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ENDOSCOPY REPORT

PATIENT: Roberts, Terrance D.
DATE OF BIRTH: 08/10/1954
DATE OF PROCEDURE: 11/21/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Colon cancer screening, large external hemorrhoid and diarrhea.

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 hot snare polypectomy, colonoscopy with hot forceps polypectomy and colonoscopy with cold biopsy forceps.

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 patient has fair to adequate prep.  There was a cecal polyp x1 semi-pedunculated 1 cm in diameter, removed safely completely by the hot snare polypectomy successfully. No post-polypectomy bleeding. Coming out at the proximal ascending colon, there was a one sessile polyp noted at 1.5 cm removed in totality by hot snare polypectomy successfully. No post-polypectomy bleeding.
Since it was white crater, even though it was not bleeding, I placed a metallic hemoclip here for adequate hemostasis. Coming out, a polyp noted at 50 cm, 5 mm size polyp, which was removed by the hot forceps polypectomy successfully, then polyp at 20 cm appeared to be a semi-pedunculated polyp which is about 1.5 cm in diameter. This semi-pedunculated polyp was removed with hot snare polypectomy successfully and was removed completely. The polyp site was also cauterized effectively with no post-polypectomy bleeding, but because of the nature of the polyp, I placed a tattoo with black ink for the future reference. There was also a polyp noted at 50 cm from the anus which was a 5 mm size polyp removed with hot forceps polypectomy. There was no evidence of any colitis or proctitis. Random biopsies were taken from the colon to rule out microscopic inflammation. Retroflexion was done which revealed only grade I internal hemorrhoid, no bleeding. Coming out, I saw a large external hemorrhoid. I am not sure whether it was a thrombosed hemorrhoid or it was a large anorectal tag which was outside the anal area which were all documented with pictures. 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.

2. Fair to adequate prep.

3. Cecal polyp x1 which is about 1 cm in diameter semi-pedunculated removed with hot snare polypectomy successfully. No post-polypectomy bleeding. Then, the polyp at the proximal ascending colon, polyp x1, 1.5 cm sessile polyp removed completely in totality with a hot snare polypectomy successfully. No post-polypectomy bleeding, but I placed a hemoclip as a prophylactic hemostasis even though it was not bleeding. Then, there was a polyp at 50 cm from the anus which was 5 mm size polyp removed with hot forceps polypectomy successfully. Then, there was a polyp at 20 cm from the anus which was a semi-pedunculated polyp about 1.5 cm, removed in totality completely with hot snare polypectomy successfully. No post-polypectomy bleeding and the polypectomy site was completely fulgurated and cauterized. Because of the nature of the polyp and the size of the polyp, I injected black ink as a tattooing which is about 20 cm from the anus just a fold next to this polyp site for the future reference and the second last was grade I internal hemorrhoid, no bleeding and the last one is large external hemorrhoid/thrombosed hemorrhoid noted, could this be a large anorectal tag or wart that could be the possibility, but more looked like a thrombosed external hemorrhoid. There was no evidence of any colitis or proctitis, but random biopsies were taken to rule out microscopic inflammation.

RECOMMENDATIONS:

1. Await for these polyps pathology. If all the polyp pathology comes benign, repeat colonoscopy in one year, but if any of the polyp comes out to be high-grade dysplasia especially of the cecum, proximal ascending colon or especially the polyp at 20 cm, then we will act accordingly depending on the margin of invasion of the polyp and if the polyp at 20 cm from the anus comes out to be suspicious for high-grade dysplasia with no clear margin or with invasion, then recommend the patient to have a transrectal ultrasound for further evaluation and, if all comes negative, then I will repeat colonoscopy in one year if all the polyps come benign.

2. Await for random biopsies of the colon to rule out microscopic inflammation. If the random biopsy of the colon comes out to be negative for microscopic colitis and the patient still has diarrhea, then recommend the patient to have CT enterogram for the small bowel. The patient told me that since he had gallbladder surgery he has been having loose stools. So, recommend the patient to be on Questran to see if that helps and celiac sprue panel and the diarrhea workup will be done accordingly depending on symptoms.
3. For the external hemorrhoid, I recommend the patient to be referred to the surgeon for possible hemorrhoidectomy or anal tag removal and further followup will be depending on the pathology of this external anorectal tag/hemorrhoid.

4. Follow up in one to two weeks.

The patient tolerated the procedure well with no complications.
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