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A 62-year-old male

e patient underwent a colonoscopy in 1400 due to a positive FIT and
had multiple polyps in the colon. After colonoscopy and genetic
testing, he has been referred now (1402) to evaluate the necessity of
colectomy.

Family history:

e Sister: breast cancer at the age of 70 (improving after chemotherapy
and surgery)

* Uncle: colon cancer at age 80 (died after 4 years)
Personal history:
diabetes, treated with melijent 5mg daily



Colonoscopy
1400/11/02

Anus normal

Rectum normal

Sigmoid one 10mm sessile polyp

Descending colon normal

Splenic flexure normal

Transverse colon multiple small sessile polyps 3-5mm and one 7mm sessile polyp
Ascending colon multiple 12-14 small sessile polyps

Cecum multiple small sessile polyps

Diagnosis: right sided colonic polyposis (15-16). Large sessile polyp in the sigmoid



Colonoscopy Report VFae /AN /=Y :=2u,6
Endoscopist : Babak Tamizifar MD

Fe O~

Hepatic Flexure Ancending Colon
Reason for endoscopy

Screcning,

Pre medication

Midazolam = 5.0 mg, Pethidine = 25 mg
Description of procedure

Quality of the procedure was adequate |, The video endoscope was mtroduced Upto the cecum of Colonsocopy . boston score
2332

Anus

Anus was normal

Rectum

Rectum was normal

Sigmoid

onc 10 mm sessile polyp was scen and resected by forcepse
Descending Colon
Descendmg Colon was normal
Splenic Flexure

Splenic Flexure was normal
Transverse Colon

multiple small sessile polyps ~3-5 mum and one 7 mm sessile polyp was scen , forcepse polypectomy was done
Ascending Colon

multiple —~ 12 -14 small sessilke polyps were seen and the largest were resected by forcepse
Cecum

multiple small sessile polyps were scen and bx was taken from the hrgest

Final Diagnosis

right sided colonic polyposis (— l‘6) s Iarge sessile polyp in the sigmoid , largest were resecetd
s IR\
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Colonoscopy
1402/02/22

Anus normal

Rectum normal

Sigmoid normal

Descending colon normal

Transverse colon two small (5&8mm) sessile polyps in proximal part
Hepatic flexure normal

Ascending colon normal

Cecum multiple about 20-30 small sessile polyps size between 5-8mm

Diagnosis multiple cecal polyps , R/O polyposis syndrome
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Middle Tramsverse Colon Hepatic Flexure Cecum Cocum

Reason for colonoscopy: Abdominal distress/pain; hx of cecal polyp

Premedication: Midazolam = 2.5 mg; propofol = 2.5 cc

Description of procedure: Examination completed up to the Cecum , Boston prep
score=3,2,2

Anus: Normal.

Rectum: Normal.

Sigmoid: Normal.

Descending Colon: Normal.

Transverse Colon: two small 5,8, mm sessile polyps were seen in proximal part and
resected by frocepse

Hepatic Flexure: Normal.

Ascending Colon: Normal. poor bowel prep

Cecum: multiple about 20-30 small sessile polyps size between 5-8 mm were seen in
cecum, forcepse polypectomy was done

Final Diagnosis: —
Colon: multiple cecal polyps with selective resection, R/O polyposis syndrome




Whole Exome Sequencing
Inherited Cancer Analysis Report
1402/04/20

174 genes associated with the inherited cancer analyzed:

NO candidate variant was detected in patient’s sample related to an
inherited cancer

translo ttons and invers

number abe;




Lab Data

1402.05.18
WBC 6.21 AST 23
HB 15.9 ALT 20
MCV 79.6 FBS 114
PLT 210 HBA1C 8.2
CR 1.63




FEEDBACK

Dear Professor
With regards and much respect

Thank you for introducing the patient. The patient was presented at the joint meeting of the
commission and the grand round. The patient's documents were seen. After discussion and debates
with our gastroenterologist colleagues and review of references and literatures, the followin
advisory decisions were made, which are announced to you for your information, help and, it you
consider it appropriate, to apply:

Considering the numerous polyps of different sizes, mainly on the right side of the colon, which
could not be resected by polypectomy, the family history of possibly related malignancies, and
considering the pathology reports that described the polyps as adenoma and sometimes
hyperplastic, it was recommended that:

1. Upper gastrointestinal endoscopy and examination for stomach and duodenum polyps.
2. Colonoscopy of family and first degree relatives from the age of 40 and every five years.

