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Abstract

Endoscopy is an essential component in the management of inflammatory bowel disease [IBD].
There is a risk of SARS-CoV-2 transmission during endoscopic procedures. The International
Organization for the study of IBD [IOIBD] has developed 11 position statements, based on an online
survey, that focus on how to prioritise endoscopies in IBD patients during the COVID-19 pandemic,
alternative modes for disease monitoring, and ways to triage the high number of postponed
endoscopies after the pandemic. We propose to pre-screen patients for suspected or confirmed
COVID-19 and test for SARS-CoV-2 before endoscopy if available. High priority endoscopies during
pandemic include acute gastrointestinal bleed, acute severe ulcerative colitis, new IBD diagnosis,
cholangitis in primary sclerosing cholangitis, and partial bowel obstruction. Alternative modes of
monitoring using clinical symptoms, serum inflammatory markers, and faecal calprotectin should
be considered during the pandemic. Prioritising access to endoscopy in the post-pandemic period
should be guided by control of COVID-19 in the local community and availability of manpower
and personal protective equipment. Endoscopy should be considered within 3 months after the
pandemic for patients with a past history of dysplasia and endoscopic resection for dysplastic
lesion. Endoscopy should be considered 3-6 months after the pandemic for assessment of
postoperative recurrence or new biologic initiation. Endoscopy can be postponed until after
6 months of pandemic for routine IBD surveillance and assessment of mucosal healing.
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1. Introduction

Endoscopic assessment is essential for disease diagnosis, monitoring,
and evaluation of treatment response in patients with inflammatory
bowel disease [IBD]. Given that novel coronavirus SARS-CoV-2 has

been isolated in gastric, duodenal, and rectal biopsies, and viral RNA
is detectable in faeces of 50% of all COVID-19 patients, ' there is
a theoretical risk of SAR-CoV-2 transmission to health care workers
during endoscopic procedures.>* A single virus-shedding patient with
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a high viral load can potentially contaminate the endoscopy unit
with the virus that is viable for up to 3 days, putting both health care
workers and uninfected patients at risk.>¢ Although there remains no
documented case of SARS- CoV-2 transmission through endoscopy,
endoscopy departments remain fertile grounds for viral spread be-
cause aerosolisation of bodily secretions occurs with active insuffla-
tion, air suctioning, and oxygen administration during endoscopy.®
These concerns have led to a high demand for personal protective
equipment [PPE] and have also compelled endoscopy units to restrict
their services to only essential cases during the outbreak.® COVID-
19 may also vary in its presentation, from asymptomatic states to
subjects presenting with anosmia, fever, and respiratory and/or
gastrointestinal [GI] symptoms.”” GI symptoms are described in
approximately 30% of COVID-19 patients and, among them, diar-
rhoea has been reported in 2-49.5% of patients.>!>!! Distinguishing
GI manifestations of COVID-19 from active inflammatory bowel
disease [IBD] can be challenging. Furthermore, stool samples in in-
fected patients remained positive for SARS-CoV-2 for up to 1 month
even after respiratory samples have become negative, suggesting pro-
longed viral shedding.!*!2

To date, the American College of Gastroenterology, British
Society of Gastroenterology, Asian Pacific Society of Digestive
Endoscopy, and several national GI societies have provided general
recommendations for endoscopies during COVID-19.'3!* In view of
the profound impact of COVID-19 on IBD patients, the International
Organization for the study of IBD [IOIBD] recently developed a
task force to focus on how to prioritise endoscopies in IBD patients
during the pandemic, what are the alternative modes for monitoring,
and how to triage the high number of postponed endoscopies after
the pandemic. Our objective is to provide recommendations to IBD
clinicians, nurses, and surgeons on the best practice and manage-
ment of IBD endoscopies during and after the pandemic. The health
and safety of patients, their families, and health care workers are of
paramount priority.

