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Background: Colonoscopy in unsedated patients in the US is considered to be difficult. Success rate of cecal intubation 
is limited by discomfort. Colonoscopy in patients with a history of abdominal surgery is also considered to be difficult 
due to adhesion-related bowel angulations. The water method has been shown to significantly reduce pain during 
colonoscopy.
Objective: To test the hypothesis that the water method enhances the completion of colonoscopy in unsedated patients 
with a history of abdominal surgery.
Design: The data bases of two parallel RCT were combined and analyzed.
Setting: Two Veterans Affairs endoscopy units.
Patient and Methods: The water and air methods were compared in these two parallel RCT examining unsedated 
patients. Those with a history of abdominal surgery were selected for evaluation.
Main Outcome Measurements: Completion of unsedated colonoscopy.
Results: Among patients with a history of abdominal surgery, the proportion completing unsedated colonoscopy in the 
water group (19 of 22) was significantly higher than that (11 of 22) in the air group (p=0.0217, Fisher’s exact test).
Limitations: Small number of predominantly male veterans, unblinded colonoscopists, not all types of abdominal 
surgery (e.g. hysterectomy, gastrectomy) predisposing to difficult colonoscopy were represented. 
Conclusion: This proof-of-principle assessment confirms that in patients with a history of abdominal surgery the water 
method significantly increases the proportion able to complete unsedated colonoscopy. The water method deserves to 
be evaluated in patients with other factors associated with difficult colonoscopy.

Introduction

A recent hypothesis-generating review suggested that the water 
method may enhance the success of cecal intubation in difficult 
colonoscopy.1 The aim of this report is to determine if the 
water method2 enhances colonoscopy outcome in unsedated 
patients with a history of abdominal surgery. We completed two 
randomized controlled trials (RCT), one in scheduled, unsedated 
patients3, and another in patients who accepted on demand 
sedation4. In the subgroup with a history of abdominal surgery, 
the hypothesis that the water method significantly increases the 

proportion of patients able to complete unsedated colonoscopy 
is evaluated.

Methods

The water method for colonoscopy. 
Details of the water method as developed by our research team 

have been described.2 The water method involved warm water 
infusion in lieu of air insufflation as the principal modality to 
decrease pain during insertion of the colonoscope. Warm water 
was infused through the biopsy channel intermittently via a 
tube fitted with a blunt needle adaptor using a peristaltic pump. 
Removal of the residual luminal air collapsed the colon around the 
tip of the colonoscope. Angulations at the flexures were reduced. 
The tip of the endoscope was directed toward and abutted the 
“slit-like” lumen ahead. If the orientation was correct, the infused 
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water opened the lumen. If the orientation was incorrect, no 
opening would appear. The colonoscope tip was pulled away from 
the mucosa and redirected. This translated into a series of to and 
fro, back and forth, or repeated insertion and withdrawal motions 
of the shaft of the colonoscope. When the luminal water was 
turbid due to suspended residual feces, the discolored water was 
suctioned and replaced by clean water until the colonic lumen was 
visualized again. The simultaneous suction and infusion created 
sufficient turbulence near the tip of the colonoscope to pull the 
residual fecal matter off the surrounding mucosa. Most of the 
infused water in fact was aspirated into the suction bottle, thereby 
obviating over-distension. No specific limit was set on the volume 
[200 ml (clean colon) to 2000 ml (dirty colon)] of water used.

The reason for omission of air insufflation was that air could 
lengthen the colon, making cecal intubation in the unsedated 
patient more difficult. Omission of the air was implemented by 
turning the air pump off before insertion of the colonoscope 
into the rectum to avoid accidental insufflation of air. Air was 
not insufflated until the cecum was reached. Minimization of 
angulations at the sigmoid flexure by suction removal of the 
residual air in the rectosigmoid has been well-described.5,6 Suction 
removal of all residual colonic air was implemented to minimize 
angulations at all the flexures (e.g. splenic, hepatic or redundant 
segments) or at sites of fixation due to post operative adhesions. If 
advancement of the colonoscope failed, the assistant would provide 
abdominal compression or the patient’s position was changed to 
facilitate passage of the colonoscope. If the advancement of the 
colonoscope was uninterrupted, no abdominal pressure or change 
in patient position was employed. Cecal intubation was suggested 
by appropriate movement of the endoscopic image on the monitor 
screen when the right lower quadrant was gently palpated, or ~90 
cm of the colonoscope was in the colon in the short configuration, 
or the appendix orifice was visualized under water. Air insufflation 
was then used to distend the cecum to confirm visualization of 
the ileocecal valve and/or the appendix orifice (cecal intubation). 