3. The patient should be informed about the benefits, risks, and short-term/long-term
complications of colectomy and changes in defecation and lifestyle, but ultimately, colectomy and
ileorectal anastomosis are recommended. After colectomy surveillance should continue with
rectoscopy.
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A 61-year-old lady

* Last year, the patient was diagnosed with subepithelial lesion,
suspected to GIST was investigated and follow-up was recommended.
It has been introduced to the commission again under endoscopic
measures and for therapeutic measures.

23/10/23



UG Endoscopy Repoart

Y-V A |

Cardia Fundus

28

Bulb

Duodenum, 2nd

Reason for Endoscopy : GERD

Premedication : Midazolam
Findings :
Esophagus : Were seen Small Size Sliding Hiatal Hernia and mucosal breaks <= Smm .

Stomach : Cardia : Normal

Fundus : Was scen a single SELL ( 22MM ) with intact Mucosa .
Body : Normal
Antrum : Erythematous and Erosion | Biopsy was taken sent to pathology.

Duodenum : Normal

Diagnosis : SSH - Esophagitis - Gastric SEL - Gastropathy Erosive

Recommendation : Follow up the pathology - EUS



Pathology 1401.05.08

Microscopic

Some portions of gastric mucosa are seen with moderate infiltration of .
lymphoplasma cells in the lamina propria associated with regenerative changes like
basally or centrally located nuclei that are enlarged, rounded and vesicular.

Giemsa staining
Few colony of H.Pylori on the surface of epithelium

There is not any metaplastic or dysplastic in this specimen

Dx : moderate chronic gastritis with regenerative changes + H.Pylori infection
(grade:1/3)
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Received specimen are four tiny pieces of cream tissue with elastic consistency
measuring totally 1Omm*damm*2mm.

Microscopic:

Some portions of gastric mucosa are seen with moderate infiltration of
lymphoplasma cells in the lamina propria associated with regenerative changes
like basally or centrally located nuclei that are enlarged, rounded & vesicular.

In giemsa staining there is few colony of H.pylori on the surface of epithelium.
there is not any metaplastic or dysplastic change in this specimen.

DX:- Gastric biopsy(antrum):

- Moderate chronic gastritis with regenerative changes & H.pylori infection
(grade=1/111).



EUS 1401.05.10

Stomach fundus there is subepithelial lesion, 16*15.5mm, hypoechoic

and originated from fourth layer, no hyperechoic strand or cystic part,
no regional lymph node

Pancreas NL
Gallbladder NL

Diagnosis: mostly GIST
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axerrs Ton : Crastnmic subopatholial lesion

Raolorring NMID © Doear Dr

Saadatmand (withh bost rogards).

Stomach @ There is a subcopithelial lesio

fromm the fourth layer (
node was soon.

i fundus. In EUS i was rmmoasurad

1615 .Smm in size. IYs hypoochoaic
muscularis properia). No hyporechoic

and originated
strand or cystic part was scoen inside. No

regional Ismph
FPFancreas : Normal

Coiallbladder : Normal




Abdominopelvic Sonography 1401.08.29
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UG Endoscopry Report
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Body Antrum

Reason for Endoscopy : Follow up of SEL

Premedication : Midazolam
Findings =
Esophagus : Normal

Stomach : Cardia was Normal.
A Single Subepithelial lesion ( 18mm ) was seen in Fundus.
Body was normal.
Multiple raised erosions and Erythema were seen in Antrum , Biopsy was taken sent to
pathology.

Duodenum : Normal

Dingnosis : SEL - Gastropathy Erosive

Recommendation : Follow up EGD - EUS



Pathology 1401.12.08

Microscopic

Some portions of gastric mucosa are seen with mild infiltration of lymphoplasma
cells in the superficial part of lamina propria associated with edema

Giemsa staining
Few colony of H.Pylori on the surface of epithelium

There is not any metaplastic or dysplastic in this specimen

Dx : superficial chronic gastritis + H.Pylori infection (grade:1/3)
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Received specimen are two tiny pieces of cream tissue with elastic

consistency measuring totally 6mm*Z2mm*2mm.

Microscopic:

Some portions of gastric mucosa are seen with mild infiltration of
lymphoplasma cells in the superficial part of lamina propria associated
with edema. In giemsa staining there is few colony of H.pylori on the

surface of epithelium. there is not any metaplastic or dysplastic change
in this specimen.

DX:- Gastric biopsy(antrum):

- Superficial chronic gastritis with H.pylori infection {(grade=l/IIll).

