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Table 1 Changes in polyp size and abandoned procedure rates

Classification Index procedure Follow- up procedure P value

Polyp size, median (IQR) mm

  Group A 20 (15–35) 40 (20–46) 0.031*

  Group B 25 (20–30) 30 (20–40) 0.061

Proportion of patients with an increase in polyp size of ≥1 cm, n (%)

  Group A 11 (31.4%) 0.822

  Group B 21 (27.6%)

Abandoned procedures, n (%)

  Group A 5 (5%) 0.012†

  Group B 1 (1%)

*Mann- Whitney U test.
† Fisher’s Exact test.
IQR, interquartile range.
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COVID-19 and endoscopic 
services: the impact of delays in 
therapeutic colonoscopies 
on patients

We are writing in relation to the study by 
Rutter et al with interest.1 The COVID-19 
pandemic has resulted in major changes 
to healthcare delivery in many clinical 
areas including endoscopic services.1–3 
The British Society of Gastroenterology 
(BSG) and Joint Advisory Group for 
Gastrointestinal Endoscopy (JAG) issued 
guidance for endoscopic services on 
23 March 2020 recommending activi-
ties prioritising emergencies or essential 
procedures and postponement of non- 
emergency cases, bowel cancer screening 
and surveillance.4

The study by Rutter et al reported a 
substantial reduction to as low as 5% of 
normal endoscopic activity in the UK 
earlier on in the pandemic with only a 20% 
increase of pre- COVID-19 levels 10 weeks 
later. Endoscopic cancer detection rate 
reduced by 58% overall, with a worrying 
72% reduction for colorectal cancer during 
the study period.1 A national survey of UK 
endoscopy leads in May 2020 showed a 
substantial number of endoscopy services 
stopped performing endoscopy with an 
anticipated slow recovery and trebling of 
current workload.5

We have significant concerns regarding 
these findings and would like to express 
that major efforts should be taken to 
restore endoscopic capacity.

Although strategies for resuming 
diagnostic endoscopy services has been 
proposed, there has been very little guid-
ance and published data on prioritisation 

of elective therapeutic endoscopy work 
such as resection of complex colonic 
lesions.6 7

Locally, endoscopic activities continued 
earlier on in the pandemic but with prior-
itisation of emergencies and reduction of 
elective work as outlined by the BSG–
JAG guidance. A ‘case- by- case consul-
tant- led discussion’ strategy was adopted 
but despite this, delays were expected. 
To scale the impact of this further, we 
conducted a retrospective review of 111 
patients with complex colonic lesions 
defined as size, morphology, site, access 
(SMSA)≥10 in two large National Health 
Service hospitals within our trust. We 
evaluated timing of lower gastrointes-
tinal (LGI) endoscopies (assessing time 
interval between index (diagnostic) and 
follow- up (therapeutic) procedures), 
polyp size, characteristics and patient 
outcomes following the revised service 
arrangement. All lesions had the index 
and follow- up procedures in their 
respective resecting centres. Therapeutic 
endoscopic resections (ER) performed 
6 months from 23 March 2020 were 
defined as cases affected by the 
COVID-19 outbreak (group A (n=35)) 
and ER performed within 1 year prior to 
this were chosen as control for compar-
ison (group B (n=76)). All patients had 
LGI endoscopies as their index procedure 
except one in group A who had an MRI 
describing a non- invasive rectosigmoid 
polyp. All follow- up procedures were 
performed with therapeutic intent.

The median time interval between 
procedures were prolonged in group A 
compared with group B (16 weeks (IQR 
12–20) vs 8 weeks (IQR 5–13) respec-
tively; p=0.001). There was a larger 
increase in median polyp size between 
interval procedures and higher ER aban-
doned rates in group A compared with 
group B. There was also higher percentage 

of patients with an increase in polyp size 
(≥1 cm growth) in group A but statistical 
analysis showed no significant differ-
ence between the two groups (table 1). 
Subgroup analysis was performed to assess 
for reasons for abandoning ER in group A 
and summarised in table 2. Overall, 80% 
(n=4) of abandoned procedure in group A 
required surgery with histology confirming 
high- grade dysplasia or malignant changes.

Our data support the negative impact 
on patients due to delays in ER of complex 
colonic lesions. Although mobilising a safe 
model for rationing GI endoscopy should 
be taken, it is crucial that efforts are also 
made to protect elective therapeutic endos-
copy work such as resection of complex 
colonic lesions. This is vital in conjunction, 
to prevent a future cancer healthcare crisis.
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Table 1 Demographics and clinical characteristics of included patients in the Danish COVID- IBD 
cohort and SECURE- IBD

SeCuRe- IbD P value*
Danish COvID- 
IbD cohort Danish background P value†

N patients 1439 320 33 169

Mean age (SD) 44.1 (17.6) <0.01 48.5 (18.2) 44.3 (23.1) <0.01

Female, n (%) 699 (48.6) 0.72 159 (49.7) 18 741 (56.5) 0.01

Any comorbidity, n (%) 535 (37.2) <0.01 164 (51.3) 23 218 (70.0) <0.01

Treatment

  5- ASA, n (%) 440 (30.6) 0.01 121 (37.8) 35 (0.1) <0.01

  Anti- TNFs, n (%) 554 (38.5) <0.01 51 (15.9) 70 (0.2) <0.01

COVID-19 outcomes

  Severe COVID-19, n (%) 112 (7.8) 0.03 14 (4.4) 609 (1.8) <0.01

  Death from COVID-19 or related 
complications, n (%)

