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ENDOSCOPY REPORT

PATIENT: Fekany, Christie
DATE OF BIRTH: 03/13/1988
DATE OF PROCEDURE: 05/06/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Rectal bleeding, diarrhea and possibility of hemorrhoids.

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 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. There appeared to be a small bulge in the appendiceal orifice. I asked the patient and she states she had appendectomy. So, most likely this was appendiceal stump that is causing it, but there is no growth noted in the cecal area. Terminal ileum was intubated. Terminal ileum was grossly normal, documented with pictures. No evidence of any ileitis or colitis. Evidence of distal proctitis noted at distal third of the rectum. Multiple biopsies were taken from the terminal ileum and colon to rule out microscopic inflammation. Biopsy from the rectum also to rule out microscopic inflammation or if it is the distal rectum biopsy from the inflamed area, could this be consistent with any inflammatory process microscopically or could this be a flare-up irritation from the prep.
Retroflexion was done which revealed grade I/grade II internal hemorrhoids. No bleeding was seen. The scope was straightened. I saw question external hemorrhoids, but there is a possibility of the anorectal tags noted. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications. Adequate prep.
FINDINGS:
1. Colonoscopy up to cecum and terminal ileum.

2. Adequate prep.

3. No evidence of any ileitis or colitis. No evidence of any proctitis, but the biopsies were taken to rule out microscopic inflammation.

4. Distal inflammation noted in the distal rectum area, distal proctitis. Biopsies were taken to establish the diagnosis, to confirm whether it is microscopic evidence of inflammation.

5. The patient has grade I/grade II internal hemorrhoids. Question of external hemorrhoids with also appearance of an anorectal tag.

6. Appendiceal orifice appeared to having bulge, but since the patient has appendectomy, this could be remnant of the appendix which is causing a bulge. It does not like a mass or a growth at this moment.
RECOMMENDATIONS:

1. Await for the random biopsies of the colon, terminal ileum and the rectum. If the biopsies come out positive for microscopic inflammation, we will treat accordingly.

2. Await for the biopsy of the distal rectum. If it comes out positive for the inflammation microscopically, then recommend doing mesalamine enema.

3. Advised the patient to take high-fiber diet, drink more water, stool softener, Metamucil and Citrucel, fiber supplement, Preparation H, and Anusol cream for hemorrhoidal flare-up.
4. Recommend the patient to be seen by the surgeon for anorectal examination for this anorectal tag. I am sending this patient to Dr. Samuel DeJesus for this reason.

5. Also, recommend the patient to have CT enterogram. If all the biopsies come negative for microscopic inflammation from the diarrhea, recommend CT enterogram for further evaluation. We will also look at the cecal area on the CT enterogram based on the significance. If the patient starts having symptoms in the right lower quadrant or if the CT scan shows there to be any mass or growth in the pericecal area and the appendiceal area, then the patient might benefit from surgical resection on that area.
6. If all comes negative biopsy wise, repeat colonoscopy in 10 years for colon cancer screening.
7. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.

DD: 05/06/23
DT: 05/06/23
Transcribed by: SR/gf
cc:
Primary Care Provider, Marie Collazo, NP
Dr. Pothamsetty
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