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ABSTRAK

Keganasan kolorektal merupakan salah satu dari tiga keganasan penyebab kematian tertinggi di dunia, namun
dapat dideteksi secara dini dan dicegah melalui skrining. Beberapa pedoman merekomendasikan skrining dengan
metode berbasis feses dan visualisasi langsung dengan kolonoskopi. Secara anatomis wanita memiliki kolon yang
lebih panjang, terutama pada bagian kolon transversum, sehingga sulit dilakukan endoskopi menyeluruh. Pada
wanita juga lebih banyak ditemukan keganasan pada kolon sisi kanan dengan jenis yang datar dan menjorok ke
dalam sehingga lebih sulit dideteksi. Prosedur kolonoskopi seringkali dirasa tidak nyaman oleh wanita, terutama
Jika operator berjenis kelamin pria, sedangkan jumlah gastroenterologis wanita masih belum mencukupi. Pada
masa pandemi COVID-19, pasien semakin enggan untuk melakukan skrining karena takut tertular. Keterlambatan
diagnosis menyebabkan keganasan terdeteksi pada stadium lebih lanjut, sehingga menurunkan tingkat kelangsungan
hidup. Ditambah lagi, ketika terdeteksi pada stadium lanjut, wanita memiliki tingkat kelangsungan hidup 1 tahun
yang lebih rendah dibanding pria. Saat ini, telah banyak pilihan skrining lain yang baru dikembangkan seperti
colon capsule endoscopy yang dapat dilakukan di klinik dan mengurangi kebutuhan untuk kolonoskopi, namun
belum ada panduan klinis untuk skrining pada wanita. Tujuan dari tulisan ini adalah mengidentifikasi tantangan
dalam melakukan kolonoskopi skrining pada wanita, terutama di masa pandemi, dan mendorong pengembangan
panduan skrining untuk wanita.

Kata kunci: keganasan kolorektal, kolonoskopi skrining, wanita, COVID-19.

ABSTRACT

Colorectal cancer (CRC) is one of the top three leading causes of death in both men and women. However,
screening can help detect and prevent CRC. Multiple guidelines recommend CRC screening using stool-based
screening and direct visualization via colonoscopy. Anatomically, women have a longer total colonic length,
especially in the transverse colon, which makes it redundant; thus it is more difficult to perform complete endoscopy
in women. Women also have a higher risk of developing right-sided colon cancer of the flat and depressed type,
which is harder to detect than the other types. Moreover, women are less likely to undergo colonoscopy due to
embarrassment, especially when the procedure is performed by male gastroenterologists, and the lack of available
female gastroenterologists further complicates the problem. The current COVID-19 pandemic also decreases
patients willingness to undergo screening due to the fear of contracting the COVID-19. Delay in diagnosis leads
to more advanced tumors upon detection and ultimately decreases the survival rate, especially in women, as they
have lower 1-year survival rate when CRC is detected in its later stages than in men. Innovative options for CRC
screening have recently emerged, including colon capsule endoscopy, which can be performed in a clinic and may
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reduce the need for colonoscopy. However, sex-specific CRC screening guidelines and tools are not available. The

objective of this review is to identify the barriers and challenges faced when performing screening colonoscopy in

women, especially during the pandemic and to encourage the development of sex-specific CRC screening.

Keywords: colorectal cancer, screening colonoscopy, women, COVID-19.

INTRODUCTION

Colorectal cancer (CRC) is the third most
common cancer worldwide, accounting for 11%
of all the cancers. In terms of mortality, CRC is
the third leading cause of cancer-related deaths.!
In the United States, although the incidence and
mortality rates declined between 2007 and 2016
(by 2.4% and 2.2% each year, respectively), CRC
still ranks as the third leading cause of cancer-
related mortality,>® and the incidence of colon
cancer in younger populations is increasing.*

Multiple guidelines globally recommend
that average-risk adults should undergo CRC
screening starting at the age of 50-75 years, while
some recommend that screening should start at the
age of 45 years.>® Available screening modalities
currently comprise stool-based screening tests,
including the fecal occult blood test (FOBT),
guaiac-based FOBT, and fecal immunochemical
test (FIT), and direct visualization methods, such
as flexible sigmoidoscopy and colonoscopy.
Among the available CRC screening methods,
colonoscopy is the preferred modality because it
provides high sensitivity for cancers and all classes
of precancerous lesions, can deliver diagnostics
and therapeutics in a single session, and has wide
procedure intervals (10 years) for normal results”®
One or two normal colonoscopy results may imply
lifetime protection from CRC.’

