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ENDOSCOPY REPORT

PATIENT: Reed, Lisa
DATE OF BIRTH: 01/30/1969
DATE OF PROCEDURE: 03/06/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: The patient has history of rectal polyp. She is here for periodic colonoscopy and sigmoidoscopy done as a followup – tattoos were done. Last sigmoidoscopy last year.

ANESTHESIA: Sedation was given with MAC anesthesia, given by the anesthesiologist, Dr. Chandra.

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 cold biopsy.

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. Coming out, I saw diffuse melanosis coli which was noted. Fair to adequate prep. There was a 5 mm size polyp noted in the descending colon about 50 cm from the anus, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding. In the rectum, I saw the tattooing done from the prior polypectomy site. The polypectomy site was also noted, the scarring noted, but I did the biopsy of that prior polypectomy site to see if there is any local recurrence, sent in separate jar.
In the rectum, coming out, like at the junction of the distal and middle third of the rectum, I saw circumferential wall thickening with moderate to severe inflammatory changes, this was a segmental rectal wall thickening. I am not sure what could be the reason of that. It could be inflammatory versus neoplastic. So, I did the rigorous biopsy of the circumferential thickening which was done and it appeared to have a thick texture to it. So, multiple biopsies were taken and sent in separate jars to rule out neoplastic verus inflammatory changes; could this be a possibility of inflammatory bowel disease or proctitis. Question internal hemorrhoids. Air was suctioned. Because of this deformity, the rectum could not secure a retroflexion view. 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 to cecum.

2. Melanosis coli.

3. Fair to adequate prep.

4. Descending colon polyp 5 mm in size, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding.

5. Prior polypectomy site was identified where the tattoo was noted in the rectum, that site does not appear to have any recurrent polyp and I did the biopsy of this site to see if there is any microscopic recurrence or if any neoplastic cells.
6. At the junction of the middle and distal third of the rectum, there is circumferential mucosal wall thickening with moderate to severe inflammatory changes and segmental proctitis noted versus a neoplastic process. Multiple biopsies were taken to establish the diagnosis, to see if this is a mucosal versus submucosal versus extraluminal process contributing to that like appeared to be having narrowing, but not complete narrowing, but the multiple biopsies were taken to establish the diagnosis.

RECOMMENDATIONS:

1. Await for the polyp pathology. 
2. Await for the prior polypectomy site pathology.

3. Await for the rectal mucosal circumferential wall thickening at the junction of the middle and the distal third of the rectum to rule out if there is any neoplastic versus inflammatory changes. Even if the biopsy comes negative for neoplastic cells, I recommend the patient to have transrectal endoscopic ultrasound and evaluation of it to see if this is mucosal versus submucosal versus extraluminal process and basically on that finding of the transrectal ultrasound biopsy, they will proceed further. If it comes out to be positive for the proctitis and part of the inflammatory bowel disease, then recommend the patient to get a CT enterogram and also then recommend the patient to be started on the Rowasa enema and then follow up for sigmoidoscopy in about three months.

If all the biopsies of colonoscopy and the transrectal endoscopic ultrasound evaluation of the rectal mucosa and the biopsies negative for neoplastic cells, then repeat this flexible sigmoidoscopy in three months.

The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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