. Review of pathology. Avoid nonsteroidal antiinflammatory drugs. Antireflux precautions.

2. Continue omeprazole 20 mg every morning before food.

3. High-fiber diet. Fiber supplements as needed.

4. Recommend follow up surveillance colonoscopy after one year with an extended bowel preparation in view of the borderline quality of bowel preparation today.

5. Upper endoscopy for Barrett’s surveillance after three years.

6. Follow up office visit in two weeks or as needed.
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__________________

Sri Pothamsetty, M.D.

DD: 09/22/22

DT: 09/22/22

Job #: 467175

Transcribed by: FG/SR
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