Colonoscopy is an invasive and
uncomfortable procedure, especially for women.
Previous reports have stated that patients’ sex
affects various aspects of CRC screening, from
their attitude towards colonoscopy to anatomical
and tumor behavior.!*!* This paper will review
the difficulties encountered when performing
colonoscopy in women, the challenges faced
by women, the current obstacles created by
the COVID-19 pandemic, and possible future
improvements for conducting CRC screening.

DIFFICULTIES PERFORMING
COLONOSCOPY IN WOMEN

Anatomical Differences

One indicator for complete colonoscopy is
the cecal intubation rate (CIR). As recommended
by the US Multi-Society Task Force on
Colorectal Cancer, the CIR should be above
95% for screening endoscopy and 90% for all
examinations.® Previous studies have shown
that female sex is a risk factor for incomplete
endoscopy or a lower CIR rate.!>!® Koido et
al'” stated that female sex is a significant risk
factor for incomplete colonoscopy (Odds ratio
(OR) = 1.38, 95% confidence interval CI: 1.17-
1.64, P = 0.0002). Another study conducted
with endoscopist trainees suggested that, in
case of female patients, trainees are 1.5 times
more likely to fail to intubate the cecum.'®
The difficulties encountered when performing
complete colonoscopies in women has been
described since the 1990s. These difficulties are
caused by the longer colonic length in women
than in men (155 cm vs. 145 cm), especially the
length of the transverse colon (48 cm vs. 40 cm),
which is also responsible for the redundancy of
the segment causing sagging into the true pelvis
more in women than in men (62% vs. 26%).!%!131?

Tumor Behavior in Women

The most common tumor location also differs
according to patients’ sex: in females, tumors are
mostly located at the proximal/right-sided-colon
while in males they tend to be located at the distal/
left-sided-colon (55% and 44% respectively).!'
Hormonal factors may account for the frequent
right-sided colon cancer (RCC) in women. The
Women'’s Health Initiative Clinical Trial reported
that post-menopausal women who received
hormone replacement therapy (HRT) showed
a 40% reduction in CRC risk; however, CRC
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diagnosed in women receiving HRT was reported
to be higher in grade and stage.? RCC has been
reported to be more advanced in stage upon
diagnosis and to have more poorly differentiated
tumors.?' A meta-analysis reported that left-sided
colon cancer (LCC) was significantly associated
with a reduced risk of death (Hazard ratio (HR),
0.82;95% CI, 0.79-0.84; P<0.001), independent
of stage, race, adjuvant chemotherapy, year the
study was conducted, number of participants,
and quality of study.?? As women tend to have
lower CIRs, it is possible that RCC can remain
undetected during screening, and therefore
present with an advanced stage when finally
diagnosed. Moreover, a larger proportion of
women develop flat and depressed type colorectal
neoplasia, which can remain undetected and lead
to late diagnosis, in contrast to men, who more
commonly develop polypoid type of neoplasia
that is easily detected and resected.”