49 (3.4) 0.40 8 (2.5) 192 (0.58) <0.01

Severe COVID-19 defined as a composite of intensive care unit admission, mechanical ventilation and/or death.
Bold p- values indicate statistical significance.
*P value indicates the difference between the Danish COVID- IBD cohort and SECURE- IBD.
†P value indicates the difference between the Danish COVID- IBD cohort and the Danish background population.
5- ASA, 5- aminosalicylates; SECURE- IBD, Surveillance Epidemiology of Coronavirus Under Research Exclusion for IBD; TNF, tumour necrosis 
factor.

Table 2 Reasons for abandoning procedures in group A
Case Findings at index procedure Findings at follow- up procedure Comments on reasons for abandoning

1 Location: sigmoid colon
Size: 35 mm
Type: LST- NG
SMSA: 11
Paris: IIa +c
Kudo: V
Biopsy: HGD
Outcome: for ER

Location: sigmoid
Size: 50 mm
Type: LST- NG
SMSA: 13
Paris: IIa +c
Kudo: V
Biopsies and CT findings in keeping with 
invasive carcinoma

Time interval between index and follow- up procedure: 
25 weeks
15 mm interval growth and predicted submucosal invasion 
on repeat endoscopic inspection.
Surgery was felt to be the best therapeutic option

2 Location : rectosigmoid (MRI 
described the lesion as non- invasive)
Size: 40 mm
Outcome: for colonoscopy

Location: rectosigmoid
Size: not described, malignant looking
Type: LST- NG
Paris: Is
Kudo: not described
Biopsies and CT findings in keeping with 
invasive carcinoma

Time interval between index and follow- up procedure: 
16 weeks
Significant progression from polypoid lesion to invasive 
carcinoma in that time. Surgery was felt to be the best 
option

3 Location : transverse colon size: 
35 mm
Type: LST- NG
Paris: Is
Kudo: IIIs
Outcome : for ER

Location: transverse colon
Size: 45 mm
Type: LST- NG
Paris: IIa +c
Kudo: Vi tethered lesion Biopsies and CT show 
findings in keeping with invasive carcinoma

Time interval between index and follow- up procedure: 
20 weeks
10 mm lesion growth but significant change in lesion 
characteristics (pit pattern and tethering). Therefore, surgery 
was deemed best option

4 Location: rectosigmoid junction
Size: 35 mm
Type: semi pedunculated
Paris: Isp
Kudo: Vi
Outcome: for ER
Biopsy: LGD

Location: rectosigmoid
Size: 40 mm
Type: semipedunculated with nodule
Paris: Isp
Kudo: Vn
Thought to be malignant endoscopically. 
Biopsies showed HGD. MRI showed T2 lesion

Time interval between index and follow- up procedure: 
14 weeks
Interval growth of 5 mm but lesion characteristics changed 
and ER abandoned. Surgery was deemed best option.
Surgical specimen confirmed poorly differentiated 
adenocarcinoma

5 Location: Sigmoid Colon
Size : 12 mm
Type : LST- NG
Paris: Is
Kudo: IIIL
Outcome: Incompletely resected 
at index colonoscopy. Referred for 
complex polypectomy.

Location: Sigmoid
Size: not described as scarred and tethered
Type: LST- NG
Paris:Is
Kudo:Vn

Time interval between index and follow- up procedure: 
20 weeks
Time interval between second colonoscopy and FTRD: 19 
weeks.
FTRD was definitive treatment and lesion was completely 
excised

CT, computerised tomography of abdomen; ER, endoscopic resection; FTRD, full thickness resection with an over- the- scope clip device; HGD, high- grade dysplasia; Kudo, kudo pit pattern; 
LGD, low- grade dysplasia; LST- NG, lateral spreading lesion non- granular; MRI, magnetic resonance imaging; Paris, Paris classification; SMSA, size, morphology, site, access.
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Association between 
5- aminosalicylates in patients 
with IBD and risk of severe 
COVID-19: an artefactual result 
of research methodology?

We have read the paper by Ungaro et al 
with great interest, in which the authors 
present an assessment of the association 
between IBD- related medications and the 
disease course of COVID-19 based on the 

Surveillance Epidemiology of Corona-
virus Under Research Exclusion for IBD 
(SECURE- IBD) registry.1 Based on data 
from 1439 patients from this ongoing 
multinational registry, the authors 
confirm their previous suggestion that 
5- aminosalicylates and/or sulfasalazine 
(collectively 5- ASA) might be associated 
with severe outcomes of COVID-19.2 The 
authors found that 5- ASA was significantly 
and independently associated with severe 
COVID-19 in comparison with patients 
not receiving 5- ASA and patients receiving  on July 10, 2022 by guest. P
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