2. Results of endoscopy survey during the COVID-

19 pandemic

In consecutive webinars organised by the IOIBD from March 20,
2020 to April 30,2020, key issues relating to endoscopy during IBD
was raised. The members of the IBD endoscopy taskforce [SCN, YC,
CNB, MSS] and two IBD fellows [JM, LH] were appointed by the

IOIBD to review current literature and develop position statements.
An online survey was conducted among IOIBD members between
April 3 and April 24, 2020, targeting five key components of en-
doscopy practice including: pre-screening, indications for endoscopy,
protection of health care workers, alternative modes of monitoring,
and stepwise resumption of endoscopy service after COVID-19.
A total of 38 gastroenterologists from North America [7=12],
Europe [7=18], Oceania [n=1], Asia [n=35], Israel [n=1], and
South America [n = 1] participated in this survey. Except for one, all
were [OIBD members.

During the COVID-19 outbreak, nearly two-thirds of institutions
have decreased the number of endoscopies for IBD by over 50%
[Figure 1]. The majority of participants would consider the following
as indications for urgent endoscopies during COVID-19 outbreak:
acute GI bleeding, acute severe ulcerative colitis [UC] exacerba-
tion, suspected new diagnosis of IBD, partial colonic obstruction,
and jaundice in an IBD patient with primary sclerosing cholangitis
[Figure 2]. The top three indications that reached the highest con-
sensus for urgent endoscopies during the outbreak included acute
GI bleeding [97%], severe acute UC flare [84%], and suspected new
IBD diagnosis [68%] [Figure 2]. Around three-quarters of partici-
pants would stop performing research endoscopies in IBD as part
of industry-sponsored [73%] or non-industry-sponsored [81%]
clinical trials during the COVID-19 outbreak [Figure 3a, b]. Almost
half [46%] reported cessation of small bowel enteroscopies during
outbreak. The majority of participants [81%] were concerned about
faecal shedding of SARS-CoV-2 virus during colonoscopy:22%
would test for SARS-CoV-2 in all IBD patients before endoscopy,
14% would test only patients with an IBD flare or suspected cases
of newly diagnosed IBD, and 46 % would test only for IBD patients
with respiratory symptoms [Figure 4]. If consulted on a patient with
new onset GI symptoms but no respiratory symptoms or fever, 36 %
would recommend SARS-COV?2 viral testing.

The most commonly used PPE combination [>62%] included
long-sleeved water-resistant gowns with N95 respirators, gloves
[single or double], goggles/face-shield, and hairnet. About 38%
use surgical masks instead of N935 respirators during the outbreak
[Figure 5]; 5% and 32% perform endoscopies in negative pressure
rooms for all patients and for high-risk patients, respectively, and
16% did not see a need for negative pressure rooms. However, al-
most half [46%] of the participants reported that they had no access
to negative pressure rooms |Figure 6].

M Yes, but I don’t know the %
decrease

Decrease by 1-25%
M Decrease by 25-50%
Decrease by 50-75%

M Decrease by 75-100%

Figure 1. Has your institution decreased the number of endoscopies for IBD during the COVID-19 outbreak?
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Figure 2. Amon the indications below for endoscopy, which do you still use as an indication for endoscopy during COVID-19 outbreak?

disease monitoring: blood-based inflammatory markers [95%],
faecal calprotectin [92%], clinical symptoms [86%], imaging
with computed tomography enterography/magnetic resonance
enterography [CTE/MRE] [59%], and capsule endoscopy [22%]
[Figure 7]. Over 80% considered that surveillance of IBD patients
B Yes with previous dysplasia and endoscopic submucosal dissection/
= No endoscopic mucosal resection [EMR/ESD] for IBD-related dysplastic
lesions should be performed as priority within 3 months after the
COVID-19 outbreak. Regarding endoscopies that should be sched-
uled within 3—6 months, most included follow-up endoscopies of pa-

tients with newly started biologic treatment, follow-up endoscopies

Not applicable

after surgical resections, and routine dysplasia surveillance that had
to be delayed. Most considered that routine surveillance endoscopy
and procedures to assess mucosal healing can be delayed for more
than 6 months [Figure 8; Table 1].
Based on our survey, we have developed 11 position statements to
guide IBD-related endoscopies during the outbreak [Box 1]. Our
task force emphasises that risk management protocols should be de-
veloped according to health care priorities and available resources
B Yes of individual centres. These statements should be considered as a

