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LETTERS TO THE EDITOR
GI endoscopy infection control
strategy after COVID-19 peak:
changing strategy for a changing
epidemic
To the Editor:

We read with great interest the article by Hennessy
et al1 in Gastrointestinal Endoscopy about the guidance
for resuming GI endoscopy after the COVID-19 peak.

We resumed elective endoscopy procedures under our
local infection control strategies (ICSs) in the Peking
Union Medical College Hospital after the pandemic.2

When the city of Beijing experienced an unexpected
local outbreak with more than 300 clustered cases from
the Xinfadi Market since June 10, 2020, we modified our
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ICSs During pandemic*
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ICSs to keep a sustainable and safe endoscopy service
(Table 1).

Since early June 2020, we have turned to the new patient
triage strategy of certificating infection risk by reverse-
transcriptase polymerase chain reaction (RT-PCR) and
epidemiologic history (Fig. 1) (for patient triage strategy
during the pandemic, see Supplementary Fig. 1, available
online at www.giejournal.org). Orofecal transmission
during colonoscopy has never been really demonstrated,
so it is reasonable that colonoscopy is regarded as of
lower risk in terms of transmissibility than is upper GI
endoscopy.3 Therefore, we have used surgical masks for
colonoscopy since early June, which was proved to be
effective in the pandemic,4 and we still wore N95
respirators for upper GI endoscopy but changed back to
N95 respirators for all procedures after the local outbreak.
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Figure 1. Patient triage strategy by infection risk after COVID-19 pandemic and during local outbreak. Red arrows indicate flow of urgent cases. Blue
arrows indicate flow of semiurgent and elective cases. If adequate FTOCC history and RT-PCR test cannot be acquired for emergency, all urgent cases
should be considered COVID-19 positive for infection control, whose procedures should be accomplished in the negative pressure room. Ideally, RT-PCR
test should be done within 2 days before procedure for reducing the infection risk between the test and procedure. During local outbreak, we added the
“residence place triage” (green arrow): procedures of patients from intermediate or high-risk areas would be postponed except in urgent cases. Risk for
different areas was declared by the local Municipal Health Commission. COVID-19, coronavirus disease 2019; FTOCC, fever, travel history to pandemic
area, occupation, cluster of cases, contact with suspected or confirmed case.

Letters to the Editor
Under the modified ICSs, we continue to provide 1497
cases of elective endoscopy, including 5 cases of endo-
scopic therapy for early GI cancer, and also 40 cases of ur-
gent procedures during the local outbreak. There are no
local outbreak-related cases in the work staff or patients
in our endoscopy center. With the local outbreak in the
decline trajectory, we returned to the ICSs in early June
2020 (the “postpandemic” strategy).

We suggest monitoring the pandemic closely and
modifying the ICSs accordingly for recommencing GI
endoscopy.
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Optimal stent placement strategy for
malignant hilar biliary obstruction: a
management dilemma
To the Editor:

We read the article by Xia et al1 with great interest. The
article addresses the dilemma of the endoscopic
management of malignant hilar biliary obstruction
(MHBO) because no universal consensus is available. The
authors compared 4 major modalities to determine the
optimal strategy and concluded that dual metal stent
placement is a preferred palliation for inoperable MHBO
if technically feasible.

The study rightly excluded patients with unresectable
malignant hilar biliary obstruction because these are best
treated conservatively owing to the limited prognosis.
The endoscopic intervention is preferable where biliary
decompression is mandated, but obviously it is not without
risks.2 It would be useful to compare these results with the
results in patients treated by percutaneous transhepatic
biliary drainage.

We would like to ask why the rates of stents traversing
the papilla were different between bilateral metal stents
and unilateral metal stents in matched cohorts (23.7% vs
90%-100%) for other groups. Could this reflect differences
in technique, which affected outcomes? The 7F stents are
technically easier to deploy but are inferior to 10F stents
in terms of patency and drainage.3 A subgroup analysis of
bilateral plastic stents and unilateral plastic stents for 7F
and 10F stents could shed light on this important aspect.
This study has the potential to change clinical practice if
we could classify interventions by Bismuth subgroups.

Patients with type IV and stage IV cholangiocarcinoma
are expected to have shorter life spans, and it is reasonable
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to palliate them with metal stents, as was observed in this
study.1,4 However, we noted that only 17% of patients had
Bismuth type II/III disease. Such patients are expected to
live longer than a year with current available therapeutic
options.5 If type II/III were analyzed separately from type
IV, could the results have been different? Infectious
adverse events are an “Achilles heel” for malignant biliary
strictures. Over time, metal stents have been associated
with obstruction and cholangitis resulting from tissue
ingrowth. Can we justify placing unremovable metal
stents in patients with life expectancy of much longer
than a year?
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Supplementary Figure 1. Triage of patients by infection risk during COVID-19 pandemic. Red arrows indicate flow of urgent cases. Blue arrows indi-
cate flow of semiurgent cases. If adequate FTOCC history cannot be assessed for emergency, all urgent cases should be considered COVID-19 positive for
infection control. Abnormal CT scan refers to CT findings suggestive of COVID-19. CT, Computed tomography; COVID-19, coronavirus disease 2019;
FTOCC, fever, travel history to pandemic area, occupation, cluster of cases, contact with suspected or confirmed case.
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