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ENDOSCOPY REPORT

PATIENT: Thompson, Leon
DATE OF BIRTH: 02/24/1943
DATE OF PROCEDURE: 02/06/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Personal history of colon cancer and history of colon polyp. This is 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 with hot forceps polypectomy and colonoscopy with metallic clip placed in the anastomotic area.
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. Pulling the scope in, about 5 to 7 cm from the anus, I saw the anastomosis noted between anorectal and probably sigmoid area from prior surgery from where the patient had colon cancer removed 23 years ago; that anastomosis appeared to be a little small, but scope could be able to pass through it and right in the edge between 5 to 6 o'clock position, the inflamed area was seen which was biopsied when I was coming out of the colon. The patient was scoped from the rectum all the way to descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum, documented with pictures.
In the cecum, I saw 5 mm size polyp, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding. Above the ileocecal wall, in the proximal ascending colon, polyps x3 noted, all flat polyps about 5 mm in size. All three of them were removed with hot forceps polypectomy successfully. No post-polypectomy bleeding. The rest of the colon has fair prep, small to moderate size polyp could not be ruled out. I did try to suction out and lavage the extra amount of water. Coming out, anastomosis at 5 to 6 o'clock position, the anastomosis was inflamed. Biopsies were taken to establish the diagnosis, to see any local recurrence. After the biopsy, it started oozing a bit bleeding. So, I placed a two metallic clips x2 with good hemostasis, documented with pictures. Internal hemorrhoids noted. I did not do the retroflexion because there was not space in the rectum for retroflexion. Coming out, I saw internal hemorrhoids. No external hemorrhoids were seen. The scope was straightened. 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 prep.

3. Cecal polyp of 5 mm x1 removed with hot forceps polypectomy.

4. Ascending colon polyps x3, all 5 mm each, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding.

5. The patient has anastomosis noted at the rectosigmoid area only about 5 to 7 cm from the anus. This anastomosis appeared to be slightly smaller, but not obstructing the scope, and I saw about 5 to 6 o'clock position in the anastomosis appeared to be inflamed mucosa which was biopsied for histologic diagnosis, to rule out any local recurrence of adenocarcinoma. After the biopsy, it started oozing. So, I placed two metallic clips x2 in this area with adequate hemostasis.

6. Internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the polyp pathology.

2. Await for the biopsy of the rectosigmoid anastomosis. If the biopsy comes out to be atypical cells, recommend the patient to have transrectal endoscopic ultrasound. If the biopsy comes negative, polyp pathology comes negative, then repeat colonoscopy in one year.

3. Advised the patient to take high-fiber diet. If the patient has any rectal bleed, recommend the patient to come to the emergency room as soon as possible.
4. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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