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1

ear Editor, 

Since the beginning of May 2020, Italy will gradually emerge

rom the novel coronavirus (COVID-19), lockdown [1] , which be-

an on March 9. With the deceleration of the pandemic across the

ountry, disease control measures have been eased through a well-

tructured plan and Italy is now in the so-called “Phase Two” of

ockdown, moving toward an eventual return to normalcy. After a

ause for all but urgent procedures, Endoscopy Departments (EDs)

re converting back to their pre-COVID-19 configurations and are

eturning to carrying out elective endoscopic procedures [2–4] . 

However, safely recommencing outpatient activity raises several

ritical issues, such as the risk of exposure to infection for health-

are personnel and patients, the reduced availability of staff, the

resence of infrastructural barriers and the lack of a clear policy

egarding the timely rescheduling of cancelled or postponed endo-

copies. 

We conducted a survey among the Directors of EDs in high-risk

reas of Northern Italy with the aim of investigating the barriers

nd strategies to safely resume elective endoscopy activity in Phase

wo of the lockdown. 

The study was conducted between April 20th - 25th, 2020 (two

eeks before the start of “Phase-Two”). A total of 55 EDs, which

articipated in a previous survey on the COVID-19 outbreak in Italy

3), received by e-mail a structured questionnaire, which consisted

f 3 sections ( Table 1 ). The first section focused on the organiza-

ional characteristics of EDs before and after the outbreak, in order

o assess the impact of the pandemic on EDs. The second section

xplored the availability of specialist staff and personal protective

quipment (PPE) in the EDs at the start of Phase Two. In the third

ection, the Directors of EDs were asked to foresee the endoscopy

orkload they would realistically estimate as achievable, according

o local resources, in Phase Two (from May to July 2020), and to

ndicate strategies to optimize endoscopic activity in this reference

eriod. 

Of the 55 EDs invited, 43 (78.2%) completed the questionnaire.

he median interval time from construction or last renovation of

Ds was 9.8 (7.2–13.2) (range 1–25) years. The main characteristics

f EDs in the pre-COVID-19 period are shown in Table 2 . Due to

he COVID-19 outbreak, 17 (39.5%) centres had their normal endo-

copic activities reduced by 50–74% and the remaining 26 (60.5%)

y 75–99%. 

Overall, 353 endoscopists (range 3–20/ED), 643 nurses (range

–65/ED) and 179 health assistants (range 1–15/ED) had been

orking in EDs in the pre-COVID-19 period. At the end of April,

8/353 (13.6%) endoscopists, 162/643 (25.2%) nurses, and 25/179
ttps://doi.org/10.1016/j.dld.2020.05.042 

590-8658/© 2020 Editrice Gastroenterologica Italiana S.r.l. Published by Elsevier Ltd. All 
14%) health assistants were not available due to Covid-19 infec-

ion (9, 25 and 4 respectively), or reallocated to other units (39,

37 and 21 respectively) ( Table 2 ). 

Of 188 endoscopy rooms used in the pre-COVID period, 67

35%) in 32 EDs were not available, since they were either con-

erted to COVID-19-care areas ( n = 9) or devoted to endoscopic

rocedures in COVID-19 positive patients ( n = 58). Regarding struc-

ural characteristics, 29 (67.4%) centres had either the waiting area

22/43, 51.2%) or the recovery area (24/43, 55.8%) or both (17/43,

9.5%) that were too small to guarantee sufficient distancing be-

ween patients or caregivers/escorts at the pre-crisis workload; 10

23.2%) centres could not guarantee a “infected patients pathway”

eparated by “non-infected” areas; 30 (70%) were lacking at least

ne negative-pressure room; 10 (23.2%) did not even guarantee the

eparated dirty/clean pathways for endoscopes. In this phase of the

andemic, PPE shortage represented a critical issue for a minor-

ty (5–11.6%-) of centres. In general, only 3 (7%) EDs reported that

hey were able to immediately resume elective endoscopic activity

t the pre-crisis volume, with respect of the safety protocols. 