With Beot Regarndos
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Lab Data 1402.04.26

WBC 4800 FBS 111 AST 22 Urine :
Neu 33% BUN 17.8 ALT 23 Analysis NL
Lym 52% CR 0.9 ALP 198

RBC 4.4 TG 96

HB 12.9 Chol 227

HCT 39 HDL 48

MCV 88 LDL 150

MCH 29 Ferritin 40

MCHC 32 VitD3 52

RDW 13 TSH 3.5

PLT 150000

23/10/23




EUS 1402.07.08

There is subepithelial lesion in fundus

hypoechoic and originated from fourth layer(muscularis propria)
19.6x17 mm

No cystic area

No regional lymph node



Fundus

Fundus Fundus

Reason for EUS : Fundal subepithelial lesion . Referring MD : Dr Sandatmand (with best regards)

Stomach ; There is a subepithelal lesion in fundus, In BUS this lesion is hypoechoic and originated from the fourth layer(
muscularis propria). It was measured 19.6x17mm. No Cystic area was seen inside, No regional lymph node was
seen, , Indian INK injection was done in base of lesion




Lab Data 1402.08.29

WBC 5100 FBS 95 AST 26

Neu 42% BUN 25 ALT 22

Lym 49% Cr 0.8 ALP 172
RBC 4.5 TG 136

HB 13.6 Chol 210

MCV 89 HDL 59

MCH 29 LDL 122

MCHC 33 TSH 1.7

HCT 40 Ferritin 70

PLT 175

23/10/23




Feedback

Dear colleague:
With regards and much respect

Thank you for introducing the patient. The patient was presented at the joint meeting of
the commission and the grand round. The patient's documents were seen. After discussion
and debates with our gastroenterologist colleagues and review of references and
literatures, the following advisory decisions were made, which are announced to you for
your information, help and, if you consider it appropriate, to apply:

According to the figure, contour and origin of the lesion, the most likely diagnosis for the
lesion is GIST. Despite the small growth of the lesion in the recent EUS, due to the
asymptomatic nature of the lesion and the absence of high-risk features, it is
recommended to continue the annual follow-up of the lesion with EUS. There is no need
for medical and surgical treatment now.

In case of growth of the lesion or changes in the features of the lesion, surgery will be
required. In addition, despite the typicality of the lesion in endosonography, there is no
need for sampling the lesion.






A 19-year-old girl

* A patient with a history of occasional epigastric pains, which
worsened with stress, underwent endoscopy 6 years ago and had no
special finding.

* A month ago, he had hypogastric pain, which was crampy. No nausea,
vomiting or heartburn or other symptoms.

* A urine test and abdominal ultrasound are requested. After urine test,
urinary infection was diagnosed and treated with antibiotics, and the
patient's pain improved.
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amylase 66
Crp :

esr 3
wbc 8200
HB 12/2
MCV 92/8
MCH 30

PLT 201000



r o out TV contrast: :
with & withot (.50, as far as detected:

Abdominopelvic M.D.CT Scan | v and po contras
I'he study is performed with & wnlhuu.l [V an p ace OCCUPYing lesion or
L iver has normal size, shape & density without 5pd

biliary dilation.

- Spleen is normal with no S.0.L.
- There is a thin wall cystic lesion without solid or enhanceable component

in head of pancreas is seen, can be suggested pseudocyst of pancreas
I'he kidneys has normal size and shape without space occupying lesion.
- Renal stone is not seen.

- No paraaortic adenopathy is present.

- Pelvic organs are normal.

There 1s no abdominopelvic free fluid.



FEEDBACK

Dear Professor
With regards and much respect

Thank you for introducing the patient. The patient was presented at the joint meeting of
the commission and the grand round. The patient's documents were seen. After discussion
and debates with our gastroenterologist colleagues and review of references and
literatures, the following advisory decisions were made, which are announced to you for
your information, help and, if you consider it appropriate, to apply:

* According to the history of the patient, the pains are chronic and non-specific and there
is no history of trauma, so the pseudocyst lesion is considered accidental.

* In literatures and references, about 40 to 50 percent of pseudocysts are discovered
incidentally and are asymptomatic. Regarding asymptomatic cysts in the head of the
pancreas, references recommend follow-up, but due to its large size, the CT scan images
of the current lesion should be reviewed by radiologist colleagues, and it is also helpful
for further investigation of endosonography and FNA. The patient should be followed up
based on the results of the above procedures.






