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ENDOSCOPY REPORT

PATIENT: Klein, Kimberly
DATE OF BIRTH: 12/20/1961
DATE OF PROCEDURE: 01/15/2024
PHYSICIAN: Babu Mohan, M.D.

REFERRING PHYSICIAN: Candice Coleman-Pope, APRN
PROCEDURE PERFORMED: Esophagogastroduodenoscopy with biopsy and colonoscopy with polypectomy.
INDICATION OF PROCEDURE: Dyspepsia and colorectal cancer screening.
DESCRIPTION OF PROCEDURE: Informed consent was obtained. Possible complications of the procedure including bleeding, infection, perforation, drug reaction as well as a possibility of missing a lesion such as a malignancy were all explained to the patient. The patient was brought to the endoscopy suite, placed in the left lateral position, sedated as per Anesthesiology Service. A well-lubricated Olympus video gastroscope was introduced into the esophagus and advanced under direct vision to the third portion of the duodenum. Careful examination was made of the duodenal bulb, second and third portion of duodenum, stomach, GE junction, and esophagus. A retroflex view was obtained of the cardia. Air was suctioned from the stomach before withdrawal of the scope. This concluded the upper endoscopic exam.

The patient was then turned around in the left lateral position to proceed with colonoscopic exam. A digital rectal examination was performed. A well-lubricated Olympus video colonoscope was introduced into the rectum and advanced under direct vision to the cecum, which was identified by the presence of appendiceal orifice, ileocecal valve and confluence of folds. Careful examination was made of the cecum, ileocecal valve, ascending colon, hepatic flexure, transverse colon, splenic flexure, descending colon, sigmoid colon, and the rectum.

A retroflex view was obtained of the rectum. The patient tolerated the procedure well and recovered well post procedure without any complications.
FINDINGS:
1. Upper endoscopy: Z-line at 37 cm. Salmon-colored mucosal extension noted up to 34 cm suggestive of 3 cm of Barrett’s esophagus. Biopsies were taken to confirm status post gastric weight loss surgery. There was a dark retained suture-like material which was very difficult to characterize. On the lesser curvature, there were fenestrations noted suggestive of spontaneous fistulization between the remnant stomach and the gastric pouch.

2. Colonoscopy exam: Withdrawal time 5 minutes. The Boston Bowel Preparation Score 2 for ascending colon, 2 for transverse colon, and 2 for descending colon. Technically difficult study due to tortuous colon and significant looping. Small and large diverticulosis noted throughout the colon. Ascending colon polyp 1.2 cm in size semi-sessile was removed by cold snare polypectomy. Small to medium sized external, non-bleeding hemorrhoids were noted on retroflexed view.
IMPRESSION: Status post gastric weight loss surgery, appears like sleeve gastrectomy. Retained suture-like material. Stomach fenestrations. Gastro-gastric fistula. Tortuous colon. Diverticulosis. Ascending colon polyp. External non-bleeding hemorrhoids.

PLAN:
1. Follow up in the office to discuss further plans.

2. May require referral to Orlando Health Advance GI team for removal of the retained suture material if causing problems.

3. Follow up in the office to discuss biopsy results. If positive for Barrett's, the patient would need life-long PPI.

4. Recommend continuing PPI even otherwise 40 mg daily.

5. Recommend repeat colonoscopy for colorectal cancer screening within one year due to prep quality and technically difficult study.

6. Recommend extended bowel prep regimen for the next colonoscopy.
__________________

Babu Mohan, M.D.

DD: 01/15/24
DT: 01/15/24
Transcribed by: gf
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