CHALLENGES FORWOMEN UNDERGOING
CRC SCREENING

Women'’s Attitudes Toward Screening

The rates of participation in CRC screening
differ by sex and are significantly lower in
women. Previous studies have shown that CRC
screening compliance is 7-9% lower in women
than in men.?* A report by Brawarsky et al,?®
indicated that men and women have an equal
probability of receiving recommendations to
undergo screening, but men were significantly
more likely to complete the screening, suggesting
that the barrier to screening was at the patient
level. One main reason for this finding may
be that women are embarrassed to undergo
colonoscopy, especially when the procedure
is performed by a male physician.”® In Israel,
women significantly tended to request for
specific sex preference of the endoscopist than
men (37% and 27%, respectively), and when
sex preference was mentioned, the same sex was
almost always preferred, with the most frequently
stated reason being that patients had higher trusts
in an endoscopist of the same sex.”® Menees et
al?’, reported that 43% of the female patients
preferred female endoscopists, and of those, 87%
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were willing to wait for >30 days for the female
endoscopists to become available. Furthermore,
14% of the female patients were willing to pay
more fees, with embarrassment given as the main
reason. This pattern of preference is consistent or
even more prominent nowadays. The preference
rate of same-sex endoscopists in Korea was
14.6% in 2008 in contrast to 24.9% in 2016,
while the female patient preference for same-
sex endoscopist increased by 95% (OR, 2.678;
95 CI, 1.418-5.057; P=0.002).2® Furthermore,
the gender of the endoscopy nurse assistant
was also stated as a reason for women to delay
screening endoscopy; for this reason the rate of
women declining endoscopy was higher [74.5%;
female (73.4%) and male (1.1%)] than men
[overall 58%, male (49.3%) and female (8.7%);
P < 0.001], with a third of patients stated that
they would decline screening endoscopy if their
request was not met.”

Female Gastroenterologists

Another factor that may worsen the barrier
for women to undergo CRC screening is
that the current number of available female
gastroenterologists/endoscopists is much lesser
than that of males, despite women’s preference
for female gastroenterologists. A report by the
Association of American Medical Colleges
(AAMC) regarding active physicians by sex
and specialty in 2017 stated that, in the field of
gastroenterology, 82.4% were male (n=12,135)
and 17.6% were female (n = 2,593).° The male
gastroenterologists also worked for more hours
per week than their female counterparts. A survey
conducted with Canadian gastroenterologists
found that male gastroenterologists on an
average worked 6 hours/week more than female
gastroenterologists did (58.3 SD 15.4 vs.
52.3 SD 11.8 hours/week, P = 0.025).3! These
findings are consistent with another survey by
Singh et al, which reported that men worked 8
/week more than women did (54 vs. 46 hours/
week, P = 0.03) especially in non-academic
practice.’'*? However, the 2019 data have shown
that the male-to-female ratio of internal medicine
residents in the US does not differ greatly (57.7%
male and 42.3% female). Therefore, it seems



Vol 53 « Number 1 o January 2021

Screening colonoscopy for colon cancer in women during COVID-19

that fewer females are willing to pursue further
education in the field of gastroenterology as
there were only 34.7% female gastroenterology
fellows in the same year.*® Nevertheless, this
data suggests an improvement from previous
reports, which stated that only 25-30% of the
gastroenterology fellows were female.>

IMPACT OF THE COVID-19 PANDEMIC

We are currently living in difficult times
due to the global pandemic of COVID-19,
where the entire world, especially the medical
field has been severely affected. The endoscopy
team is at risk of contracting COVID-19
via inhalation, conjunctival contact and the
fecal-oral route.***¢ Since the pandemic
started, professional societies have released
guidelines regarding endoscopy, including a
list of endoscopy procedures that should be
postponed. Regarding screening colonoscopy,
multiple gastroenterology professional societies
recommend to postponement of all elective
and non-urgent endoscopies.’”* Levin et al.*’
reported that organized CRC screening in
California decreased the annual CRC incidence
by 25.5% from 95.8 to 71.4 cases/100,000 (P
< 0.01) between 2000 and 2015, and a 52.4%
reduction in cancer mortality, from 30.9 to 14.7
deaths/100,000 (P < 0.01). Moreover, the CRC
screening rate has substantially reduced due to
the pandemic (by approximately 86%),*' and,

