
Reviving Routine Gastrointestinal Endoscopy

in the COVID-19 Era

Anne F. Peery, MD, MSCR1, Shifali Arora, MD1 and Nicholas J. Shaheen, MD, MPH1

Am J Gastroenterol 2020;00:1–4. https://doi.org/10.14309/ajg.0000000000000790; published online XXX

Routine gastrointestinal (GI) endoscopy has been on hold. This
pause was necessary while health care resources were concentrated
on the coronavirus disease 2019 (COVID-19) pandemic and our
patients sheltered at home. Unfortunately, COVID-19 will likely
persist for months, if not years, in our communities. Although the
decision to resume routine GI endoscopy will depend on the
availability of resources, local trends in severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) infection, and state and
federal regulations, our units will eventually need to reopen for
routine endoscopy to provide appropriate care to our patients.

Clearly, gastroenterologists will need to modify their practice
to reduce the risk of COVID-19 infection for their patients, their
staff, and themselves. There is no treatment for SARS-CoV-2, and
we are unlikely to have a widely available vaccine until 2021 at the
earliest. Vaccine development is expected to be challenging (1),
and there are concerns that any vaccine may not be as effective as
we would hope, particularly in older adults. For now, COVID-19
is widespread in most communities and there is good evidence
that asymptomatic carriers can disseminate the virus (2–4). Be-
low, we outline key logistical and operational issues to a safe and
orderly reopening of outpatient endoscopy facilities, with a focus
on treating the COVID-19 pandemic as an ongoing health issue
in our communities (Figure 1) (5).

WHO TO LET IN? HOW TO LET IN? AND WHO TO LET
IN FIRST?

Who to let in?

Before COVID-19, our endoscopy units were highly trafficked.
We welcomed families in our waiting rooms and onto our units
for a patient’s workup and discharge. Unfortunately, such vis-
itors introduce the risk of COVID-19 exposure. To reduce that
risk, we have decided to limit our endoscopy units to patients
only. Because we recognize that communication is fundamental
to high-quality care, we give families the information they need
by either phone or videoconference while they wait in their
vehicle or alternative waiting space (6). Such virtual commu-
nication does create new challenges to confidentiality—not all
technology is Health Insurance Portability and Accountability
Act-compliant, and patients often only want certain loved ones
involved in their care. In urban areas, where mass transit is the
norm, repurposing clinic rooms or other spaces into private
waiting rooms may help create the necessary physical distance.

How to let in?

All patients are prescreened with a phone call well in advance of
arrival at an endoscopy unit. We identify patients who are at high
risk for COVID-19, review preparation instructions, and educate
patients on the measures we are taking to reduce the risk of
exposure in our units. For those patients who have GI symptoms
and waiting on procedures, we coordinate telehealth visits to
provide additional workup and treatment. Although our pro-
cedure areas are running at low volumes, we have much to offer
with a telehealth visit, and staff effort normally directed at en-
doscopy has been shifted to reducing our backlog of clinic visits.

Any patients who are symptomatic with fever or upper re-
spiratory symptoms are delayed when possible. Our intensive
care colleagues have described cases of negative nasopharyngeal
swabs but subsequent positive lung lavage samples. Patients who
have symptoms and/or screen positive for SARS-CoV-2 only
have urgent endoscopic procedure performed. We perform these
procedures in a single unit, our hospital endoscopy suite, as the
last case of the day in that room, with protocols in place for
isolation and decontamination. Our outpatient endoscopy cen-
ters remain non-COVID-19 zones.

For patients with no symptoms of viral infection, we perform
universal screening for SARS-CoV-2 with polymerase chain re-
action (PCR) testing no more than 3 days before routine endos-
copy, both to protect our staff and prevent mass nosocomial
infection. Delaying patients with a positive test also benefits them
because data suggest thatminor elective surgery is associatedwith
increased 30-day mortality in patients with perioperative SARS-
CoV-2 infection, many of whom were asymptomatic (7).

Our hospital is currently using a PCR test that is easy to
perform, accurate, and quick to result. It is performed on a “drive-
through” basis at multiple sites to limit the burden of this pre-
procedure step on our patients. The prevalence of COVID-19 in
our area has been low, and the sensitivity of our PCR test is as high
as 95%. Although a negative result does not preclude infection, and
sensitivity depends on proper collection, given the low pretest
probability, the current risk of a false negative result at our center is
1 case per 1,500–2,000 patients tested, and even the compounded
risk of caring for multiple patients a day remains very low.

