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CORRESPONDENCE

Rescheduling/scheduling of endoscopic procedures
during “Phase-Two: which precautions should be taken?”
Experience and results of a single Italian Endoscopic Unit

Damiano Bisogni, Luca Talamucci, Roberto Manett
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To the Editor,

Coronavirus disease (COVID-19) large spread
has deeply changed our lifestyle and working organi-
zation (1, 2). First cases in Italy were recorded in
Milan during February 2020, leading to a quick diffu-
sion across the whole peninsula. To date, in September
2020, COVID related-deaths and contagions are more
than 35.000 and 240.000, respectively. During the
maximum contagion period, endoscopic units carried
out only urgencies, emergencies and some interven-
tional procedures (such as selected cases of endoscopic
retrograde cholangiopancreatographies, stenting for
colonic or esophageal malignancies, etc. . .) (2, 3).

Atthe end of this contagion period (on June 3*),each
endoscopic unit has faced the question of how resched-
uling the normal work activity. The main questions were:
how many exams per day? Is a phone triage enough, in
order to exclude Coronavirus infection? Which indi-
vidual protection devices (IPDs) are recommended to
contain the risk of operators’ contagion?

To date in Italy, no univocal statement concerning
the reconversion of the endoscopic units in order to
avoid infection transmission still exists (2, 3). Herein,
each Italian region has adopted different rules both to
reallocate the postponed exams and to schedule new to
come procedures. These new endoscopic settings have
the aim of obtaining low risk-based layouts, mini-
mizing the infection risks (both for patients and for

personnel) and identifying the suspected COVID-19

(2, 3). Most of the Italian institutions has adopted a
preliminary phone-related triage model.

Despite common indications concerning disin-
fection rules, the use of IPDs, the healthcare profes-
sionals management and assessment of endoscopic
procedures-related priority have been established, no
univocal rule regarding the reschedulation still exists,
so that each hospital institution adopts different
models (3).

In this article, we report our single center experi-
ence concerning the rescheduling rules for endoscopic
procedures. In order to reduce the infection risk and
the personnel contagion, a preliminary nasopharyngeal
swab is done 48 hours before the endoscopic proce-
dure both in inpatients and in outpatients. During the
last 3 months, 1297 nasopharyngeal swab have been
performed: three outpatients resulted COVID-19
positive at the preliminary swab (0.23 %).

Parallel to this nasopharyngeal testing, a nursing
triage is carried out just before entering the endoscopy
unit, in order to minimize the infection risks. All the
patients received a phone-call two weeks after the pro-
cedure, in order both to assess their healthcare and to
find out any suspicious sign of SARS-CoV-2 infec-
tion: none developed the Coronavirus disease. To date,
thanks to these rules, no COVID-19 infection was
recorded for medical staft or nursing staff.

As well explained in Elli L and colleagues’ article
and along the line of some Chinese studies, estimating
that up to 50-75% of subjects carrying Coronavirus
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might be asymptomatic (thus representing insidious
source of infection), we have adopted a surveillance
protocol by nasal swab testing for every endoscopic
procedure (1,4). At the light of these findings, we con-
sider every patient a potential carrier of SARS-CoV-2
unless proven otherwise (4).

In conclusion, as well explained by Chen N and
colleagues, surveillance protocol by nasal swab testing
allows to find out up to 75% of asymptomatic sub-
jects carrying SARS-CoV-2 (4, 5). However, Yang Y
et al. reported a positive rate of nasopharyngeal swabs
between 30% and 60% at initial presentation, there-
fore giving importance to the low sensitivity of this
method (5).

In our opinion, a well conducted phone-triage, a
preliminary nasal swab testing and routinely personal
protection equipment adoption, ensure the endoscopic
personnel safety, limiting the person-to-person spread
of the infection. We hope that, in the future, new
studies and guidelines might assess univocal rules to
regolate the access of outpatients and inpatients to the
endoscopic units (3).
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