Screening and
elective procedure
halted

First Wave

COoVID-19
Pandemic

as the duration of the pandemic is unknown,
new cancer cases will remain undiagnosed each
day. Even after the pandemic is over, patients
may still be reluctant to visit the hospital in
order to undergo screening. This diagnostic
delay will lead to cancer progression and risk
of potential long-term effects including lower
survival rates. Additionally, female patients
will be more affected by the delay in diagnosis
because, as reported by the UK cancer research,
the 1-year survival rate after diagnosis of stage
IV and III bowel cancer is 5% and 2% lower
in females, respectively, than in males; but the
S-year survival rate does not significantly differ
between the sexes at any stage.*

DISCUSSION

There are currently no sex-specific guidelines
or tools for CRC screening, despite the differences
in anatomy of the colon between the sexes. In
women, the longer average total colon length
and transverse colon length, as well as the more
frequent occurrence of proximal tumors of the
flat and depressed types may result in technical
difficulties when performing endoscopic
examinations. Therefore, it is necessary to
emphasize the need to develop sex-specific CRC
screening and customized tools for women.

Women’s attitude towards undergoing
screening colonoscopy should also be addressed,
as the procedure is often considered embarrassing,

Patients still afraid to go to medical center
More advanced tumor findings

Missed diagnosis
Missed follow up

Second Wave

Physical distancing policies

Figure. 1. The impact of COVID-19 pandemic on CRC screening. Adapted from Tapper and Asrani.*®
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inappropriate, and/or inconvenient. Education
regarding the benefits of CRC screening should
be integrated to reduce the negative stigma about
colonoscopy. Patient assurance, especially for
females, by the gastroenterologist (in particular
male gastroenterologist) should be emphasized
to increase patient compliance to undergo the
procedure. Other strategies, such as having
female nurse assistants may also be implemented.
Furthermore, women'’s participation in the field
of gastroenterology should be encouraged as the
demand for female practitioners is high.

During this pandemic, the impact of not
screening patients may have long-lasting
consequences. Tapper and colleague, described
the long-lasting impacts in cirrhosis care due to
deferred screening in three waves.** A similar
wave pattern may also be applied to CRC
screening, and we predicted a two-wave model
in this case (Figure 1). The first wave reflects
the period in which all screening and elective
procedures were halted. The second wave
indicates the undiagnosed cases during lockdown
and patients’ reluctance to visit medical centers
due to fear of contracting COVID-19 even
after the pandemic has ended. The long-term
consequence of this issue is a protracted period of
suboptimal outcomes, including detection of more
advanced tumors, missed diagnoses, and missed
follow-up. Missed CRC screening can result in
worse outcomes in women because as the tumor
stage advances, the survival rate in women would
drops even more compared that in men.*

On April 28, 2020, the American Society
for Gastrointestinal Endoscopy (ASGE),
released guidelines for resuming gastrointestinal
endoscopy as the world approached the “post-
lockdown” period.** The latest strategies are
continually being developed to ease the workload
when medical services return to normal,
including an emphasis on noninvasive testing
(e.g., FIT, gFOBT) and follow-up colonoscopy,
with moderate priority being scheduled when
the test results are positive.*® Another option
is to use the colon capsule endoscopy (CCE),
which is indicated for patients with positive
noninvasive screening. As CCE can be conducted
by a healthcare provider in a clinic room, used for
community screening, thereby reducing hospital
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attendance and possibly increasing patient
compliance. In a recent study, CCE reduced
colonoscopic surveillance by 43% when used
as a primary test.* Thus the global pandemic
may pave the way for CCE to be often used
for screening and allow collection of more data
regarding its effectiveness, safety, and cost. This
newer strategy may elucidate CRC screening or
change how CRC screening is performed in the
future as it reduces the need for colonoscopy, thus
providing women with more options. However,
CCE only provides diagnostic information, so
any positive result should ultimately be followed
up by colonoscopy, thereby increasing the
number of procedures and cost. A summary of
the challenges faced by medical practitioners
and female patients exacerbated by the current
COVID-19 pandemic regarding screening
colonoscopy is shown in Figure 2.