Two RCT were completed to determine if the water method 
significantly increased the proportion of patients who could 
complete colonoscopy without sedation when the option of 
scheduled, unsedated (NCT00747084)3 or on demand sedation 
(NCT00920751)4 was accepted by the veterans. Both RCT 
were approved by the local Institutional Review Board (IRB) – 
the VAGLAHS and the VANCHCS. All patients signed written 
consents to participate in the studies. Patients’ demographic 
variables, history of abdominal surgery, cecal intubation and the 
maximum discomfort during colonoscopy were recorded in both 
RCT. 

Results

All of the patients (n=44) entered into the analysis had a history 
of abdominal surgery. These included appendectomy (n=16); 
cholecystectomy (n=6); repair of abdominal (n=10) or inguinal 
(n=6) hernia; bladder resection, bladder suspension, Caesarean-
section, splenectomy, vagotomy and repair of abdominal aneurysm 
(n=1 each) (Table 1). The proportion completing unsedated 
colonoscopy in the water group (19 of 22, 86%) was significantly 
higher than that (11 of 22, 50%) in the air group (p=0.0217, 

Fisher’s exact test) (Table 2). There were no significant differences 
in age between those examined by the air or the water method, 
although there was a trend towards younger age in those who did 
not complete unsedated colonoscopy (Table 2). The body mass 
index (BMI) and time to cecum varied between groups but the 
differences were not significant, although there was a trend towards 
lower BMI and shorter time to the cecum in those who did not 
complete unsedated colonoscopy. By design, the volume of water 
used was significantly lower in the air group. Those who failed 
unsedated colonoscopy in the air group had significantly higher 
mean maximum discomfort score during colonoscopy. Those who 
failed unsedated colonoscopy in the water group had numerically 
higher mean maximum discomfort score during colonoscopy, but 
the difference was not significant.

Discussions

The rationale for combining the results of the two RCT is that 
the same water method was used in both study and the end point 
was completion of colonoscopy without sedation in both cohorts. 
Since unsedated colonoscopy is rare in the US, the combination 
of outcome data in RCT comparing the water and air method 
to obtain a sufficiently large sample size to address the proposed 
hypothesis is justified. The data revealed a significant favorable 
effect of the water method in these difficult colonoscopy patients. 
The abdominal operations recorded in this report (Table 1) are 
known to be associated with difficult colonoscopy. They included 
a history of appendectomy7, cholecystectomy8 and abdominal9,10 
or inguinal11 hernia repair. Bladder resection and suspension were 
examples of pelvic surgery associated with difficult colonoscopy.12 
Caesarean-section, splenectomy, vagotomy and abdominal 
aneurysm repair could result in adhesions predisposing to difficult 
colonoscopy.10 

Expert colonoscopists with access to modern endoscopes and 
accessories rarely failed to achieve cecal intubation even in the 
difficult patients.13-15 In many instances difficult or previously 
failed colonoscopies were due to angulated sigmoid or redundant 
colon.13 It is noteworthy that in commenting on a recent water 
method publication16 one critic concluded that in his experience 
“water infusion has value in patients with difficult colons 
from either complex sigmoid or redundancy”17. Such subtle 
endorsement lends support to the call1 for well-designed RCT to 
render thorough evaluations of the efficacy of the water method in 
difficult colonoscopy patients.

Failure to achieve cecal intubation due to discomfort in ~20% 
of patients scheduled for unsedated colonoscopy without sedation 
backup (due to nursing shortage)18 led to work on developing a less 
painful method. Initial investigation showed that cecal intubation 
could be achieved without the use of air insufflation in patients who 
received full-dose19 or half-dose19 of usual sedation medications. 
When combined with sedation on-demand, the water method 
permitted 52%20 to complete colonoscopy without sedation. 
In consecutive groups examined by the air and water methods, 
the latter was associated with less pain, higher cecal intubation 
rate and greater willingness to repeat unsedated colonoscopy.21 
In difficult-to-sedate patients (narcotic pain medication usage or 
demonstrated paradoxical agitation), the water method facilitated 
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completion of unsedated colonoscopy.22 In three unsedated 
patients who failed a previous unsedated colonoscopy using 
the usual air method, the water method provided salvage cecal 
intubation.3 In RCT comparing air vs. water method we found 
that the latter significantly increased the proportion of patients 
completing unsedated colonoscopy (3,4), minimized discomfort 
in the unsedated3, and reduced the dosage of medications needed 
by the sedated6,16 patients. The current analysis has revealed that a 
significantly higher proportion of patients examined by the water 
method achieved cecal intubation without sedation in spite of 
their history of abdominal surgery.