When asked to foresee which increase in the endoscopic work-

oad would have been bearable in the upcoming months, accord-

ng to the services resources, the majority of the Directors (34/43,

9%) envisioned as realistic a workload increase up to 33% for the

onth of May as compared to the actual one. For the month of

une, this figure was up to 33% and 50% in 26 centres (60.5%)

nd in 15 (34.9%), respectively. For the month of July, the ma-

ority of centres (30/43, 69.8%) envisioned a workload increase of

t least 50% ( n = 22). Returning to the pre-crisis workload by the

nd of July, September and October was judged as a realistic goal

y 8 (18.6%), 10 (23.2%), and 14 (32.6%) participants, respectively

 Fig. 1 ). 

All participants agreed that, once completely returned to elec-

ive endoscopy, the chance of overcrowding would be very high,

ue to the very large number of postponed cases that need to be

escheduled. However, only 10 of them reported they were confi-

ent in being able to significantly increase (at least 33%) their ac-

ivity with respect to the pre-COVID-19 vol; conversely, the major-

ty of participants realistically declared no (14 centres) or minimal

10–25%) increases in their activities to be possible. 

Endoscopists suggested that implementing the application of

uidelines ( n = 12), organizing a direct-line with general practition-

rs (GP) for triaging and scheduling/rescheduling patients ( n = 21),

nd promoting telemedicine and virtual visits ( n = 10) could be

trategies to optimize endoscopic activity and promote a more ra-

ional use of resources. Only 10% of those interviewed were pes-

imistic, fearing that the COVID-19 crisis would have not brought

ny changes and improvements in ED organization. All centres

laimed their availability to immediately restart screening activity

t the pre-crisis volumes, but 38 of them suggested to replace pre-

nd post- colonoscopy visits by telemedicine. 
rights reserved. 
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Table 1 

List of questions presented in the survey. 

Characteristics of Endoscopic Units 

1 How many procedures do you perform in your Endoscopic Unit every year? 

A < 5000 

B ≥ 5000 

2 How many physicians do you have in your Endoscopic Unit? 

3 How many nurses do you have in your Endoscopic Unit? 

4 How many health assistants do you have in your Endoscopic Unit? 

5 When was your Endoscopic Unit built or renovated? 

6 Does your Endoscopic Unit allow a differentiated clean/dirty path for the equipment? 

7 How many endoscopic rooms do you have in your Unit? 

8 Is your Endoscopic Unit provided with negative-pressure rooms? 

A Yes 

B No 

Changes in your Endoscopy Unit related to the COVID-19 outbreak 

9 How much has the endoscopic activity of your Unit reduced? 

A 100% (stopped) 

B 75–99% 

C 50–74% 

D 25–49% 

E 0–24% 

10 How many endoscopic rooms are presently not available since converted to another use? 

11 How many physicians are presently infected? 

12 How many physicians have been relocated to other departments? 

13 How many nurses are presently infected? 

14 How many nurses have been relocated to other departments? 

15 How many heath assistants are presently infected? 

16 How many health assistants have been relocated to other departments? 

Modifications in your Endoscopy Unit organization and its suitability for resuming endoscopic activity 

17 In your opinion, is your Endoscopic Unit adequate to manage infected and non-infected patients? 

A Yes 

B No 

C Only reducing the number of procedures 

18 Is in your Endoscopic Unit possible to have separated paths for infected and non-infected patients? 

A Yes 

B No 

C Only reducing the number of procedures 

19 Is the waiting room of your Endoscopic Unit suitable to ensure adequate distance between 

patients/relatives/caregivers? 