framework for good clinical practice.
B No

3. Who gets scoped now and who can wait
Decreasing the endoscopy service by >50% during an initial out-

Not applicable

break can help to preserve the surge capacity for hospitals to manage
a massive number of suspected or confirmed cases of COVID-19,
safeguard the potential transmission between patients and health

care providers, and allow time for health care providers to receive

. ) appropriate education and training on infection control measures
Figure 3. a. Do you perform research endoscopy as part of industry-

sponsored clinical trials in IBD as scheduled during the COVID-19 outbreak? durlng endoscopy. In all other situations apart from those listed as

b. Do you perform research endoscopy in IBD for non-industry sponsored
trials as scheduled during the COVID-19 outbreak?

There is unanimous agreement that alternative modes of non-
endoscopic based tools for disease monitoring are required during
the outbreak. Participants would use the following methods of

priority, endoscopy can be postponed or replaced with the use of
non-invasive biomarkers, cross-sectional imaging such as ultrason-
ography, or video capsule enteroscopy during the pandemic. A re-
search endoscopy service can be provided if the individual centre has
available resources and manpower, but this has been undertaken in
only a minority of centres.
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B Yes, for all IBD patients

M Yes, only for patients with IBD flare or
suspected cases of newly diagnosed IBD
Yes, only for patients with respiratory
symptoms

H No

Figure 4. Do you perform SARS-CoV-2 viral testing for IBD patients before endoscopy?

Bl Long-sleeves water-resistant gowns + surgical
mask + gloves

[ Long-sleeves water-resistant gowns + surgical
mask + gloves + goggles/face shield

Long-sleeves water-resistant gowns + surgical
mask + gloves + goggles/face shield + hairnet

Long-sleeves water-resistant gowns + surgical
mask + double gloves + goggles/face shield +
hairnet

M Long-sleeves water-resistant gowns + N95
respirators + gloves + goggles/face shield

M Long-sleeves water-resistant gowns + N99
respirators + gloves + goggles/face shield +
hairnet

B Long-sleeves water-resistant gowns + N99
respirators + double gloves + goggles/face
shield + hairnet

Figure 5. What kinds of personal protective equipments do you wear for IBD endoscopy during COVID-19?

4. How to prepare IBD patients for endoscopy?

In all IBD patients, careful evaluation for symptoms, a temperature
check, and exposure history to COVID-19 is recommended before
entry to the endoscopic unit. If resources are available, IBD pa-
tients should be tested for COVID-19 [on the basis of SARS-CoV-2
RT-PCR testing of a nasopharyngeal swab] before undergoing en-
doscopy, to minimise potential risk [Table 1]. Negative swab tests for
patients with a high index of suspicion for COVID-19 may need to
be retested before admittance, depending on local guidance. Testing
in low-risk populations should be guided by the pre-test probability
and sensitivity of the test assay used within the institution, and in
some centres may not be warranted, depending on the local situation
of outbreak. When IBD patients arrive at the endoscopy suite, they
should be wearing surgical masks and come unaccompanied.

5. How to protect health care professionals during
endoscopy?

Adequate protective gear should be provided to personnel in endos-
copy suites and endoscopy should be performed in negative pressure

rooms if available. Health care workers at endoscopy centres are at
increased risk of infection of COVID-19 by inhalation of airborne
droplets, conjunctival contact with splash, and faecal contamination.
It has been reported that the SARS-CoV-2 virus could remain viable
in aerosols for up to 3 h and could be detected on different sur-
faces for up to 3 days, indicating that aerosol transmission of SARS-
CoV-2 is plausible.® The IOIBD considers colonoscopy a potentially
high-risk procedure [Table 1]. Meta-analysis demonstrated that
70.3% of COVID-19 patients still tested positive for SARS-CoV-2
RNA in stool after negative respiratory tract samples.>? SARS-CoV-2
RNA could be detected in the upper GI tract and rectum in severely
ill patients.” Live SARS-CoV-2 was also detected in stool samples
from patients who did not have diarrhoea.'s Positive insufflation
during colonoscopy could also pose a risk of generating aerosol and
increase the risk of SARS-CoV-2 transmission. The majority of the
endoscopy societies recommend wearing at least surgical masks,
gowns, gloves, and goggles or face shields for endoscopy and N95
respirators or FFP2/3 masks for highly suspected or confirmed cases
of COVID-19.% Several societies in North America, Europe, Canada,
and Brazil recommended double gloving.'* We recommend the use
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Figure 6. Do you perform IBD endoscopies in a negative pressure room?