Others reported that in patients with difficult colonoscopy 
due to lower gastrointestinal bleeding23,24, including those with 
sigmoid resection and immediate post-operative hemorrhage25, 
the source of bleeding could be diagnosed more readily when the 
colonic lumen was filled with water. The use of water as an adjunct 
to air insufflation described almost three decades ago facilitated 
passage through segments of severe diverticulosis.26 More recently 
infusion of warm water as an adjunct to air insufflation was 
described for managing colonic spasms27, a potential contributor to 
making a colonoscopy difficult. Taken together these observations 
suggest that the water method may have a role in facilitating the 
examination of difficult colonoscopy patients in general. 

Difficult colonoscopy has its associated patient, prior history 
and current colonoscopy characteristics. Patient characteristics 
included female gender12,28,29, low body mass index (BMI) 
(≤25)7,12, female gender with low BMI30,31, younger age (≤40 or 
≤20 years)12, advanced age (>50 years)30, older age (>80 years)7, 
anxiety and anticipated discomfort29. Characteristics pertaining 

to past history included abdominal and/or pelvic surgery8,12,30,31, 
diagnosed left-sided diverticulosis31, incomplete colonoscopy 
(due to redundant colon, difficult sigmoid or difficult sedation)32, 
unsatisfactory (poor) bowel preparation33 and irritable bowel 
syndrome31. Characteristics associated with current colonoscopy 
included difficult anatomy28, patient pain or discomfort28,30, 
symptoms of inflammatory bowel diseases12, prolonged 
insertion time (>480 sec), technically difficult insertion12, lower 
gastrointestinal bleeding24, obstructing malignancy28, severe 
inflammation28, poor bowel preparation12,28,30, failure to reach 
the cecum34,35, unsedated colonoscopy3,18,21,22,36 and colonoscopy 
following gastroscopy31. Methods reported to minimize patient 
discomfort or enhance cecal intubation during colonoscopy were 
reviewed37 and included the use of pediatric colonoscope, variable 
stiffness colonoscope, gastroscope, computer assisted colonoscope, 
magnetic endoscope imaging, hypnosis, patient inhalation of 
nitrous oxide, listening to music, distraction by audio stimuli, or 
simply allowing the patients to participate in administration of the 
sedation medication. Endoscopist-controlled (as needed sedation), 
patient-controlled (on demand sedation), or extended flexible 
sigmoidoscopy were additional approaches discussed.37 Four 
papers reviewed by Leung in 200837 and two recent studies31,38 
reported that carbon dioxide insufflation reduced pain “after” but 
“not during” colonoscopy. Only one report described a reduction 
of pain after as well as during colonoscopy.39 Thus, six of the 7 trials 
did not support carbon dioxide-induced reduction of pain during 
colonoscopy. Furthermore, intent-to-treat analysis was not used 
in the report by Wong et al.39 Failed cecal intubation, excessive 
looping accounted for the exclusion from analysis of 2 patients 

Table 1. Previous abdominal surgery and outcome with the air or water method
Air (n=22) Water (n=22) n

Completed unsedated Yes No Yes No
Appendectomy 2 4 8 2 16

Cholecystectomy 4 2 6

Abdominal hernia 5 1 4 10

Inguinal hernia 2 4 6

Bladder resection 1 1

Bladder suspension 1 1

Caesarean-section 1 1

Splenectomy 1 1

Vagotomy 1 1

Abdominal aneurysm 1 1

Table 2. Patient- and procedure-related outcomes
Method Air (n=22) Water (n=22) p
Completed unsedated Yes No Yes No
Number 11 (50%) 11 (50%) 19 (86%) 3 (14%) 0.0217a

