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LEARNING OBJECTIVES

By the end of this lecture, you will be able to:

1. Define and classify difficult colonoscopies

2. Recognize early signs of developing difficulty during insertion

3. Apply advanced techniques to manage loops and redundancy

4. Select appropriate specialized equipment for specific anatomical challenges

5. Manage strictures, diverticulosis, and post-surgical anatomy safely

6. Know when to persevere and when to stop

7. Optimize team approaches including abdominal splinting and patient positioning

8. Counsel patients appropriately when incomplete procedures occur

DIFFICULT COLONOSCOPY: OVERVIEW

Definition: Cecalintubation cannot be achieved within 15-20 minutes despite optimized technique, adequate
sedation, and positioning. Occurs in 10-20% of routine procedures; >50% in post-surgical or severe
diverticulosis patients.

Major Causes: Redundant sigmoid, tortuous/angulated colon, fixed post-surgical anatomy, strictures, severe
diverticulosis.

DIFFICULT ANATOMY TYPES & QUICK MANAGEMENT

Type 1: Redundant Sigmoid - Position changes + abdominal splinting + variable-stiffness scope if needed.
Success: 80-90%

Type 2: Tortuous Colon > Pediatric/ultrathin scope (better flexibility for fixed angles). Success: 70-85% with
pediatric scope

Type 3: Post-Surgical > Gentle advancement; expect unexpected angles. Pediatric scope often needed.
Success: 60-75%

Type 4: Strictures > Benign: try pediatric scope - TTS balloon dilation (10-20 mm). Malignant: confirm with
biopsy; may require surgery. Never force—perforation risk.

Type 5: Severe Diverticulosis > Slow careful advancement with frequent withdrawal; pediatric scope
advantageous; consider CO, insufflation. Success: 60-80%
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ADVANCED TECHNIQUES

Loop Reduction (Alpha/Beta/Gamma loops):

e Torque + Withdrawal: Apply 90-180° clockwise torque while withdrawing (90% success for alpha
loops)

e Position Change: Move to supine/right lateral with concurrent torque to leverage gravity
e  Suctioning: Remove excess air to reduce distention
e Variable-Stiffness Scope: Activate stiffness mode after straightening to prevent re-looping

Abdominal Splinting: Assistant applies firm transverse abdominal pressure below umbilicus. Prevents loop
formation, increases success 20-30%. Requires dedicated team member.

Water Immersion: Minimal air insufflation; water distends colon instead. Reduces loops, faster intubation,
better diverticulosis visualization. Higher learning curve.

EQUIPMENT SELECTION

Anatomy Challenge First Choice Second Choice Success Rate
Redundant sigmoid Position changes + splinting Variable-stiffness scope 80-90%
Tortuous/fixed angles Pediatric scope Ultrathin scope 70-85%
Benign stricture Pediatric scope TTS balloon dilation 80%+

Severe diverticulosis Pediatric scope Variable-stiffness scope 60-80%
Failed multiple attempts Ultrathin scope Enteroscope (salvage) 70%+

Key Crossover Rule: If unsuccessful at 15 minutes with standard scope, switch to pediatric scope. 90%
success rate in non-obstructive cases.

RAPID DECISION ALGORITHMS

Loop Forming at 25-30 cm:

1. STOP pushing > Withdraw 3-5 cm

2. Apply clockwise torque while withdrawing (watch straighten on monitor)
3. Move to supine; reassess

4. Ifreforms: repeat 2-3x more; then consider scope change

5. Ifreforms after 5+ attempts: likely abandoned candidate

Fixed Resistance at Flexure (85 cm):

1. Attempttorque + withdrawal 2-3 times

2. Ifno progress - Switch to pediatric scope
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3. Still stuck = Try ultrathin scope
4. No passage after 2 scope changes - This is anatomical limit. Never force.

Benign Stricture:

1. Try pediatric scope first
2. Ifimpassable » TTS balloon dilation (10-20 mm)
3. Success >80% for short strictures; may need repeats

Severe Diverticulosis:

e  Slow advancement with frequent withdrawal to confirm path
. Never advance into uncertain opening (risk of diverticular perforation)
. Pediatric scope + water immersion or CO, helpful

Very Long Colon (>170 cm):

. Reassess if reaching cecum medically necessary
. Incomplete but quality examination of reachable colon often better than forced intubation

. Document reason for incompleteness; plan appropriate follow-up

TEAM APPROACH & ABANDONMENT

Difficult procedures require coordinated team: Endoscopist handles scope mechanics and decision-making.
Dedicated assistant provides abdominal splinting. Sedation provider maintains appropriate level while staying
alert to discomfort. Solo performing = lower success.

Key Communication: "Forming loop" (stop pushing) > "Apply splint" > "Roll supine" > "Switch scope" > "30 min
difficulty” (reassess continuation)

Abandonment is Appropriate When:
. 20-30 minutes of continuous difficult attempt with multiple maneuvers exhausted

e Loopreforms after 5+ reduction attempts

e  Fixed stricture or obstructing mass prevents passage

e Patientin significant pain despite optimization

e No anatomical progress despite 2 scope changes and multiple positions

Document clearly: What was reached, where stuck, maneuvers attempted, equipment used, reason for
stopping, plan for follow-up.

Pre-Procedure Counseling: Normalize difficulty (1 in 10 need extra time), explain position changes/scope
changes may be needed, note cecum is goal but not absolute requirement, emphasize safety.

Post-Procedure (Incomplete): Explain anatomy was more challenging, note 5-10% of procedures incomplete,
discuss specific reach achieved and findings, plan follow-up imaging/repeat as needed.
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CLINICAL PEARLS

1. Early recognition beats heroics — Recognize difficulty by 15 cm insertion; implement strategy before
escalation

2. Stop pushing first — When stuck, pull back and straighten before pushing again
3. Position >scope change — Try position changes first; often solves problem without equipment swap
4. Team effort essential — Difficult cases require dedicated assistant for splinting; solo performing fails

5. Strictures demand respect — Never force against fixed resistance. Dilation is answer, not force.
Perforationrisk is real.

6. Cecum is optional — Quality examination of reachable colon beats forced, traumatic intubation.
Document & plan follow-up.

7. Know your equipment — Variable-stiffness for redundancy, pediatric for fixed angles, ultrathin for
tight strictures

KEY TAKEAWAYS
e  Classify difficulty type early > Recognize within first 15-20 cm
e  Systematic approach: Position changes » Team splinting > Equipment upgrade > Abandon decision
. Master loop reduction (torque + withdrawal)
. Understand equipment roles and crossover strategy
e  Communicate clearly with team (key phrases)
. Recognize abandonment criteria

. Documentincomplete procedures comprehensively
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