Some providers may elect to perform symptom-based
screening only while wearing an N95 or equivalent for the pro-
cedure. Although this approach may be necessary in areas with
limited availability of testing, it will both miss asymptomatic
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Figure 1. This is a graphical representation of how patients move through our endoscopy unit and the additional measures taken for safety.
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carriers who could disseminate the virus while putting asymp-
tomatic positive patients at an increased risk of postprocedure
mortality. Because there are critical shortages of protective
equipment nation, normally single-use N95s are being used
across multiple patients and reprocessed for reuse. Extended use
is associated with a higher failure rate formask fit (8). In addition,
if contaminated with the virus, using the same N95 across mul-
tiple patients poses a risk of transmission (9) such that covering
the extended-use N95 mask with a loop mask for splash pro-
tection might be advisable.

Who to let in first?

In the United States, gastroenterologists perform 18 million en-
doscopies annually (10). As we resume routine practice, there will
be a backlog of patients who need GI procedures. Although we
have been performing urgent cases, many patients have post-
poned therapeutic and diagnostic endoscopies out of fear of
SARS-CoV-2 exposure. Which patients should be the first of
those postponed to have their procedures? As always, therapeutic
endoscopy and diagnostic endoscopy for alarm symptoms and
signs are high priority. A patient with a positive fecal immuno-
chemical test is also considered high risk, especially $3 months
after the test (11).

We have adopted a practical and evidenced-based framework
for endoscopy case triage similar to that published by the Per-
manente Medical Group (12). The governing principle is that
procedures most likely to benefit the patient should take pre-
cedence over lower yield examinations. In addition, surveillance
endoscopies are being risk stratified, and the most recent US
Multi-Society Task Force recommendations have helped us guide
triage (13). Average-risk screening colonoscopy is lower priority
still and, in patients who are afraid of return to the endoscopy
unit, can be deferred for fecal immunochemical testing. Similar to
approaches suggested for other disciplines, allocation of health-
care resources during the restart should be governed by logic, not
patient proximity or cancer phobia (14).

MAKING THE ENDO SUITE MORE COVID-RESISTANT
We have engaged every stakeholder in our endoscopy unit to
develop plans for a safe reopening. There is evidence that many
staff are fearful of resuming routine endoscopy and contracting
SARS-CoV-2 (15). Listening to and addressing all concerns early
and often has been critical to reopening. It is often impossible to
socially distance in the endoscopy unit. We work shoulder-to-
shoulder with our teammates, and gastroenterologists and our
teams are potentially vectors of SARS-CoV-2 transmission. In
addition to hand hygiene and wearing personal protective
equipment, we routinely screen staff with expanded symptom-
based criteria. Liberal sick leave policies that encourage our
teammates to stay home if they are symptomatic are important.

In our low prevalence area, asymptomatic patients who test
negative for SARS-CoV-2 undergo colonoscopy by providers
wearing a surgical mask and face shield, combined with gown and
gloves. Staff performing upper endoscopy procedures, including
endoscopic retrograde and endoscopic ultrasound, use the above
protective equipment, with the addition of an N95 mask because
of the potentially aerosolizing nature of these examinations and
the inability of masking the patient. Using these protocols, even if
a patient were to later test positive, any exposure to staff would
meet the Centers for Disease Control and Prevention criteria for
low risk of transmission.

New standards for unit decontamination procedures have
become necessary, with concentrated efforts to clean and disinfec
high-touch areas. For routine cases performed on asymptomatic
patientswho test negative for SARS-CoV-2,we are using standard
rooms with standard air changes and have not required room
settling time.

REIMAGINING ENDOSCOPY AFTER THE PANDEMIC
Until now, endoscopy units have been largely untouched by in-
fectious disease concerns, with the occasional hepatitis B out-
break or concerns about infections from duodenoscope elevators
as notable exceptions. This is likely to change in an enduring way
in the wake of COVID-19. After the initial pandemic wave, there
are projections for recurrent wintertime outbreaks of SARS-CoV-2,
and it is quite likely that this pandemic will color at least some
aspects of our operations chronically (5). Making durable and
thoughtful changes now might not only protect our patients, col-
leagues, and staff from COVID-19 but may also better position us
for what lies ahead. It is our hope that these new adaptations can
both help our patients today and prevent a near-total shut down of
our services in a future epidemic.

CONCLUSIONS
Although procedures that were not “urgent” have been delayed,
the need for many of these procedures has not gone away—
“elective” must not be misconstrued with “not necessary.” Un-
fortunately, some patients are afraid to seek health care and
perceive the endoscopy unit as high risk. We must take every
opportunity to dispel these fears and replace them with a realistic
understanding of risks and benefits. To provide the care our pa-
tients deserve, we must develop new methods to keep them and
ourselves safe. Although the challenges of COVID-19 have been
time consuming and costly, a great deal has been sacrificed to
flatten the curve. We now have a responsibility to move forward
deliberately and with caution.
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