COLONOSCOPY REPORT
Date: XXxXXxxXX
Patient Name: JohnOrJaneDoe
Proctologist: Dr. Rick Shacket    
Anesthesia: Staff 
Preoperative Diagnosis: Z12.11 Screening for malignant neoplasm of the colon. Colon Cancer Screening > Age 50 (or > Age 45 African American); Gastrointestinal Bleeding (occult or obscure); Rectal Bleeding; Abdominal Pain with: loss of weight or appetite, perianal disease, ↑ ESR, ↑ CRP; Hx of Colon Cancer; 1st° Family Hx of Colon Cancer; Hx Colon Polyps (adenoma); 1st° Family Hx Colon Polyps (adenoma); Change in Bowel Habits – Constipation or Watery Diarrhea; Surveillance of Crohn’s Disease; Surveillance of Ulcerative Colitis 

Specimen: None or Biopsy(s) and Polyp(s) 
Procedure: Colonoscopy: with biopsy(s) and with polyp removal(s)
                    Anoscopy: diagnostic under anesthesia
Description: 
Greater Than Unusual Service and Extended Time: 150% the normal period of time was spent on this colonoscopy to remove an extensive number of polyps, including biopsies of unusual pathology. OR: unrelenting fecal debris | difficult insufflation |  tattooing  | See end of report for paragraphs!!
The patient was placed in the left lateral Sims position. An anoscope was inserted into the anal canal to a point 1-2cm above the dentate line, characterized by skin below and mucosa above the line. Unusual anal pathology, if present, was noted. The anoscope was removed, and a colonoscope was inserted into the rectum. The instrument was advanced by gently distending the colonic lumen with air and advancing under direct vision. Slowly the colonoscope was advanced 165 cm. to the cecum, characterized by the appearance of three compartments as the tenial bands converged. The cecal sling, a circular fold approximately 7 cm. proximal to the cecal bottom, represented the frenula valvulae coli. The ileocecal valve was identified next to the cecal sling. My finger tapping on the outside wall of the right lower quadrant of the abdomen could be seen internally on the colonoscope’s view screen monitor. Noted were the haustra or out-pouchings of the colon separated by folds. The folds of the ascending colon were thicker than the folds of the transverse colon. The three tenia caused the colon to have a triangular appearance noted in the ascending and transverse colon. The descending colon was endoscopically tubular in appearance. The colonoscope was slowly withdrawn. Mucosal surfaces were inspected meticulously, advancing and withdrawing the instrument intermittently behind haustra and around flexures and bends. In the rectum, the tip of the endoscope was retroflexed and the dentate line visualized. The patient was sent to recovery in satisfactory condition. Typewritten aftercare instructions and prescriptions were given to the patient previously or while in recovery. The patient was discharged in a stable and alert condition.
Findings:
· Anoscopic examination (from the gurney’s edge) did not reveal any obvious fissures, fistula, or warts.
· The prep was 
· excellent – There was little to no residual fluid in the colon.

· good – There were patchy areas of brownish fluid or residual fecal material in the colon that for the most part was easily suctioned away, allowing for 97 to 99% visibility of the entire colon.

· fair – There were some | several areas of the colon bathed in brownish fluid and or covered with fecal debris that could not be adequately washed away. A few small areas of the colon could not be adequately visualized. 

· poor – The colon retained a significant amount of thickened sludge or fecal debris that could not be adequately suctioned or washed away.
(Poor Insufflation)

· Difficult insufflation in the sigmoid colon as a result of weak resting anal sphincter pressure, made adequate viewing in that | those areas insufficient.
(Difficult Advancement)

· The colonoscope was only advanced through 2/3rds of the colon just past the hepatic flexure, and the colonoscope would go no further. Difficult advancement in the colon may have been due to loops in the colon, adhesions in the colon, or and increased intra-abdominal adipose tissue.
· Difficult advancement in the ascending colon as a result of increased fluid retention that needed to be suctioned away.
(Hemorrhoids)

· Hemorrhoids and or hemorrhoidal tags were visible externally and internally upon retroflexion of the endoscope in the rectum. 
· Evidence of hemorrhoids that had been treated previously, were also visible.

