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ENDOSCOPY REPORT

PATIENT: Kutlesic, Julie

DATE OF BIRTH: 01/01/1980

DATE OF PROCEDURE: 01/19/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Large hiatal hernia. Large paraesophageal hiatal hernia was told her in the recent ER visit. The patient also has epigastric pain. She states after eating food she feels she had pain for four to five hours in mid epigastric area. She had a CAT scan and ultrasound done; we do not have any availability at this time, which were done at the South Lake Hospital.

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.

INSTRUMENT: Olympus video EGD scope.

DESCRIPTION OF PROCEDURE: After informed consent was signed and obtained 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 duodenitis. Biopsies from the small intestine were done to rule out celiac sprue and 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 gastritis. Biopsies were taken to rule out Helicobacter pylori. Retroflexion was done at the incisura, upper body of the fundus and the cardia which revealed large paraesophageal hiatal hernia noted, documented with pictures.

The patient also had Cameron’s ulceration at the edge of the hiatal hernia sac, which was biopsied. Biopsy from the antrum was done to rule out Helicobacter pylori. No evidence of any gastric outlet obstruction. The scope was brought back to the EG junction, normal Z-line. Esophagus appeared unremarkable. Air was suctioned. 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. Large paraesophageal hiatal hernia, documented with pictures.

3. Non-bleeding Cameron’s ulcers noted. Biopsies were taken to establish the diagnosis.

4. The patient had mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.

5. No evidence of any gastric outlet obstruction.

6. The patient had duodenitis. Biopsies were taken to rule out celiac sprue.

RECOMMENDATIONS:

1. Await for the small bowel biopsy.

2. Await for the stomach biopsy. If it comes out positive for Helicobacter pylori, we will treat with triple therapy.
3. Proton pump inhibitor, Protonix 40 mg per day.

4. I recommend the patient to have a surgical evaluation for this paraesophageal hernia repair and further I am going to refer the patient to Dr. Luis Herrera at Orlando Health for possible hiatal hernia repair. The office phone number is 407-648-5384, for paraesophageal hernia repair.
The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 01/19/23

DT: 01/19/23

Transcribed by: SR/gf

cc:
Primary care provider, Dr. __________

Dr. Pothamsetty
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