A 50-year-old man

e About 2.5 months ago, the patient suddenly suffered from severe
abdominal pain with nausea and vomiting

* Pneumoperitoneum was found, the patient underwent surgery and
50 cm of the jejunum was resected due to its necrosis.

23/10/23



MUL.T]} Sl_lf"l“,'( T SCAN OF THE ABDOMEN AND
PELVIS WITHOUTYT CONTRAST
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1 gallbladder stone is seen.
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and pancreas are also normal with no SOI..

e Kidneys are normal with no hydronephrosis, stone and spe
~ .\ 3

No paraaortic or paracaval adenopathy is present.

Borh adrenal glands are normal.

Free air is seen in Abdominal cavity due to small bowel perforation (small
bowel perforarion is seen at hypogasitric regiorn.

Pelvic organs are normal.

Mild free fluid is seen in abdominopelvic cavity.

Far stranding is seen in peritoneal cavity.

Mild free fluid is seen in abdominopelvic caviiy.
Free air is seen in Abdominal cavity due to small bowel perforation (smalil

bowel perforation is seen at hypogastric region.

Fart stranding_is-seen in peritoneal caviiy.
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» After discharge from the hospital, the patient had non-bloody
diarrhea for 2 months, but did not have abdominal pain or
rectorrhagia. First (according to the pathology of the removed
intestine), diagnosis of Crohn's disease is made and he is treated with
mesalazine for a short time, but due to lack of response, it is
discontinued and rifaximin are started for 2 weeks and the patient's
diarrhea stops (he has had diarrhea for 2 months).

* During this period, he was fine until 10 days ago, when he suffered of
hematochezia for 2-3 days, and after that, he had dark colored stools,
but there was no melena, and the patient also has no abdominal pain
or other symptoms.



mination of the sample:

testine adhesive tape in
one end and 3 cm at the ot
a notch was seen
diverticula was seen in the

Macroscopic exa
The sample of small in
diameter of 2.5 cm at
margin of the perforation area,
cerative. Evidence of multiple

cudes a part of th

her end. At a distance
The mucosa N this area s inflamed and

tissue. No evidence of tumoral lesion

ul
was seen.

Microscopic exa
The mucous mem
cells were seen along with foamy macro

malignancy was seen.

mination of the sample:

brane was ulcerative and |
phages. Sample margins ar

n the infiltrated wall, many neutrophil inflammatony
e free. No evidence of

NX: Partial small intestinal resection:

ural acute inflammation and mucosal ulcer

e Transm
e Multiple diverticula

e Surgical margin: Free

e No evidance of malignancy
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Macroscopic examination of the sample:

The sample labeled intraperitoneal secretions contains 15¢c of red-brown liguid, from which 2
slides and 2 cell blocks were prepared.

Microscopic examination of the sample:
Abundant infiltration of neutrophilic inflammatory cells along with dietary fiber was observed.

DX: Intraperitoneal washing cytology:
o Acuteinflammation



'
e
[ ' s

‘Macroscopic Description:
raffin block no 3047-6

Received specimen consists one pa

Microscopic Description:
Small intestine  tissue mucosa su
inflammatory cells, consist lymphoplasma cell and

part of mucosa and surrounded crypt and crypt show
fibrosis extend to submucosa (Granuloma was not seen.

b mucosa ans muscularis layer 10 Serosa. Focal increase of chronic
eosinophil was seen in lamina propria also focally in basal

acute inflammation (cryptitis) as well, inflammation and

Diagnosis:
Partial small bowel resection:
- Focal active chronic Ileitis. No granuloma

| diagnosis of this feature . No major

Note: Drug (NSAID) .infection and crohn's disease are 1n differentia
os are ruled out and patient has clinical or

histological criteria in favor of crohn's disease; however if other caus
imaging evidence in favor of crohn's disease it could be considered as possible cause.

With Best Regurds ~~~ Dr. Sani
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MULTI SLICE CT SCANOF THE ABDOMEN AND PELVIS
SVITHL CONTRAST

rnred administering oral and intravenowus contrast

( T
Siructed views were also obrained
Liver is normal in size, shape and density with no space occupving lesion
biliary dilatarion.

Gallibladder conrained biliary stone.

Spleernr and pancreas are also normal with no SOL.

The kidnevs are opacified with no hyvdronephrosis and space occupying
No paraaortic or paracaval adenoparthy is present.

Boih adrenal glands are normal.

Bowel loops are normal.

Pelvic organs are normal.

Intra-abdominal catheter is seen.