Other EWAEZ

Cpaule endoscopy 21.609

Imaging e.g. CTE/MRE

Fecal calprotectin

Inflammatory markers, e.g. CRP, ESR

Clinical symptoms

0% 20%

58
I

B Yes, for all patients

M Yes, only for high risk
patients

1 No, I don’t see the need

No, I don’t have access

59.50%

91.90%

94.60%

86.50%

40% 60% 80% 100%

Figure 7. Which modes of monitoring will you consider during the COVID-19 outbreak?

of long-sleeved water resistant gowns, N935 respirators, gloves, gog-
gles or face shields, plus hairnets during endoscopy. Only essential
personnel should be present in the endoscopy room. Involved health
care personnel should receive adequate training on donning and
doffing personal protective equipment.

6. What are alternative models of monitoring?

In order to monitor patients without endoscopy during the active
phase of the pandemic, we recommend continuing clinical service
remotely by phone or video conference whenever possible. Patients
should be provided with access to helplines in case of emergency, on
top of regularly scheduled follow-up appointments. We recommend
using serum and faecal inflammatory markers such as C-reactive
protein [CRP], erythrocyte sedimentation rate [ESR], and faecal
calprotectin to improve diagnostic accuracy [Table 1].17!% Access to
faecal calprotectin might be limited in certain centres due to con-
cerns regarding faecal shedding. If available, point of care faecal
calprotectin should be considered, as it has been shown to have
accuracy similar to ELISA-based testing [enzyme-linked immuno-
sorbent assay]."* This can be especially useful in patients with pre-
sumed high-risk features for COVID 19 disease [elderly >65 years,
male gender, smoking, cardiovascular and pulmonary disease,

steroid use] in whom unnecessary exposure or visits to blood test
laboratories or hospitals should be avoided.”%2!-23

We also recommend assessment of patients with suspected active
IBD or IBD-related complication with CT enterography or MR
enterography, capsule endoscopy, and abdominal ultrasound, based
on local availability. Moreover, this should be considered when en-
doscopy is unlikely to provide full disease extent and where add-
itional imaging is likely to be necessary. The modality of imaging
studies availability varies among regions, sites, and hospitals and
should be considered case by case and based on local resources and
guidelines. For detailed information, IOIBD has issued a specific
statement on managing IBD outpatients during the pandemic.

7. How to return to normal service after the
pandemic?

We have proposed an endoscopy plan for gradual return to normal
service after thepandemic. Stepwise resumption of endoscopy service
sshould be guided by the control of COVID-19 in the local com-
munity. As the severity of outbreak and health care resources vary
among different regions and sites, the time point of returning to

1.24

normal services will be individual.?* Different approaches are based

on factors such as new infection rates, local resources of PPE, and
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100%
80%

60%

40%
0% I I
. in

Within 3 months

M PSC for surveillance

Within 3-6 months

6 months and beyond

M IBD patients with prior dysplasia for surveillance

IBD patients with surgical resection for follow-up endoscopy

IBD patients with newly started biologics for follow-up endoscopy

M IBD patients for routine dysplasia surveillance who had scheduled colonoscopy delayed

M Mucosal healing assessment

M Research endoscopy

B EMR/ESD for IBD-related dysplastic lesions

Figure 8. Among the indications for endoscopy listed below, which will you plan to re-schedule as priority [within 3 months]/within 36 months/ after 6 months

after the COVID-19 outbreak?

Table 1. I0IBD Position Statements: best practice guidance for endoscopy for IBD during the COVID-19 pandemic.

