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ENDOSCOPY REPORT

PATIENT: Loughran, Thomas P.
DATE OF BIRTH: 08/13/1938
DATE OF PROCEDURE: 06/19/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Weight loss, anemia and colon cancer screening.

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: EGD with biopsy and colonoscopy with hot snare polypectomy and colonoscopy with hot forceps polypectomy.

INSTRUMENT: Olympus video EGD scope and 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 in the oral cavity, past the hypopharynx, through esophagus, through the EG junction, to the stomach, to the antrum, to the pylorus. The pylorus appeared to be partially stenosed. The regular gastroscope, adult gastroscope could not be traversed through it. Multiple attempts were done, question if the patient may have ulcer at the pyloric channel in the past and at the present it has healed with causing of partial stricture of the pylorus. The stomach also appeared to be so that the duodenum could not be seen. The stomach appeared to be tubular in nature raising suspicion could the patient have had gastric surgery in the past. The patient’s mucosa appeared to be having no rugal folds, thinning of the mucosa with diffuse gastritis throughout the stomach. Retroflexion was done at the incisura.
The upper body of the fundus and the cardia also had thinning of the mucosa with no rugal folds. Biopsies were taken to rule out atrophic gastritis and neoplastic changes or gastrointestinal metaplasia, rule out submucosal neoplastic disease like linitis plastica which is causing tubular stomach. The scope was straightened and brought back to the EG junction, normal Z-line. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

The patient was turned around. KY jelly applied to the rectum. Colonoscope 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 a semipedunculated polyp at the ascending colon about 5 to 8 mm in diameter removed with hot snare polypectomy successfully. No post-polypectomy bleeding. The patient appeared to be with pandiverticulosis, fair to adequate prep. Another polyp noted at 50 cm from the anus which was removed with hot forceps polypectomy successfully. No post-polypectomy bleeding. The patient has pandiverticulosis. Scope was brought to the rectum. Retroflexion at the rectum revealed internal hemorrhoids. No bleeding was seen. The scope was straightened. 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. Grossly normal esophagus.

2. Tubular appearing stomach.

3. Diffuse gastritis.

4. No evidence of any rugal fold, very suspicious could this be atrophic gastritis versus autoimmune gastritis versus gastrointestinal metaplasia versus this could be a submucosal disease like linitis plastica. Multiple biopsies were taken from stomach and antrum.

5. The pylorus appeared to be partially stenosed. The regular gastroscope could not be traversed through it raising the suspicion if the patient may have pyloric channel ulcer which will be causing ulceration. The duodenum could not be seen.

6. Colonoscopy up to cecum.

7. Fair prep, small to moderate size polyp could not be ruled out.

8. There was a semipedunculated polyp noted at the ascending colon, removed with hot snare polypectomy successfully. No post-polypectomy bleeding.

9. The patient has diverticulosis.

10. A polyp noted 50 cm from the anus, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding.

11. Internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the stomach biopsy. Even if the stomach biopsy comes out benign, I would recommend the patient to have upper endoscopic ultrasound evaluation of the stomach for the submucosal lesion and also recommend the patient to have upper endoscopy with possible pediatric scope with possible pyloric stenosis dilatation. For these upper endoscopic ultrasound and advanced EGD with pyloric channel dilatation, I referred the patient to Dr. Varadarajulu at Orlando Health.
2. Await for the colon polyp pathology. If the colon polyp pathology comes benign, then repeat colonoscopy in three to five years.
3. Also, recommend the patient to have a CT scan of the abdomen and pelvis with and without contrast to rule out intraabdominal or pelvic pathology, pelvic malignancy, hepatobiliary or pancreatic disease, lymphoma, etc., and as a workup for the weight loss.

4. Recommend the patient to take proton pump inhibitor.

5. Check the CBC, iron studies, TIBC and ferritin. If the patient found to be having iron-deficiency anemia, then iron need to be replenished with ferrous gluconate 324 mg three times daily and vitamin C 500 mg p.o. q. daily.

6. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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