A Yes 

B No 

C Only reducing the number of procedures 

20 Is the recovery room of your Endoscopic Unit suitable to ensure adequate distance between patients? 

A Yes 

B No 

C Only reducing the number of procedures 

21 Do you fear any shortage of PPEs in your Endoscopic Unit after resuming the endoscopic activity? 

A Yes 

B No 

Perspective and proposal for resuming the endoscopic activity 

22 What would you suggest to restart safely and affectively the endoscopic activity? 

23 In your opinion, which increase in the endoscopic activity can be achieved in the month of May? 

A 0% (the activity remains as today) 

B 10% 

C 25% 

D 33% 

E 50% 

F Return to the pre-COVID-19 activity 

( continued on next page ) 
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Table 1 ( continued ) 

Characteristics of Endoscopic Units 

24 In your opinion, which increase in the endoscopic activity can be achieved in the month of June? 

A 0% (the activity remains as today) 

B 10% 

C 25% 

D 33% 

E 50% 

F Return to the pre-COVID-19 activity 

25 In your opinion, which increase in the endoscopic activity can be achieved in the month of July? 

A 0% (the activity remains as today) 

B 10% 

C 25% 

D 33% 

E 50% 

F Return to the pre-COVID-19 activity 

26 In your opinion, when will your Endoscopic Unit return to the pre-COVID-19 activity? 

27 Once completely re-opened, which further increase in the endoscopic activity is achievable to reduce the waiting 

list? 

A 0% (the activity will remain as in the pre-COVID-19 period) 

B 10% 

C 25% 

D 33% 

E 50% 

28 When could the CRC screening activity restart in your Endoscopic Unit? 

A Immediately (in the month of May) at the pre-COVID-19 vol 

B Immediately (in the month of May) at a reduced rate 

C I would wait to restart the screening activity 

29 In your opinion, will the COVID-19 crisis promote a significant evolution in the organization models/mentality of 

the Endoscopic Units? 

Fig. 1. Hypothesized increase in the endoscopic workload, as compared to the actual one, bearable in the upcoming months after re-opening of the Endoscopic Departments. 
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The present survey demonstrates that there are several barri-

rs preventing EDs in Northern Italy to safely manage elective en-

oscopy activity in Phase Two of the pandemic. Professional soci-

ties have issued guidelines to safely return to elective procedures

5 , 6] . These guidelines call for a pre-procedure screening of pa-

ients to assess risk of transmission, combining it with PCR-based

esting prior the procedure, the use of PPE, and policies to facil-

tate social distancing for patients and visitors in the waiting and
ecovery rooms, restrictions on accompanying visitors, and distanc-

ng the procedure start times [5 , 6] . Presently, PCR testing prior to

he procedure is not available in Italy. Thus, social distancing and

he appropriate use of PPE remain critical issues. Unfortunately, de-

pite 50% of EDs had been recently ( < 10 years) built or renovated,

aiting and recovery areas are inadequate in guaranteeing distanc-

ng among individuals in several services, and most units are not

ble to ensure high flows of patients, personnel and equipment. 
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Table 2 

The main characteristics of the Endoscopic Departments in the pre-COVID-19 period and at the time of questionnaire administration 

ED: Endoscopic Department. 

Involved Endoscopic Departments (n) 43 

EDs performing > 5000 exams/year (n, rate) 40/43 (93%) 

Time from ED construction or renovation (year; mean ± SD; range) 11.9 ± 7.3; 1–25 

EDs > 10 year-old (n, rate) 20/43 (46.5%) 

Available/non-available endoscopic rooms 121/67 

EDs with at least one non-available endoscopic room (n, rate) 32/43 (74.4%) 

Available endoscopic rooms/ED (mean ± SD; range) 

- Pre-COVID-19 

- Present time 

4.44 ± 2.13; 2–11 

2.80 ± 1.38: 1–7 

COVID-19 -related procedure reduction (n, rate) 

- 50–74% 

- 75–99% 

17/43 (39.5%) 

26/43 (60.5%) 

Available endoscopists/ED (mean ± SD; range) 