· Occasional or occult rectal bleeding in this patient is consistent with a previous finding of hemorrhoids. 
(Mucocutaneous Lesions)
· White lesion(s) in the Anal-rectal mucocutaneous transitional zone, X in number, barely raised, just above then dentate line was/were biopsied to rule out Anal Intraepithelial Neoplasia (AIN).

(Anal Lesions)
· Anal lesions, whitish, squamous, raised, about X in number, diffuse or confluent, were seen upon visual inspection of the anal verge.

 (Rectal Ulcer)
· A single solitary rectal ulcer oozing blood was photographed and biopsied at 12cm
(Colonic Lymphoid Nodular Hyperplasia)

· Nodular lymphoid hyperplasia of the gastrointestinal tract is characterized by the presence of multiple small nodules, normally between 2 and 10 mm in diameter. Generally presents as an asymptomatic disease, but it may cause gastrointestinal symptoms like abdominal pain, chronic diarrhea, bleeding or intestinal obstruction. Treatment is directed towards associated conditions because the disorder itself generally requires no intervention.

· Multiple random biopsies were taken to rule out associated inflammatory bowel disease.
· FYI

It is most common in the colon around the ileocecal valve due to the presence of abundant lymphoid tissue (prominent Peyer's patches) in this region. A diagnosis is made at endoscopy or contrast barium studies and should be confirmed by biopsy and histology. Rectal and anal lymphoid follicles may be associated with inflammatory bowel disease or hemorrhoids. Nodular lymphoid hyperplasia is a risk factor for both intestinal and, very rarely, extraintestinal lymphoma. Some authors recommend surveillance, however, the duration and intervals are undefined.
(Pseudomelanosis Coli)
· Discoloration consistent with pseudomelanosis coli was detected. The mucosal discoloration varied from slightly gray to anthracite. The discoloration was diffuse in patches and streaks. Pseudomelanosis coli may be seen as early as four months after the regular use of herbal laxatives. Melanosis coli is generally considered to be harmless, and usually disappears within six to twelve months after laxative use has stopped.
(Cancer)
· Mass lesion suggestive of a colonic malignancy – Almost entirely circumferential, erythematous, papular, granular, very irregular, and oozing a small amount of blood; extending between 15 and 20 cm from the anal verge. Six biopsies were taken in this area from the center of the lesion and from the inferior and superior margins.
(Trauma or Perforation)
· Surface mucosal trauma was observed in the cecum. An area of loose mucosa about 3mm in diameter appeared to be protruding from the cecal bottom. 
(Colitis)
· Colitis - Patchy areas of inflammation located mostly in the rectum and sigmoid and descending and transverse and ascending colon were biopsied.

FYI

· If colitis is confined to a well defined segment(s), consider Mesenteric Ischemic Colitis (from a blood clot in the a mesenteric artery).
(No Polyps)
· There were no polypoid lesions.

(Polyps)
· Polyp(s) – X polypoid and peduncular lesions were found:
· Polypoid lesion(s), X in number, discovered in the cecum, ascending colon, transverse colon, descending colon, sigmoid colon, recto-sigmoid, and rectum were | was excised by a cold snare method technique, as performed utilizing multiple bites, 2-4 bites of the biopsy forceps to remove each | the entire polyp.
· Smaller flatter polypoid lesions(s), X in number, discovered in the cecum, ascending colon, transverse colon, descending colon, sigmoid colon, recto-sigmoid, and rectum were | was excised entirely with a single bite of the biopsy forceps.
· Narrow band imaging (NBI) of a specific blue and green light wavelengths was used to enhance the detail of certain aspects of the surface mucosa, which helped to identify a pit pattern of raised tissue, typical of flat colorectal polyps. 
· Polypoid lesion(s), X in number, discovered in the cecum, ascending colon, transverse colon, descending colon, sigmoid colon, recto-sigmoid, and rectum were | was excised using a hot snare to remove each | the entire polyp.
· Multiple polypoid lesion too numerous to excise safely in the time allotted for this procedure, estimated to be about 30 in number, were seen mostly in the descending colon at 25 cm and 10 cm.
· A flat polyp at 20cm viewed by both white light and narrow band imaging was photographed and biopsied at 20 cm. These specimens were put in a separate container for clinical correlation of suspected pathology.