CONCLUSION

Multiple studies have shown the sex-related
differences in colon cancer incidence and the
colon anatomy; therefore, there is a need to
develop sex-specific endoscopy. Furthermore,
current CRC guidelines need to address the sex-
specific problems in screening. Moreover, it is
necessary to increase the number of practicing
female gastroenterologists. To increase the
number of female gastroenterologists, female
internal medicine residents and medical students
should be more encouraged to pursue career in
gastroenterology. The difficulties for women are
currently exacerbated by the pandemic situation,
and medical providers should be more focused
on finding a better and novel way to create
more options, so that the gains of the past CRC
screening are retained and the future of CRC
screening, especially for women, may see a new
light at the end of these dark times.
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Challenges and difficulties of screening colonoscopy in women

e e

Biologic factor
1. Anatomic
difference: Longer
colonic length,

Psychosocial factor
Women's attitude
towards colonoscopy:
Embarrassment,

Practitioner
availability
More male than female
gastroenterologists

COVID-19 pandemic
Halted screening: Late
diagnosis, more
advanced tumor on

lower CIR rate
2. Tumor location and

preference for same-
sex gastroenterologist

diagnosis

type: More RCC,
more flat and
depressed type

l ‘,

h 4 A4

Sex- specific tools and
screening guidelines

More emphasis on
patient assurance,
especially by male
gastroenterologist,
having female nurse
assistant

Encouragement and
information regarding
the need for female
gastroenterologist as
medical students and
internal medicine
residents

Emphasis on non-
invasive testing, utilize
novel methods (e.g.
CCE)

Figure 2. Summary of challenges and difficulties in screening colonoscopy in women. CIR: cecal intubation rate; RCC: right-

sided colon cancer; CCE: colon capsule endoscopy.

ACKNOWLEDGMENTS

The authors would like to thank Editage for
English language editing. The writing of this
manuscript was carried out without funding.

REFERENCES

1. Bray F, Ferlay J, Soerjomataram I, et al. Global
Cancer Statistics 2018: GLOBOCAN Estimates of
Incidence and Mortality Worldwide for 36 Cancers in
185 Countries. Ca Cancer J Clin. 2018;68:394-424.

2. National Cancer Institue. Surveillance, Epidemiology,
and End Results Program. SEER Cancer Stat Facts:
Colorectal Cancer. Available at: https://seer.cancer.gov/
statfacts/html/colorect.html. Accessed: 14 July 2020.

3. American Cancer Society. Cancer Facts & Figures
2020. Atlanta: American Cancer Society; 2020.
Available at: https://www.cancer.org/content/dam/
cancer-org/research/cancer-facts-and-statistics/
annual-cancer-facts-and-figures/2020/cancer-facts-
and-figures-2020.pdf. Accessed: 26 July 2020.

4. Siegel RL, Fedewa S, Anderson WF, et al. Colorectal
Cancer Incidence Patterns in the United States, 1974-
2013. J Natl Cancer Inst. 2017;109:djw322.

5. Bénard F, Barkun AN, Martel M, Renteln D. Systematic
review of colorectal cancer screening guidelines
for average-risk adults: Summarizing the current
global recommendations. World J Gastroenterol.

10.

11.

12.

13.

2018;24:124-38.

Wolf AMD, Fontham ETH, Church TR, et al.
Colorectal cancer screening for average-risk adults:
2018 guideline update from the American Cancer
Society. CA Cancer J Clin. 2018;68:250-81.

Davila RE, Rajan E, Baron TH, et al. ASGE guideline:
colorectal cancer screening and surveillance.
Gastrointest Endosc. 2006;63:546-57.

Rex DK, Boland CR, Dominitz JA, et al. Colorectal
Cancer Screening: Recommendations for Physicians
and Patients from the U.S. Multi-Society Task
Force on Colorectal Cancer. Am J Gastroenterol.
2017;112:1016-30.

Brenner H, Chang-Claude J, Seiler CM, Hoffmeister
M. Long-term risk of colorectal cancer after negative
colonoscopy. J Clin Oncol. 2011;29:3761-7.

Chutkan R. Colonoscopy Issues Related to Women.
Gastrointest Endoscopy Clin N Am. 2006;16:153 —63.
Bocci G, Troiano G, Messina G, Nante N, Civitelli S.
Factors that could influence women’s participation in
colorectal cancer screening: an Italian study. Ann Ig.
2017;29:151-60.

