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same period in 2019 (appendix pp 1–2). 
Patients were contacted by telephone 
2 weeks after endoscopy and contact 
with inpatient gastrointestinal services 
during July, 2020, to enquire about 
any COVID-19 symptoms, and data on 
symptoms among health-care workers 
within the gastrointestinal services 
were collected weekly from April to 
September, 2020.

The number of endoscopies done in 
2020 was 23·7% lower than in 2019 
(1427 vs 1871; appendix pp 3, 6). In 
terms of procedure mix, there was 
a slight drop in the percentage of 
oesophagogastroduodenoscopies 
and sigmoidoscopies done in 2020 
versus 2019, but the proportion 
of all other endoscopy procedures 
increased in 2020 compared with 
2019 (appendix p 3). The proportion 
of endoscopies that resulted in a 
diagnosis of malignancy or inflam
matory bowel disease increased 
significantly in 2020 versus 2019, 
and fewer endoscopies found no 
abnormalities (appendix p 3). Our 
therapeutic endoscopy volume 
increased significantly in 2020 
compared with 2019 (appendix p 3).

Inpatient volume was 14·4% 
lower in 2020 than in 2019 (681 vs 
796 patients) but the percentage 
volume of work was similar across 
all diagnoses except for increased 
upper gastrointestinal bleeds in 
2020 (appendix pp 3, 6). Mortality 
was higher in 2020 than in 2019, but 
this difference was not statistically 
significant (appendix p 3). There 
was also a slight, non-significant 
increase in the mean duration of 
stay in hospital in 2020 versus 2019 
(appendix p 3). Workload at our 
centre appeared to vary on the basis of 
COVID-19 positivity in the community, 
with patients seeking services only 
when needed (appendix p 6).

Of 195 patients who completed 
telephone follow-up following 
endoscopy in July, 2020, one (0·5%) 
reported developing COVID-19 
symptoms after visiting the hospital 
in July, 2020, 13 days after endoscopy. 

Management of 
gastrointestinal services 
in Tamil Nadu, India, 
during COVID-19
In India, during the first wave of the 
COVID-19 pandemic, the state of Tamil 
Nadu become a COVID-19 hotspot 
between April and September, 2020, 
with peak infection rates in July, 2020.1

Each year, the department of 
gastroenterology and hepatology 
at Kovai Medical Center and 
Hospital, Coimbatore, Tamil Nadu, 
treats 16 000 outpatients, admits 
1600 inpatients, and carries out 
3500–4000 endoscopies. Initial data 
showed that the case fatality rate due 
to COVID-19 in India2 was about 3%. 
Our audit data showed that inpatient 
mortality from gastrointestinal 
conditions was more than 4%. 
Gastrointestinal cancers represent 
20% of all cancers in India, and 
nearly one in five require immediate 
surgery.3 As a result, and because 
the majority of our population had 
travelled (from nearby districts without 
public transport) after lockdown on 
March 24, 2020, the decision was 
taken to restart gastrointestinal 
services on April 15, 2020. We began by 
implementing the Asian Pacific Society 
for Digestive Endoscopy (APSDE) 
COVID-19 guidance4 for screening 
(fever, travel history, occupation, 
cluster, close contact, evaluate for 
dyspnoea), with appropriate levels of 
personal protective equipment for the 
entire department (appendix p 5). An 
endoscopy was done only if essential 
and appointments for older patients 
and those in shielding were offered only 
if mandatory or an emergency. Since it 
was not practical to create negative 
pressure rooms, we took the pragmatic 
decision to ventilate endoscopy suites 
and outpatient rooms with air from 
the outside5 to reduce indoor airborne 
transmission of COVID-19.

We analysed outcomes at our centre 
from April 1 to Sept 30, 2020, and 
compared these with data from the 

sample size of 100. Consequently, 
by substantially improving cost-
effectiveness, this strategy enables and 
provides the necessary sustainability 
for large scale HCV testing, including 
universal or age-based screening.

In summary, the strategy of pooling 
samples for the diagnosis of active HCV 
infection has numerous advantages 
that can be implemented and scaled 
up with the aim of eliminating HCV as 
a public health threat by 2030.
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to infection rates in the community, 
with continuation of essential 
endoscopies but deferral of elective 
procedures without red flags. We 
have also introduced RT-PCR testing 
for SARS-CoV-2 before long duration 
endoscopies, screening all patients 
admitted to hospital with RT-PCR 
testing, and demarcation of hospital 
zones (red for RT-PCR-positive patients, 
amber for those who have been tested 
and are awaiting results of RT-PCR, 
and green for those who are RT-PCR 
negative).

Our findings seem to justify our 
mitigation strategies to ensure the 
continuation of gastrointestinal 
services. Transmission dynamics are 
different between India and western 
countries,8 and our strategy might 
well be applicable to countries with 
a pandemic profile similar to that 
of India. We feel that a cautious 
approach, with meticulous screening 
and infection control measures, is key 
to mitigate the unprecedented impact 
of the pandemic on gastrointestinal 
services without risking the health of 
health-care workers.
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No inpatients or health-care workers 
developed COVID-19 symptoms 
(appendix p 4).

The main limitation of our study is 
that we did not screen our patients 
and staff for SARS-CoV-2 with RT-PCR; 
nonetheless, close monitoring of both 
patients and staff suggest that the 
small risk of SARS-CoV-2 infection 
observed during the first wave of the 
pandemic should give confidence to 
patients and health-care providers that 
the benefits of endoscopy outweigh 
the risks of nosocomial transmission 
of SARS-CoV-2. Notably, 32 patients 
had a CO-RADS (COVID-19 Reporting 
and Data System) score of 3 or more 
on chest CT (done for other reasons 
in outpatient and for screening in 
emergencies), of whom more than 
half were subsequently confirmed  to 
have SARS-CoV-2 infection by RT-PCR 
(appendix p 4). These patients were 
otherwise asymptomatic, suggesting 
that no screening strategy is 
foolproof. However, the transmission 
risk from an asymptomatic patient is 
lower than that from a symptomatic 
one,6 underlining the importance 
of symptom screening. Patients 
undergoing endoscopy without 
RT-PCR testing might inadvertently 
be positive for SARS-CoV-2; however, 
strict disinfection of endoscopes used 
in patients positive for SARS-CoV-2 
has been shown to result in 
SARS-CoV-2 being undetectable on 
the devices,7 suggesting that the risk of 
spread via endoscopy is extremely low.

The infection control measures that 
were established during the first wave 
of COVID-19 (appendix p 5), together 
with complete staff vaccination, are 
helping us to dynamically manage 
services during the ongoing second 
wave of the pandemic in India—ie, 
service delivery is inversely proportional 