Age (yrs) 64.5 (8.9) 58.0 (9.0) 63.0 (9.1) 57.0 (4.6) 0.2422b

BMI 35.4 (8.9) 30.1 (6.8) 30.1 (5.3) 27 (6.6) 0.1205b

Time to cecum (min) 22.8 (16.4) 18.4 (15.1) 21 (12.4) 11.3 (3.2) 0.6070b

Volume of water (ml) 127 (163) 13 (29) 1424 (719)c,d 1067 (551)c,d 0.0001b

Maximum discomfort 3.7 (2.1) 5.5 (1.8)c 2.5 (2.0)d 4.0 (1.0) 0.0032b

Data are means (SD). Maximum discomfort (0=none, 10=most severe). 
aFisher’s exact test; bANOVA with contrasts, cvs. air & yes, dvs air & no.
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in the carbon dioxide group. These two likely had high pain 
scores. If they were not excluded the difference from the control 
group might not have been significant. Advances in technology 
such as double-balloon14 and single balloon34,40 endoscopes have 
been reported to salvage cecal intubation in those who failed 
by conventional colonoscopy34,40 or simply in enhancing cecal 
intubation34, respectively. Propofol sedation has been endorsed by 
one expert on “difficult colonoscopy”32, but the involvement of an 
anesthesiologist to oversee propofol administration increases costs. 
Attention to techniques has been recommended32, but acceptance 
of the recommendation requires admission of suboptimal prior 
training and practice. Repeat bowel preparation and next day 
colonoscopy33 has been proposed as a suitable approach to deal with 
those with failed cecal intubation due to poor bowel preparation, 
and naturally incurs another bowel purge and an additional visit. 
The transparent hood attached to the tip of the colonoscope 
reduced pain and enhanced cecal intubation was reviewed37 but 
there was one subsequent report with conflicting data35. Use of 
a non standard small caliber overtube-assisted colonoscopy41 
has also been recommended. A head-to-head comparison of the 
water method with each of the above modalities in the difficult 
colonoscopy patients will be instructive.

The cecal intubation rate of 50% in the unsedated patients 
examined by the air method in the current study compares 
favorably with the result of a recent report on unsedated 
colonoscopy in a community-based endoscopy unit in the US.42 
Patients with prior abdominal surgery were less likely to complete 
the examination without sedation (44% vs. 61%).42 Our finding 
that the water method enhanced the cecal intubation rate to 86% 
(Table 2) in the unsedated patients with a history of abdominal 
surgery in the current report is clearly superior and provocative.

The current report has important limitations. The majority of 
the patients were male veterans. Whether the observations will 
be applicable to non veteran patients is not known and deserves 
to be further studied.43 There were no patients with a history of 
gastrectomy8 or hysterectomy8, two abdominal surgical conditions 
linked in a significant way to incomplete colonoscopy. The current 
results are based on analysis of the combined outcome data of two 
parallel RCT. Nonetheless, the current results and the hypothesis-
generating data discussed in a recent review1 are sufficiently 
provocative to warrant calling for prospective, RCT to thoroughly 
evaluate the impact of the water method on colonoscopy 
performance in the patients with a history of abdominal surgery 
or other factors associated with difficult colonoscopy. A more 
intriguing series of evaluations is the comparison of the water 
method with each of the advanced modalities reported to be 
efficacious for difficult colonoscopy. In pragmatic terms the use 
of the water method in patients with factors [unsedated)44 and 
(complex sigmoid or redundancy)17] associated with difficult 
colonoscopy did receive recent critical but favorable editorial 
endorsement in the US17,44. 

Acknowledgement
The study is support in part by the C.W. Law Research Fund 
(JWL), research support from the VANCHCS and VAGLAHS, 
UC Davis, and in part by an American College of Gastroenterology 

Clinical Research Award (FWL).

References
1.	 Leung FW. A hypothesis-generating review of the water method for difficult colonoscopy. 

Scand J Gastroenterol 2011; 46:517-21.
2.	 Leung FW, Leung JW, Mann SK, Friedland S, Ramirez FC. Innovation Forum - The 

water method significantly enhances the outcome of colonoscopy in sedated and 
unsedated patient. Endoscopy. 2011 May 24. [Epub ahead of print]

3.	 Leung FW, Harker JO, Jackson G, Okamoto KE, Behbahani OM, Jamgotchian NJ, et al. 
A proof-of-principle, prospective, randomized, controlled trial demonstrating improved 
outcomes in scheduled unsedated colonoscopy by the water method.  Gastrointest 
Endosc 2010; 72: 693-700.

4.	 Leung JW, Mann SK, Siao-Salera RM, Ransibrahmanakul K, Lim BS, Canete W, et al. A 
randomized, controlled trial to confirm the beneficial effects of the water method on U.S. 
veterans undergoing colonoscopy with the option of on-demand sedation. Gastrointest 
Endosc 2011; 73:103-10.