Ritvo P, Myers RE, Paszat L, et al. Gender differences
in attitudes impeding colorectal cancer screening.
BMC Public Health. 2013;13:500.

Saunders BP, Fukumoto M, Halligan S, et al. Why is
colonoscopy more difficult in women? Gastrointest
Endosc. 1996;43:124-6.

137



Muhammad B. Bestari

Acta Med Indones-Indones ] Intern Med

14.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Quirt JS, Nanji S, Wei X, Flemming JA, Booth
CM. Is there a sex effect in colon cancer? Disease
characteristics, management, and outcomes in routine
clinical practice. Curr Oncol. 2017;24:¢15-¢23.

. Akere A, Akande KO. Cecal intubation rate during

colonoscopy at a tertiary hospital in South-West
Nigeria: How frequent and what affects completion
rate? Niger J Clin Pract. 2017;20:303-6.

. Franco DL, Leighton JA, Gurudu SR. Approach

to Incomplete Colonoscopy: New Techniques
and Technologies. Gastroenterol Hepatol (N Y)
2017;13:476-83.

. Koido S, Ohkusa T, Nakae K, et al. Factors associated

with incomplete colonoscopy at a Japanese academic
hospital. World J Gastroenterol. 2014;20:6961-7.

. Park HJ, Hong JH, Kim HS, et al. Predictive factors

affecting cecal intubation failure in colonoscopy
trainees. BMC Med Educ. 2013;13:5.

. Cirocco WC, Rusin LC. Factors that predict incomplete

colonoscopy. Diseases of the Colon & Rectum volume.
1995;38:964-8.

Ritenbaugh C, Stanford JL, Wu L, et al. Conjugated
Equine Estrogens and Colorectal Cancer Incidence and
Survival: The Women’s Health Initiative Randomized
Clinical Trial. Cancer Epidemiol Biomarkers Prev.
2008;17:2609-18.

Karim S, Brennan K, Nanji S, Berry SR, Booth
CM. Association Between Prognosis and Tumor
Laterality in Early-Stage Colon Cancer. JAMA Oncol.
2017;3:1386-92.

Petrelli F, Tomasello G, Borgonovo K, et al. Prognostic
Survival Associated With Left-Sided vs Right-Sided
Colon Cancer: A Systematic Review and Meta-
analysis. JAMA Oncol. 2017;3:211-9.

Kim S, Paik HY, Yoon H, et al. Sex- and gender-
specific disparities in colorectal cancer risk. World J
Gastroenterol. 2015;21:5167-75.
Friedemann-Sanchez G, Griffin JM, Partin MR. Gender
differences in colorectal cancer screening barriers and
information needs. Health Expect. 2007;10:148-60.
Brawarsky P, Brooks DR, Mucci LA, Wood PA. Effect
of physician recommendation and patient adherence
on rates of colorectal cancer testing. Cancer Detect
Prev. 2004;28:260-8.

Lahat A, Assouline-Dayan Y, Katz LH, Fidder HH.
The preference for an endoscopist specific sex: a link
between ethnic origin, religious belief, socioeconomic
status, and procedure type. Patient Prefer Adherence.
2013;7:897-903.

Menees SB, Inadomi JM, Korsnes S, Elta GH. Women
patients’ preference for women physicians is a barrier
to colon cancer screening. Gastrointest Endosc.
2005;62:219-23.

Lee JM, Kim ES, Chun HJ, et al. Is There a Change in
Patient Preference for a Female Colonoscopist during
the Last Decade in Korea? Clin Endosc. 2018;51:72-9.
Chong VH. Gender preference and implications for

138

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

screening colonoscopy: Impact of endoscopy nurses.
World J Gastroenterol 2012;18:3590-4.

Association of American Medical Colleges (AAMC).
Active Physicians by Sex and Specialty, 2017.
Available at: https://www.aamc.org/data-reports/
workforce/interactive-data/active-physicians-sex-and-
specialty-2017. Accessed: 16 July 2020.