1. Pre-screen patients for suspected or confirmed COVID-19 before endoscopy.
2. Test patients for SARS-CoV-2 before endoscopy if available [and based on local outbreak situation].
3. Patients should wear surgical masks and be unaccompanied in the endoscopy suite.

4. High-priority endoscopies during pandemic include acute gastrointestinal bleed, acute severe UC, new IBD diagnosis, cholangitis in PSC and IBD,

and unresolved partial bowel obstruction.

5. Research or clinical trial endoscopy should be scheduled based on unit’s resources and on patient care factors.

6. Adequate protective gear should be provided to personnel in endoscopy suites and endoscopy should be performed in negative pressure rooms if

available.

7. Extra precaution is recommended during colonoscopies as prolonged faecal shedding of SARS-CoV-2 can occur.

8. Combined with clinical symptoms, consider serum inflammatory markers and faecal calprotectin as alternative modes of monitoring during pan-

demic.

9. Consider CTE, MRE, capsule endoscopy, abdominal US if readily available.
10. Prioritising access to endoscopy for IBD in the post-pandemic period should be guided by control of COVID-19

in the local community and availability of manpower and PPE.

i] Endoscopy should be considered for subjects with a past history of dysplasia for surveillance and EMR/

ESD for dysplastic lesion within 3 months after pandemic.

ii] Endoscopy should be considered for postoperative recurrence assessment and assessment after new bio-

logic initiation 3—6 months after pandemic.

iii] Routine IBD surveillance and assessment of mucosal healing should be postponed until after 6 months.
11. Provide access to helplines/follow-up appointment after endoscopy to all patients.

UC, ulcerative colitis; IBD, inflammatory bowel disease; PSC, primary sclerosing cholangitis; CTE, computed tomography enterography; MRE, magnetic reson-

ance enterography; US, ultrasound; PPE, personal protective equipment; EMR//ESD, endoscopic mucosal resection/endoscopic submucosal dissection.

accumulated volume of postponed cases/indication of postponed en-
doscopies.'3?’ It is important that centres have a system of tracking
postponed and cancelled endoscopies, as it will be unlikely that full
service can be resumed immediately; postponed endoscopies will be
additional to the normal workload. We recommend re-scheduling
endoscopies according to the urgency of their indication, in three
time categories. First, we recommend performing endoscopies
for surveillance of patients who had previous dysplasia as well as
polypectomy/EMR/ESD for dysplastic IBD-associated lesions within
3 months. Second, we recommend performing endoscopies for as-
sessment of postoperative disease recurrence in Crohn’s disease as
well as follow-up endoscopies after newly started biologic therapy

within 3-6 months after resuming services. Third, we recommend
that endoscopies for routine surveillance and assessment of mucosal
healing can be delayed to beyond 6 months [Table 1].

8. Research gaps and outlook

The COVID-19 pandemic is still ongoing in many countries, causing
significant disruption and an enormous burden to our health care
systems and care of patients with chronic illnesses such as IBD.
Currently, it is uncertain how long this pandemic will continue,
and when it will be before endoscopic units return to functioning at
normal capacity. When the pandemic is over, we will face two major
challenges: how to prevent new outbreaks, and how to prioritise
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waiting lists due to cancellations of endoscopic procedures during
the pandemic. A prolonged period without endoscopy could have
long-term implications for patients, including risk of suboptimal
management and cancer development. Patients with IBD have a
chronic disease, with periods of relapse and remission requiring en-
doscopy monitoring of the effectiveness of medical therapy and also
screening for dysplasia and colorectal cancer. In the era of treat to
target, with the goal of mucosal healing, using alternative modes to
monitor disease outcome may be the new norm and the cost-effect-
iveness and sensitivity of such measures need evaluation. Further re-
search should also focus on carriage of virus in the gut epithelium or
stool and the possibility of faecal-oral transmission of SARS-CoV-2
virus, the potential of endoscopic transmission of SARS-CoV-2 virus,
and the accuracy and feasibility of rapid testing for SARS-CoV-2
before endoscopy in all patients. Ultimately, data collection after the
pandemic on the consequences of deferred endoscopy in the manage-
ment of IBD patients is essential.
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