5.	 Mizukami T, Yokoyama A, Imaeda H, Kumai K. Collapse-submergence method: simple 
colonoscopic technique combining water infusion with complete air removal from the 
rectosigmoid colon. Dig Endosc 2007; 19:43-7. 

6.	 Leung CW, Kaltenbach T, Soetikno R, Wu KK, Leung FW, Friedland S. Water 
immersion versus standard colonoscopy insertion technique: randomized trial shows 
promise for minimal sedation. Endoscopy 2010; 42:557-63.

7.	 Chung YW, Han DS, Park KH, Kim KO, Park CH, Hahn T, et al. Patient factors 
predictive of inadequate bowel preparation using polyethylene glycol: a prospective study 
in Korea. J Clin Gastroenterol 2009; 43:448-52.

8.	 Lee SK, Kim TI, Shin SJ, Kim BC, Kim WH. Impact of prior abdominal or pelvic 
surgery on colonoscopy outcomes. J Clin Gastroenterol 2006; 40:711-6.

9.	 Lee YT, Hui AY. Failed colonoscopy due to hernia. Endoscopy 2004; 36:758.
10.	 Yucel C, Lev-Toaff AS, Moussa N, Durrani H.. CT colonography for incomplete or 

contraindicated optical colonoscopy in older patients. AJR Am J Roentgenol 2008; 
190:145-50.

11.	 Harish K, Thomas V. A case of failed colonoscopy due to inguinal hernia. Tropical 
Gastroenterol 2006; 27:179-80.

12.	 Park DI, Kim HJ, Park JH, Cho YK, Sohn CI, Jeon WK, et al. Factors affecting 
abdominal pain during colonoscopy. Eur J Gastroenterol Hepatol 2007; 19:695-9.

13.	 Rex DK. Achieving cecal intubation in the very difficult colon. Gastrointest Endosc 
2008; 67:938-44.

14.	 Gay G, Delvaux M. Double-balloon colonoscopy after failed conventional colonoscopy: 
a pilot series with a new instrument. Endoscopy 2007; 39:788-92. 

15.	 Monkemuller K, Knippig C, Rickes S, Fry LC, Schulze A, Malfertheiner P. Usefulness of 
the double-balloon enteroscope in colonoscopies performed in patients with previously 
failed colonoscopy. Scand J Gastroenterol 2007; 42:277-8.

16.	 Leung JW, Mann SK, Siao-Salera R, Ransibrahmanakul K, Lim B, Cabrera H, et al. A 
randomized, controlled comparison of warm water infusion in lieu of air insufflation 
versus air insufflation for aiding colonoscopy insertion in sedated patients undergoing 
colorectal cancer screening and surveillance. Gastrointest Endosc 2009; 70:505-10.

17.	 Rex DK. Water infusion vs. air insufflation during colonoscopy. J Watch Gastroenterol 
October 2, 2009

18.	 Leung FW. Unsedated colonoscopy introduced to ensure access is acceptable to a 
subgroup of veterans. Dig Dis Sci 2008; 53:2719-22.

19.	 Leung JW, Salera R, Toomsen L, Mann S, Leung FW. Pilot feasibility study of the 
method of water infusion without air insufflation in sedated colonoscopy. Dig Dis Sci 
2009; 54:1997-2001.

20.	 Leung JW, Mann S, Leung FW. Option for screening colonoscopy without sedation: a 
pilot study in United States veterans. Aliment Pharmacol Ther 2007; 26:627-31.

21.	 Leung FW, Aharonian HS, Leung JW, Guth PH, Jackson G. Impact of a novel water 
method on scheduled unsedated colonoscopy in U.S. veterans. Gastrointest Endosc 
2009; 69:546-50.

22.	 Leung FW. Unsedated colonoscopy for paradoxical agitation: an unusual practice for 
an uncommon complication in U.S. veterans. Am J Gastroenterol 2008; 103:1578-9.

23.	 Yamamoto H, Koiwai H, Sekine Y, Sunada F, Iino S, Ido K, et al. Colonoscopy in 
flowing water for lower GI bleeding: a reliable method for confirmation of bleeding 
points for endoscopic treatment. Gastrointest Endosc 2000; 52:678-81.

24.	 Rios A, Montoya MJ, Rodriguez JM, Serrano A, Molina J, Ramírez P, et al. Severe acute 
lower gastrointestinal bleeding: risk factors for morbidity and mortality. Langenbecks 
Arch Surg 2007; 392:165-71.