· Polypoid lesions about six in number, discovered in the ascending colon, all were several cm above the ileocecal valve, were excised with a hot snare. Then they were cut in half one to four times with the snare, into small enough pieces to fit through the colonoscope’s suction channel where they were retrieved in a suction trap.
· A polypoid lesion with a wide base, similar in color to the surrounding mucosa, was discovered in the cecum. Two large biopsies were taken. Given that the base of the polyp was wide and appeared not to have any abnormal colors, this lesion was thought to be benign remnant left over from a prior appendectomy.
· One sessile polypoid lesion had such a large base that it was debulked and excised 70% at the base, leaving 30% of the base lesion behind to be removed on another day – in order to reduce the risk of colon perforation. This lesion was tattooed twice with 2cc of ink in order to make the lesion easier to find next time removal is attempted.
(APC Coagulation)
· An area of the rectum covered with confluent small patches of inflammation, some actively bleeding, was treated with Argon Plasma Coagulation (APC). APC involves the use of a jet of ionized argon gas (plasma) that is directed through a probe placed at some distance from the bleeding lesion(s), resulting in coagulation of the bleeding lesion on the other end of the jet.
· An area at 50 cm where a long flat polypoid lesion could not be completely removed, so the base of this area was ablated using APC Coagulation or a mono polar electrosurgical atomizing technique. 
(No Diverticula)
· No diverticular disease was noted.

(Diverticulae)
· Diverticulae - 

Few diverticular openings were found in the sigmoid colon. 

Few diverticular openings were seen scattered throughout the colon; the highest concentrations of these relatively few lesions found in the sigmoid colon.  

Frequent diverticular openings were seen scattered throughout the sigmoid and descending colon. 
Frequent diverticular openings were seen scattered throughout the colon; the highest concentrations of lesions found in the sigmoid colon.  

Found were small circular 2 to 5 mm. openings, usually central to the haustra segments, situated between large thickened folds.  

Occasionally there were two or more diverticula per segment but usually there is only one.    
· Often diverticula cause no symptoms, although patients may experience irregularities in bowel habits. If symptoms do appear, they may include the following: 1) Abdominal pain, especially after a meal on the lower left side of the abdomen. 2) Painless rectal bleeding or passing of blood in stool. 3) Fever. 4) Nausea. 5) Vomiting. 6) Irregular bowel movements, including constipation or diarrhea. 7) Bloating or gas.
FYI

· Patients with acute diverticulitis often present with the classic triad of left lower quadrant pain, fever, and leukocytosis.
(CONCLUSION: 1 or 2)
1. (Diverticula or Polyp Found) 
There was no evidence of colonic malignancy, ulcerative colitis or Crohn’s disease, stricture formation, infectious colitis, antibiotic associated colitis, ischemic damage, or vascular malformation.
2. (Normal Colon) - Modify for Colitis or Pseudomelanosis
All visible aspects of the colon appeared normal. There was no evidence of colonic malignancy, ulcerative colitis or Crohn’s disease, stricture formation, infectious colitis, antibiotic associated colitis, ischemic damage, or vascular malformation. 

