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ENDOSCOPY REPORT

PATIENT: Florez, Ricardo
DATE OF BIRTH: 04/14/1954
DATE OF PROCEDURE: 09/26/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Rectal bleeding, history of colon polyp, weight loss, change in bowel habit. He had a history of small bowel surgery when he had obstruction. We do not have much of the details available, but he also stated he had a history of a *__________* mass which was resected also.
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: EGD with biopsy and colonoscopy with biopsy.

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 appeared to show mild to moderate duodenitis. Biopsies of small intestine were taken to rule out celiac sprue and eosinophilic enteritis. 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. 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, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum, documented with pictures. In the cecum area, I have seen most of this appeared like surgical kinking probably from the prior small bowel surgery the patient had and this created ileocolonic anastomosis, but the ileocecal valve appeared to be intact. The area of the cecum where appeared to be diverticulum or ileocolonic anastomosis that area appeared to be inflamed. So, I did the biopsy of that area. Coming out, rest of the colon all the way up to the descending colon about 40 cm from anus was unremarkable except for a few puddles of liquid stool, which were irrigated, washed and suctioned out; small to moderate size polyp could not be ruled out. From the 40 cm from the anus all the way down to the 20 cm rectosigmoid area, this sigmoid descending colon appeared to be very much severely circumferentially inflamed and appeared to have more like a bruising and rather inflammation and with severe diverticulosis noted in the segment which raised a suspicion could this be a segmental colitis associated with the diverticulosis and that could be the reason that the patient could be having bleeding, especially having hard stools and constipation of stools. Multiple biopsies were taken from this area to rule out inflammatory versus neoplastic changes. Rectum appeared to be unremarkable. Biopsies of rectum were done to rule out any microscopic colitis and sent in separate jars. Retroflexion at the rectum showed internal hemorrhoids. No bleeding was seen. Scope was straightened. Air was suctioned. I did not see external hemorrhoids. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications
FINDINGS:
1. Grossly normal esophagus.

2. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.
3. Mild to moderate duodenitis. Biopsies were taken to rule out celiac sprue and eosinophilic enteritis as a workup for weight loss.
4. Colonoscopy up to the cecum.

5. Fair/suboptimal prep. Because of the nature of prep, small to moderate size polyp could not be rule out. The patient’s cecum appeared to be with postsurgical changes noted probably from the prior surgery which creating like ileocecal anastomosis or this could be a large diverticulum which is causing inflammatory changes in cecum. Biopsies were taken and sent in separate jars. Left side inflammation of the colon, segmental inflammation of colon seen from the rectosigmoid area all the way up to 40 cm and all this area was studded with severe diverticulosis. No evidence of any diverticulitis though, but severe diverticulosis noted with severe circumferential inflammatory changes with multiple biopsies were taken, raised suspicion could this be Crohn’s related segmental colitis or could this be segmental colitis associated with the diverticulosis. Multiple biopsies were taken from the patient to rule out any neoplastic process that could be the possibility.
The rectum appeared to be unremarkable. Biopsies were taken and sent in separate jars to rule out microscopic inflammation. The patient had left-sided severe diverticulosis and also hemorrhoids.
RECOMMENDATIONS:

1. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
2. Await for the small bowel biopsy.

3. Await for the segmental colitis biopsy. Depending on the biopsy of that, we will proceed further. If it comes out to be Crohn’s related colitis, then recommend the patient to have a CT enterogram to rule out any small bowel diseases. If it comes out to be just inflammation not consistent with the Crohn's disease, I am already going to start the patient on mesalamine 1.2 g p.o. b.i.d. for at least three months’ time and I am also recommending the patient to start Colace 100 mg three times daily and Metamucil fiber one to two tablespoonfuls daily. I told the patient to drink extra amount of water and I am going to bring the patient back in about three months for colonoscopy again to follow up with segmental colitis we are looking at especially after the Metamucil, Colace and mesalamine treatments. I discussed in great detail with the patient. The patient seems to be understanding the plan. After the test, we will determine how to follow up in the future. I have also recommended to have CT abdomen and pelvis and CT enterogram as the workup for the weight loss.

4. The patient needs to have CBC checked. If low in iron, then needs to have iron studies done.

5. Follow up in one to two weeks.

The patient tolerated the procedure well with no complications. I discussed in great detail postop my assessment and recommendations with the patient. He seems to understand well.
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__________________

Shams Tabrez, M.D.

DD: 09/26/22
DT: 09/26/22
Transcribed by: SR/gf
cc:
Dr. Aparna Hernandez
Dr. Pothamsetty
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