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ENDOSCOPY REPORT

PATIENT: Torres, Carlos

DATE OF BIRTH: 12/05/1970

DATE OF PROCEDURE: 03/02/24

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: GERD, FOBT positive stool 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.

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 appeared grossly 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 grossly looked normal, documented with pictures.
The scope was brought back to the EG junction, normal Z-line. No evidence of Barrett’s esophagitis. 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 fairly prepped colon. Multiple irrigations were done. Coming out, about 30 cm from the anus, a very large pedunculated polyp noted about 2 to 2.5 cm in diameter and with a long stalk attached to it. This polyp most likely the cause of heme-positive stool. This polyp was removed completely in totality in one piece with hot snare polypectomy successfully. No post-polypectomy bleeding. So, the stump which was created after the polyp was removed, I decided to remove the stump separately with hot snare successfully and the stump was retrieved just to rule out if there is any invasion of the stump happening. There was no post-polypectomy bleeding, but I put a metal hemoclip on the polypectomy site as prophylactic against bleeding in the future, but this polypectomy site also tattooed few folds proximal and few folds distal to it for the future marking depending that would help us if needed followup in the near future. The polyp was removed completely and pictures were taken for documentation. The scope was brought to the rectum. Retroflexion at the rectum showed 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, normal Z-line. No evidence of Barrett’s esophagus or esophagitis.

2. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.

3. Grossly normal examination of the duodenum.

4. Colonoscopy up to the cecum.

5. Fair prep.

6. A very large elongated pedunculated polyp noted at the 30 cm from the anus. This polyp was about 2 to 2.5 cm in diameter lobulated tubulovillous adenoma most likely. It was removed completely in totality in one piece with hot snare polypectomy successfully. No post-polypectomy bleeding, but the stump, which was created at the polypectomy site I also removed it with hot snare polypectomy and sent in a separate jar and there was no post-polypectomy bleeding and I put a metal hemoclip for prophylactic hemostasis and this area was also tattooed few folds proximal and distal to it; tattooing was done for future reference *__________*.

RECOMMENDATIONS:

1. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
2. Repeat upper endoscopy in three years.
3. Await for the polyp pathology and await for the pathology of the stump also. If the polyp comes out to be tubulovillous adenoma with no vascular, lymphovascular invasion and the margins are free and also the stump also remained the same benign, then repeat colonoscopy in one year. Otherwise, if the polyp appeared to having lymphovascular invasion, then regardless of the margin, the patient needs to be referred to the surgeon for segmental resection of the affected area of the sigmoid colon at 30 cm.

4. Advised the patient take high-fiber diet, report to us and call the emergency room if the patient has rectal bleeding.

5. Followup in one to two weeks.

6. If the polyp pathology comes out to be benign with no invasion and no high-grade dysplasia, then repeat colonoscopy in six months. Otherwise, if the patient is found to have high-grade dysplasia with invasion, then the patient will be referred for segmental resection of the sigmoid colon.

The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 03/02/24

DT: 03/02/24

Transcribed by: SR/gf

cc:
Primary care provider, Dr. Ramon Rodriguez
Dr. Pothamsetty
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