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MILLENIA SURGERY CENTER

4901 S. Vineland Road, Suite 150
Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Dejesus, Enrique
DATE OF BIRTH: 01/21/1958
DATE OF PROCEDURE: 02/21/2024
PHYSICIAN: Yevgeniya Goltser-Veksler, D.O.
REFERRING PHYSICIAN: Dr. Ana Concha
PROCEDURE PERFORMED: 
1. Esophagogastroduodenoscopy with cold snare polypectomy and cold biopsies.

2. Colonoscopy with cold snare polypectomy and hot snare polypectomy.

INDICATION OF PROCEDURE: Positive FOBT, personal history of colon polyps, GIM, and personal history of gastric polyp.
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 with Monitored Anesthesia Care. A well-lubricated Olympus video gastroscope was introduced into the esophagus and advanced under direct vision to the second portion of the duodenum. Careful examination was made of the duodenal bulb and second 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. 
The patient was then turned around in the left lateral position. A digital rectal examination was normal. 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. Bowel preparation was poor with a Boston Bowel Preparation Score of 5, 1-2-2. The patient tolerated the procedure well without any complications. 
FINDINGS:

At upper endoscopy:
1. There was an unremarkable proximal and mid esophagus.

2. The Z-line was irregular at 40 cm from the bite block with two tongues of salmon-colored mucosa extending approximately 15 mm from the Z-line; biopsies were obtained in all four quadrants to rule out Barrett's esophagus.

3. There was evidence of gastric erythema throughout in patches. NBI was used for evaluation and did not show any distinct abnormality to mucosa. Biopsies were obtained in the antrum, body and cardia separately for evaluation for routine other GIM.
4. There was duodenal bulb erythema and nodularity, this was biopsied for histology.

5. There was evidence of D2 lymphangiectasia and otherwise unremarkable duodenum to D2 portion. Biopsies were obtained to rule out celiac disease or any underlying pathology.

6. There was copious amount of gastric polyps some of which appeared fundic gland and some of which appeared more erythematous; multiple polyps were removed with cold snare polypectomy and placed in antrum, body and fundus jars separately for evaluation of histology. A total of approximately 10 polyps were removed. None of these were greater than 1 cm. All of them were subcentimeter.

At colonoscopy:

1. Boston Bowel Preparation Score was 5, 1-2-2, graded as a poor prep. Lavage and suctioning was attempted. However, there was still underlying fibrous material noted on the right side of the colon.

2. There was evidence of an approximately 8 mm sessile cecal polyp removed with cold snare polypectomy.

3. There was approximately 12 mm sessile hepatic flexure polyp removed with cold snare polypectomy.

4. There was approximately 10 mm sigmoid colon sessile polyp removed with cold snare polypectomy.
5. There was an approximately 10 mm rectosigmoid sessile polyp removed with cold snare polypectomy.

6. There was an approximately 12 mm pedunculated polyp removed with hot snare polypectomy from the rectum.
7. There was evidence of grade I internal hemorrhoids that were noted on retroflexion that were non-bleeding.
8. Prior scar from the ascending colon polyp resection was noted and there was no evidence of abnormality in this area. Photo documentation was obtained. 
PLAN:
1. Follow up biopsy pathology.

2. We will follow biopsies of the upper endoscopy. If any of the polyps were turned back as hyperplastic or adenomatous, will need repeat endoscopy in approximately six months for reevaluation.
3. Recommend repeat colonoscopy in six months to one year given the poor prep and given the number of polyps noted.
4. Given FOBT positive stools, would recommend PillCam for further evaluation.

5. Follow up in the office as previously scheduled.
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