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ENDOSCOPY REPORT

PATIENT: Ellison, Henry

DATE OF BIRTH: 02/11/1943

DATE OF PROCEDURE: 01/09/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Personal history of colon polyp, as surveillance colonoscopy.

ANESTHESIA: Sedation was given with MAC anesthesia, given by the nursing anesthetist under supervision of the anesthesiologist.
The patient was monitored during the procedure with blood pressure, pulse oximetry, and electrocardiogram done periodically.

PROCEDURE PERFORMED: Colonoscopy.

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. The patient had a tortuous colon. Fair prep. Small to moderate size polyps could not be ruled out. Coming out, right at the anorectal junction, a polypoid lesion noted.  I am not sure whether it is coming out of the squamous cell skin or it is coming out of the colon mucosa, but right at the anal verge next to the hemorrhoid, question of anal wart versus anal tag versus polypoid lesion. I did not do the biopsy because of proximity of it to the hemorrhoids. It was noted on retroflexion view and also noted coming out view in the anal canal. 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. Colonoscopy up to cecum.

2. Tortuous colon.

3. Fair prep.

4. Right at the anorectal area, a polypoid lesion noted. I am not sure whether it is coming from the squamous cell layer versus rectal mucosa layer because it is right at the junction and I did not do the biopsy because of its proximity to the internal hemorrhoids. It is noted on the retroflexion view and also it could be appreciated in the anal canal coming out. It is all documented with pictures. The patient will be sent to Orlando Health Advanced Gastroenterology to Dr. Varadarajulu for transrectal ultrasound and, depending on its finding, may be EMR/polypectomy and then, depending on the pathology, the patient will be referred for further evaluation, surgical evaluation etc.

RECOMMENDATIONS:

1. The patient will be referred to Dr. Varadarajulu for transrectal ultrasound and possible EMR/polypectomy for the lesion noted at the anorectal area and further followup depending on the histopathology of that lesion.

2. If that lesion comes out to be benign, then because of his age, he may not need screening colonoscopy or surveillance colonoscopy as per the US Multiple Task Force recommendations, but he would need a diagnostic colonoscopy if it is needed in the future if he started having the GI symptom.

3. Follow up in one to two weeks.

The patient tolerated the procedure well with no complications.

[image: image1.emf]
__________________

Shams Tabrez, M.D.

DD: 01/09/23

DT: 01/09/23

Transcribed by: SR/gf

cc:
Primary care provider, Dr. Kenneth Lim
Dr. Pothamsetty

Procedure Report

Henry Ellison

01/09/23

Page 2

[image: image2.jpg]