Mild free fluid is seen in abdominopelvic cavity.

Far stranding is seen in peritoneal caviry.

Posr-op changes
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MULTI SLICE CT ANGIOGRAPHY OF THE ABDOMEN

enous contrast ( ‘orond

he studh was performed administering oral and intrav
wittal recons mructed views were also obtained.

- A4bdominal aorta and branches: celiac, SMA, renal arteries and I MA ar:

normal without significant s1enosis.
Both common iliac arteries and internal branches are normal

A gallbladder stone is seen.
- Mild free fluid is seen in abdominopelvic cavity.

Fat stranding is noted in peritoneal cavity.
Mesenteric lymph nodes up 10 measuring 10mm is also seen.

No evidence of thrombosis

(7
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Dear Dr. Iranncjad

MMDC'T Scarn of thre abdornier: arnd pelvis with and withiowt ntrast:

Liver 7 ; - s e : : §
er- ras normal size and parenchyrmeal density. Subcapsular hypodense lesions

7€ S o 7 o e . . T 73
easwuriing 25 mm, 10nrm and 12mm are seenrn in RIGIHT liver lobe.

o Gallbladder cornrains srone measwurirng 10. 7mm.

Inmrahepatic bile ducts as far as seen are normal.
~
Splecernn and pancreas are normal in size and shape without any evidence of space

occupyving lesionrn.

Adrernnal glands are normal.
Borh kidneys show normal size, shape and cortical thickness without hydronephrosis

Srone or space occupyving lesion.

Bladder is normal.
Prosrare is larger tharn normal.
Recrurm and para-rectal fat pads are normal.

No ascites is noted.

AMild bilarteral pleural effusion is seen.
Post-operative changes are evident with mesenteric fat stranding/edema.

INTP:
Liver hypodense lesions

Gallstone
Prostatic enlargemerni

Mild bilateral pleural effusion y
Post-operative changes
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Descending Colon Ascending Colon Cecum leum

Reason tor colonoscop)y : Screening colonoscopy
Description of procedure : The video endoscope was introduced Upto the terminal ileum of Colonsocopy and Colonsocopy

with the following findings

€ «lon - Anus. rectum, sigmoid, descending colon. splenic flexure, transverse colon, hepatic flexure, ascending colon. cecum
and i1leum were normal

Final Diagnosis

Sormal Colon
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Endoscopy Ward

Colonoscopy Re
B v e ¥ e Endoscopist :
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Descending Colon Ascending Colon

- Screening colonoscopy

The video endoscope

Qeason for colonoscopy

was introduced Upto the terminal ilcum of Colonsocopy and Colonsocopy

Yescription of procedure :

vith the following findings
‘olon : Anus, rectum, sigmoid, descending colon, splenic flexure, Iransversc colon, hepatic flexure, ascending colon, cecum

nd ileum were normal

Final Diagnosis



August 2023

WBC 9500 Calprotectin 325

PMN 71 Hbs Ag .

Lymp 20 HCV ab -

RBC 5.39* CRP 12.7

HB 11.8 PPD -

MCV 66 s/c -

HCT 36 S/E WBC: 2-3, RBC: 1-2

MCHC 32 FERRITIN 94

PLT 385 CR 0/8

Fe 100 LDH 237

TIBC 26] October2023 |
AST 14 CRP 3/8
ALT 15 FIT *

ALK 1071 CALPROTECTIN -



FEEDBACK

Dear Professor
With regards and much respect

Thank you for introducing the patient. The patient was presented at the joint meeting of the
commission and the grand round. The patient's documents were seen. After discussion and debates
with our gastroenterologist colleagues and review of references and literatures, the foIIowin$
advisory decisions were made, which are announced to you for your information, help and, if you
consider it appropriate, to apply:

According to the history, the patient was asymptomatic before the surgery, IBD has not been
confirmed in the recent pathology, the clinical course of the manifestations and laboratory findings
is nit typical for small bowel Crohn's disease, so Crohn’s is not the possible diagnosis and therefore
there is no need for treatment in this regard.

According to the type of recent rectal bleeding, normal colonoscopy and the course of the disease,
probably the source of recent bleeding is distal rectal and anus, and it is not directly related to the
surgery, so a detailed examination of the rectum and anus is recommended.

Considering the report ofjeﬂ'unum.divert.icylum in pathology, investigation for scleroderma and
other causes of small bowel diverticulosis is recommended.

In order to approach the liver lesion, triphasic CT and appropriate follow-up were recommended.