25.	 Frossard JL, Gervaz P, Huber O. Water-immersion sigmoidoscopy to treat acute GI 
bleeding in the perioperative period after surgical colorectal anastomosis. Gastrointest 
Endosc 2010; 71:167-70.

26.	 Falchuk ZM, Griffin PH. A technique to facilitate colonoscopy in areas of severe 
diverticular disesase (letter). New Engl J Med 1984; 310:598.

27.	 Church JM. Warm water irrigation for dealing with spasm during colonoscopy: simple, 
inexpensive, and effective. Gastrointest Endosc 2002; 56:672-4.

28.	 Rathgaber SW, Wick TM. Colonoscopy completion and complication rates in a 
community gastroenterology practice. Gastrointest Endosc 2006; 64:556-62.

29.	 Elphick DA, Donnelly MT, Smith KS, Riley SA. Factors associated with abdominal 
discomfort during colonoscopy: a prospective analysis. Eur J Gastroenterol Hepatol 
2009; 21:1076-82.

30.	 Oh SY, Sohn CI, Sung IK, Park DI, Kang MS, Yoo TW, et al. Factors affecting the 



176	 J Interv Gastroenterol	 Volume 1 Issue 4

technical difficulty of colonoscopy. Hepatogastroenterology 2007; 54:1403-6.
31.	 Uraoka T, Kato J, Kuriyama M, Hori K, Ishikawa S, Harada K, et al. CO(2) insufflation 

for potentially difficult colonoscopies: efficacy when used by less experienced 
colonoscopists. World J Gastroenterol 2009; 15:5186-92.

32.	 Rex DK, Chen SC, Overhiser AJ. Colonoscopy technique in consecutive patients 
referred for prior incomplete colonoscopy. Clin Gastroenterol Hepatol 2007; 5:879-83.

33.	 Ben-Horin S, Bar-Meir S, Avidan B. The outcome of a second preparation for 
colonoscopy after preparation failure in the first procedure. Gastrointest Endosc 2009; 
69:626-30.

34.	 May A, Nachbar L, Ell C. Push-and-pull enteroscopy using a single-balloon technique 
for difficult colonoscopy. Endoscopy 2006; 38:395-8.

35.	 Lee YT, Lai LH, Hui AJ, Wong VW, Ching JY, Wong GL, et al. Efficacy of cap-assisted 
colonoscopy in comparison with regular colonoscopy: a randomized controlled trial. Am 
J Gastroenterol 2009; 104:41-6.

36.	 Leung FW, Aljebreen AM, Brocchi E, Chang EB, Liao WC, Mizukami T, et al. Sedation-
risk-free colonoscopy for minimizing the burden of colorectal cancer screening. World J 
Gastrointest Endosc 2010; 2:81-9.

37.	 Leung FW. Methods of reducing discomfort during colonoscopy. Dig Dis Sci 2008; 
53:1462-7.

38.	 Riss S, Akan B, Mikola B, Rieder E, Karner-Hanusch J, Dirlea D, et al. CO2 insufflation 

during colonoscopy decreases post-interventional pain in deeply sedated patients: a 
randomized controlled trial. Wien Klin Wochenschr 2009; 121:464-8.

39.	 Wong JC, Yau KK, Cheung HY, Wong DC, Chung CC, Li MK. Towards painless 
colonoscopy: a randomized controlled trial on carbon dioxide-insufflating colonoscopy. 
ANZ J Surg 2008; 78:871-4.

40.	 Keswani RN. Single-balloon colonoscopy versus repeat standard colonoscopy for 
previous incomplete colonoscopy: a randomized, controlled trial. Gastrointest Endosc 
2011; 73:507-12. 

41.	 Friedland S, Soetikno RM. Small caliber overtube-assisted colonoscopy. World J 
Gastroenterol 2007; 13:5933-7.

42.	 Petrini JL, Egan JV, Hahn WV. Unsedated colonoscopy: patient characteristics and 
satisfaction in a community-based endoscopy unit. Gastrointest Endosc 2009; 69:567-
72.

43.	 Davila ML, Davila RE. The demise of air insufflation and the rise of the warm water 
infusion method. Gastrointest Endosc 2009; 70:511-4.

44.	 Robbins DH. Unsedated colonoscopy: just add water? Gastrointest Endosc 2010; 
72:710-1.


