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ENDOSCOPY REPORT

PATIENT: Ndanu, Eugenie
DATE OF BIRTH: 01/10/1950
DATE OF PROCEDURE: 01/06/24
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: GERD, personal history of colon polyp, and history of gastrointestinal metaplasia in the stomach.

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.

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 pylorus, the bulb of the duodenum, and second and third portions of the duodenum. Examined portion of the duodenum grossly looked normal, documented with pictures. The scope was brought to the antrum. The pylorus looked normal. No evidence of pyloric channel ulcer or pyloric stenosis. The antrum had mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori. Retroflexion was done at the incisura. The upper body of the fundus and the cardia revealed diffuse gastritis, question of hemorrhagic gastritis, question of portal hypertensive gastropathy. Multiple biopsies were taken circumferentially from the body of stomach since the patient has history of gastrointestinal metaplasia. Numerous biopsies were taken to establish the diagnosis. Otherwise, upper body of stomach, fundus and cardia grossly looked normal. No evidence of any gastric varices.
The scope was straightened and brought back to the EG junction, normal Z-line. No evidence of any esophageal varices. 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. Adequate prep and pandiverticulosis. No evidence of any recurrent colon polyp. Scope was brought to the rectum. Retroflexion was done in the rectum which revealed grade III/grade IV internal hemorrhoids. Also, the possibility of thickness of the anal fold what looks like anal tag versus anal polyp which was protruding into the anorectal area with retroflexion view. Biopsies were done because it is just right in the hemorrhoidal area. The scope was straightened. Coming out, I saw anal canal. Again, this polypoid/anal tag lesion noted coming out of the hemorrhoidal area at the pectinate line, documented with pictures. 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. Diffuse body gastritis with hemorrhagic like gastritis and numerous biopsies were taken. The patient has history of gastrointestinal metaplasia raising the suspicion could the patient may have atypical neoplastic changes happening in the body of stomach, question linitis plastica or this could be portal hypertensive gastropathy. Numerous biopsies were taken from the body of stomach to establish the diagnosis.

3. No evidence of any gastric varices or esophageal varices.

4. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.
5. Grossly normal examination of duodenum.
6. Colonoscopy up to cecum.

7. Adequate prep.

8. Pandiverticulosis.

9. Colonoscopy came back negative for surveillance colonoscopy, no evidence of any recurrent colon polyp.

10. Grade III/grade IV internal hemorrhoids.
11. Anal area wall thickening with polypoid/anal tag noted coming out of the hemorrhoidal area, non-bleeding, could this be neoplastic versus just inflammatory changes versus anal tag versus external hemorrhoids.

RECOMMENDATIONS:

1. Await for the stomach biopsy especially body of the stomach biopsy. If the body of the stomach biopsy comes out positive for any neoplastic changes, then recommend the patient to have upper endoscopic ultrasound for further evaluation.
2. Await for the antral biopsy. If it comes out positive for Helicobacter pylori, we will treat with triple therapy.
3. Start the patient on Carafate 1 g t.i.d. for like two months.

4. If the biopsy comes positive for gastrointestinal metaplasia, then repeat upper endoscopy in six months for further mapping for the biopsy.

5. Repeat colonoscopy with colon cancer screening in five years.

6. I want to recommend the patient to have a rectal ultrasound done for the evaluation of the anorectal area, and if it comes out to be nothing but hemorrhoids, then recommend the patient to have removal of this hemorrhoidal area/thickness and then after the rectal ultrasound, the patient will be referred to the colorectal surgeon for a possible hemorrhoidectomy because of the size of it and because causing the thickness of the anal mucosa.
7. Follow up in one to two weeks.
ADDENDUM: Also, recommend the patient to have hepatology workup with ultrasound of liver, ultrasound elastography, and liver function studies to rule out if the patient has underlying cirrhosis contributing for hypertensive gastropathy.

The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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Transcribed by: SR/gf
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Primary Care Provider, Dr. Crisanto Delgado
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