- Pre-COVID-19 

- Present time 

8.34 ± 4.53; 3–20 

7.27 ± 4.51; 1–19 

Available/non-available endoscopists (n) 305/48 

Reason for non-availability 

- COVID-19 infection 

- Reallocation to another unit 

9 

39 

Available nurses/ED (mean ± SD; range) 

- Pre-COVID-19 

- Present time 

15.19 ± 10.46; 3–65 

11.34 ± 9.92; 2–62 

Available/non-available nurses 481/162 

Reason for non-availability 

- COVID-19 infection 

- Reallocation to another unit 

25 

137 

Available health assistant/ED (mean ± SD; range) 

- Pre-COVID-19 

- Present time 

4.24 ± 3.36; 1–15 

3.22 ± 2.17; 0–15 

Available/non-available health assistants 154/25 

Reason for non-availability 

- COVID-19 infection 

- Reallocation to another unit 

4 

21 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

e  

s  

d  

g  

d  

t  

A  

[  

a  

l  

b  

n  

a

 

d  

a  

a  

v  

c

 

l  

t  

r  

s  

t  

o

Other issues hinder a prompt restart of elective endoscopy: En-

doscopy staff is still lacking in many endoscopy services, since

physicians and nurses have been either infected or are still real-

located to other departments; some EDs rooms are still unavail-

able due to their conversion to the management of COVID-19 in-

fected patients. Indeed, most participants agreed that re-opening

EDs should be accomplished very slowly, with a limited increase

in the number of procedures over the upcoming months and that

it was unrealistic to return to pre-crisis workload in the next three

months. 

Phase Two will be challenging: effort should be made to avoid

overload of EDs, but several procedures that were cancelled or

postponed during the outbreak need to be rescheduled. There is,

thus, an absolute need to redesign the organization models of EDs

and their interaction with territorial services. The Italian “open

access” system has several advantages (eliminating unnecessary

pre-endoscopic office-based consultations), but it has also gener-

ated a high level of inappropriateness and misuse of resources

[7 , 8] . From now on, a clear and thoughtful policy regarding the

timely scheduling/rescheduling of endoscopy procedures according

to their priority will be required. This can be achieved only on a

case-by-case basis; priority should be given to patients for whom

even a short delay would significantly alter the patient’s progno-

sis. Due to the great uncertainty about the duration of the pan-

demic [9] , a further category of patients who should not be post-

poned are those who do not have life-threatening conditions but

for whom treatment should not be indefinitely delayed until the
nd of the pandemic, such as colorectal cancer screenings. EDs

hould, thus, strongly consider further postponing elective proce-

ures or their cancellation, if inappropriate by reviewing and cate-

orizing the procedure lists by both prescriber physicians and en-

oscopists. This scenario inevitably implies, at least temporarily,

he shift from an open access endoscopy to a filtered access [10] .

 prioritization model for referrals has already been tested in Italy

11 , 12] , but this process implies a close interaction between GPs

nd specialists and requires a lot of time. Telemedicine, as high-

ighted by our survey, could represent a useful tool to fill the gap

etween GPs and specialists. Telemedicine and virtual visits have

ever been performed in Endoscopy Units in Italy but are advis-

ble to promote the appropriate use of resources. 

Measures for the return to routine endoscopy during the pan-

emic have been suggested by gastroenterological societies [5 , 6]

nd experts [13–16] , but local applicability has never been evalu-

ted. The present survey has been conducted in Italy, but has pro-

ided data that are likely generalizable to most EDs in the Western

ountries. 

Crisis periods, like wars, are usually followed by great techno-

ogical and social evolution. Nearly all endoscopists have agreed

hat the COVID-19 pandemic may represent a great opportunity to

e-model and rationalize the EDs processes. Nothing will be the

ame again and what we are organizing, planning and changing

oday will likely represent the basis of our work tomorrow: this

pportunity has to be exploited to the best of our possibilities. 
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