Recommendations: 
· Follow-up colonoscopy: Timing depends upon the patient’s tissue pathology report, personal and family history. In most cases, a follow-up colonoscopy every 10-years will suffice. A follow-up colonoscopy every 2-years is recommended for patients that were diagnosed with inflammatory bowel disease; or whenever a patient, his or her parent, sibling, or child, has been diagnosed with colorectal cancer or adenomatous polyps. Patients with familial adenomatous polyposis should undergo annual colonoscopy.

· High fiber diet with supplements may be prescribed if the daily fiber intake does not equal or exceed 30 grams. Dietary fiber or roughage is the indigestible portion of plant foods having two main components: 1) Soluble fiber that is readily fermented in the colon into gases, and 2) Insoluble fiber that is metabolically inert, which absorbs water and adds bulk to the stool. Both components increase food volume without increasing caloric content, providing satiety and reducing appetite. Soluble fiber may reduce glucose and insulin levels in diabetic patients and may lower risk of diabetes; lowers cholesterol thereby reducing the risk of cardiovascular disease; stimulates intestinal fermentation production of short-chain fatty acids, thereby reducing the incidence of colorectal cancer. Insoluble fiber could reduce the risk of diverticulosis by up to 40%, and can ease symptoms in people who have diverticulitis and prevent future exacerbations; and speeds the passage of foods through the digestive system thereby alleviating constipation, which can promote hemorrhoids.
· The typical American eats only about 11 grams of fiber a day, according to the American Dietetic Association. Health experts recommend a minimum of 20 to 30 grams of fiber a day for most people. Disadvantages of a diet high in fiber is the potential for significant intestinal gas production and bloating. Constipation can occur if insufficient fluid is consumed with a high-fiber diet.
(Abnormal Recommendations)

· A Barium Enema with air contrast was ordered immediately after this procedure for adequate completion of this colon cancer screening exam.

· Suboptimal fair to poor colon preparation. A repeat colonoscopy is indicated, in one year (or sooner if symptoms warrant). The patient make sure that: 1) G2-Gatorade is used with the colonoscopy prep, and not regular-Gatorade (if this was not tried), and 2) pay close attention to following a low fiber diet for 5-days prior to his/her next scheduled colonoscopy (if this was not tried), or and 3) Two colonoscopy-preparations should be dispensed and used prior to his/her next scheduled colonoscopy, and taken until clear fluid is passed through the rectum for one or more bowel movements.

· Suboptimal colon insufflation in the sigmoid colon. A repeat colonoscopy is indicated, in two years (or sooner if symptoms warrant).
· Treatment of hemorrhoids may be recommended if they become symptomatic.

· Treatment of hemorrhoids (and or tags) may be recommended.

· Continued treatment of hemorrhoids may be indicated.
· Anorectal surgery may be recommended.

· Cleaning after a bowel movement with perianal cleansing pads are recommended.

· Corticosteroid cream or suppositories may be prescribed.
· Stress reduction may be prescribed.
· Colon antispasmodics may be prescribed.
· Suspect Extensive Ulcerative Colitis. If the biopsies are positive:

· Oral mesalamine (Asacol) preparation 800mg PO TID x 8 weeks. 

or

· Prednisolone 5-60mg daily in divided doses, then taper off gently when symptoms are moderately reduced.

· A sulfasalazine or mesalamine preparation may be prescribed. 
· Hydrocortisone enemas or foam may be prescribed.