Perera S, Bistritz L, Beaton MD. Equity and Gender
Issues Among Members of the Canadian Association
of Gastroenterology. J Can Assoc Gastroenterol.
2019;2:170-7.

Singh A, Burke CA, Larive B, Sastri SV. Do Gender
Disparities Persist in Gastroenterology After 10 Years
of Practice? Am J Gastroenterol. 2008;103:1589-95.
Association of American Medical Colleges (AAMC).
Report on Residents. Table B3. Number of Active
Residents, by Type of Medical School, GME Specialty,
and Sex. Available at: https://www.aamc.org/data-
reports/students-residents/interactive-data/report-
residents/2019/table-b3-number-active-residents-type-
medical-school-gme-specialty-and-sex. Accessed: 16
July 2020.

Elta GH. The challenges of being a female
gastroenterologist. Gastroenterol Clin North Am.
2011;40:441-7.

Gu J, Han B, Wang J. COVID-19: Gastrointestinal
Manifestations and Potential Fecal-Oral Transmission.
Gastroenterology. 2020;158:1518-9.

Huang C, Wang Y, Li X, et al. Clinical features of
patients infected with 2019 novel coronavirus in
Wuhan, China. Lancet. 2020;395:497-506.

Gralnek IM, Hassan C, Beilenhoff U, et al. ESGE
and ESGENA Position Statement on gastrointestinal
endoscopy and the COVID-19 pandemic. Endoscopy.
2020;52:293-304.

Sultan S, Lim JK, Altayar O, et al. Guideline on
Endoscopic Procedures During the COVID-19
Pandemic. Gastroenterology. 2020;159:739-58.¢4.
American Society for Gastrointestinal Endoscopy
(ASGE). Gastroenterology Professional Society
Guidance on Endoscopic Procedures During the
COVID-19 Pandemic. Available at: https://www.asge.
org/home/advanced-education-training/covid-19-asge-
updates-for-members/gastroenterology-professional-
society-guidance-on-endoscopic-procedures-during-
the-covid-19-pandemic. Accessed: 20 July 2020.
Levin TR, Corley DA, Jensen CD, et al. Effects of
Organized Colorectal Cancer Screening on Cancer
Incidence and Mortality in a Large, Community-based
Population. Gastroenterology. 2015;155:1383-91.¢5.
Balzora S, Issaka RB, Anyane-Yeboa A, 2nd DMG,
May FP. The impact of COVID-19 on colorectal cancer
disparities and the way forward. Gastrointestinal
Endoscopy. 2020.

Cancer Research UK. Bowel cancer survival statistics.
Bowel cancer survival by stage at diagnosis (Nov
2019). Available at: https://www.cancerresearchuk.



Vol 53 « Number 1 o January 2021

Screening colonoscopy for colon cancer in women during COVID-19

43.

44.

org/health-professional/cancer-statistics/statistics-by-
cancer-type/bowel-cancer/survival#heading-Three.
Accessed: 20 July 2020.

Tapper EB, Asrani SK. The COVID-19 pandemic will
have a long-lasting impact on the quality of cirrhosis
care. J Hepatol 2020;73:441-2.

American Society for Gastrointestinal Endoscopy
(ASGE). Guidance for Resuming GI Endoscopy and
Practice Operations after the COVID-19 Pandemic.
Available at: https://www.asge.org/docs/default-
source/default-document-library/asge-guidance-for-
reopeningl 4-28-2020.pdf. Accessed 24 July 2020.

45.

46.

Gralnek IM, Hassan C, Beilenhoff U, et al. ESGE
and ESGENA Position Statement on gastrointestinal
endoscopy and COVID-19: An update on guidance
during the postlockdown phase and selected results
from a membership survey. Endoscopy. 2020;52:1-8.
Kroijer R, Kobaek-Larsen M, Qvist N, Knudsen T,
Baatrup G. Colon capsule endoscopy for colonic
surveillance. Colorectal Dis. 2019;21:532-7.

139