· Due to the thin tissue known to comprise most of the cecum, excising polyps with wide bases puts the patient at risk for a rupture of the colon. If the cecal polyp has a wide base and is adenomatous (high risk) in nature, then the patient would be best served by referral to a colon surgeon for a colonoscopy-polypectomy procedure.
· Surface mucosal trauma observed in the cecum. The patient should report any abdominal pain or distention that fails to dissipate with the passage of natural gas or flatulence to the physician, and or visit the local emergency room for radiographic imaging. Since the 1970s, perforation of the colon by colonoscopy has become the most common cause of colorectal trauma. The incidence of perforation is as low as 0.016% in diagnostic colonoscopy and as high as 5% in therapeutic colonoscopy, with an overall average of about 0.091%. Early symptoms can be abdominal pain and distention. Late symptoms can be fever, peritonitis and shock. 
FYI
· Small full-thickness perforations after therapeutic endoscopy can be endo-clipped and the patient admitted for conservative management. Conservative management should be considered before surgery, including intravenous fluids, absolute bed rest, and broad spectrum antibiotics. Surgery should be considered when there is a sign of deterioration, peritoneal irritation, or detection of free air under the diaphragm (on X-ray or Acute Abdomen CT Series).
· Referral to a colon cancer surgeon for further investigation of the mass lesion and recommended treatment.

· Consultation requested from: Elizabeth McConnell, MD, FACS, FASCRS

6245 N 16th Street, Phoenix, AZ 85016; Phone: (602) 253-4271
· Consultation requested from: 
Ahmed Shalabi, MD

4135 S Power Rd, Ste 120, Mesa, AZ 85212. (480) 646-8400, or 
14961 W Bell Rd, Ste 150, Surprise, AZ 85374, (623) 544-4600

· Referral to a motility disorder specialist is recommended to investigate this patient’s persistent constipation that is refractory to treatment. 

· Consultation requested from: Amy Foxx-Orenstein, DO
Mayo Clinic, 13400 E. Shea Blvd, Scottsdale AZ 85259; 
Phone: (480) 301-1735
· Referral to a proctologist for further investigation and recommendations for future anal-rectal care and treatment.

· Consultation requested from: Rick Shacket, DO, MD(H)
3543 N. 7th Street, Phoenix Arizona 85014, Phone: (602) 492-9919
· Discussion with the patient of this report and of any significant pathology. The patient is asked to please call my office for a follow-up appointment.

__________________________
Rick A. Shacket, DO, MD (H)
Diplomate American Osteopathic Board Of Proctology

8752 E Via De Commercio #2, Scottsdale, Arizona 85258, Phone: (602) 492-9919
Greater Than Unusual Service and Extended Time: 150% the normal period of time was spent on this colonoscopy to remove an extensive number of polyps, including biopsies of unusual pathology. OR: 150% the normal period of time was spent on this colonoscopy to wash away unrelenting fecal debris in the rectum and sigmoid and descending colon. Also, more time than usual was spent navigating carefully through an occasional field of multiple diverticulum, some large enough to falsely mimic the colonic lumen. OR 200% the normal period of time was spent on this colonoscopy due to difficult insufflation. Difficult insufflation in the colon was a result of weak resting anal sphincter pressure and increased intra-abdominal adipose tissue, which made for a slow advancement of the colonoscope and made adequate viewing of the internal structures difficult; or Difficult insufflation was a result of increased amounts of adipose tissue pressing down upon the colonic lumen, making advancement, viewing, and navigation and of the colonoscope difficult; Increased fluid retention making for difficult advancement of the colonoscope could have been due to the substitution of G2-Gatorade with regular-Gatorade. I will have to ask the patient if this was so. OR 200% the normal period of time was spent on this colonoscopy to remove an extensive number of polyps, including biopsies and tattooing of unusual pathology, including polyps, ulcers, neoplasms.
Greater Than Unusual Service and Extended Time: 200% the normal period of time was spent on this colonoscopy to wash away unrelenting fecal debris in the entire colon. Difficult insufflation was a result of increased amounts of adipose tissue pressing down upon the colonic lumen, making advancement, viewing, and navigation and of the colonoscope difficult. 
Greater Than Unusual Service and Extended Time: 200% the normal period of time was spent on this colonoscopy due to inadequate advancement. The colonoscope was only advanced through 2/3rds of the colon just past the hepatic flexure, and the colonoscope could go no further. Difficult advancement in the colon may have been due to loops in the colon, adhesions in the colon, or and increased intra-abdominal adipose tissue.
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