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COVID-19 pandemic and post-pandemic period
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The coronavirus disease 2019 (COVID-19) pandemic is changing the management of many chronic diseases,
including that of patients with inflammatory bowel diseases (IBD). In particular, the performance of routine
endoscopy is temporarily suspended, and only emergency endoscopy is allowed in many countries where severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) has spread. We highlight diﬀerent scenarios in which endoscopy
should still be performed urgently in patients with IBD, as well as recommendations regarding the use of personal
protective equipment. We suggest a pathway for performing safe endoscopy and discuss the potential risks of
postponing endoscopy in IBD. Finally, we propose a post-pandemic plan for access to endoscopy.

Introduction
Infection with severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2), leading to coronavirus
disease 2019 (COVID-19), was declared an oﬃcial
pandemic by WHO on March 11, 2020, at which point
infections had been reported in 114 countries.1 As of
April 1, 2020, there had been 823 626 cases of COVID-19
reported worldwide.2
COVID-19 is caused by SARS-CoV-2, a RNA virus
belonging to the family of Coronaviridae that was first
detected in Wuhan, China, in December, 2019. The main
symptoms are sore throat, fever, cough, dyspnoea,
sputum production, myalgia, fatigue, and headache.3
Diarrhoea is reported as a COVID-19-associated symptom
in 2·0–35·6% of patients,4 alongside nausea or vomiting
(1·0–17·3%).5 Other atypical symptoms may include loss
of sense of smell or taste. The cell entry receptor ACE2
appears to mediate the entry of SARS-CoV-2, and is not
only highly expressed in the lung cells, but also
throughout the gastrointestinal tract;6 moreover, ACE2 is
important in controlling intestinal inflammation, the
disruption of which may lead to diarrhoea.7
Given the chronic nature of inflammatory bowel
diseases (IBD) and the medications used to treat them,
there is concern that patients with IBD may be at increased
risk of infection or poorer disease course. This, together
with the need to alter health-care utilisation during the
pandemic, has led to rationing of endoscopic resources in
this patient population. However, there are currently no
specific endoscopic recommendations for patients
aﬀected by IBD based on direct evidence in the midst of
the pandemic. Patients with IBD have been recommended
to follow the general public health measures outlined by
the WHO.8 Patients with IBD, especially those on systemic
corticosteroids, thiopurine, and biologics, are considered
to be moderate-to-high risk patients who are susceptible to
COVID-19 and its complications. The general strategy
expressed by the British Society of Gastroenterology
(BSG), the International Organization for the study of
Inflammatory Bowel Disease (IOIBD), the European
Crohn’s and Colitis Organisation (ECCO), and the Crohn’s
and Colitis Foundation of America (CCFA) is to reduce

contact with health-care settings and thus possible
exposure to COVID-19: all non-essential endoscopic
procedures including colon cancer screening and those
for patients with suspected gastrointestinal cancers have
been cancelled, as these represent a risk for both patients
and health-care personnel in an overstretched healthcare environment.9,10 Only emergency endoscopies are
permitted.11
Therefore, before carrying out a diagnostic or
therapeutic endoscopic examination in patients with
IBD, the risks and benefits of performing the endoscopic
procedure should be considered. It is important to
ensure that the procedure is necessary and urgent.
Candidate patients should be carefully selected, weighing
the risks of transmission for patients and health-care
professionals, and of making a trained endoscopy team
available.
The characteristics of SARS-CoV-2 and its transmission
make endoscopy a potential route for infection, and all
endoscopies should be considered aerosol-generating
procedures. Coughing, gagging, and retching can occur
during upper endoscopy while passing flatus and
pathogen-containing liquid stools can happen in
colonoscopy. A prospective study has demonstrated that
endoscopists are exposed to infectious particles during
gastrointestinal procedures without recognising being
exposed.12 In addition, SARS-CoV-2 may be detectable in
stool for several weeks even after clinical recovery,13,14
although whether stool shedding of viral particles can
transmit infection is, at present, unclear.
It is not always clear when an endoscopy should be
considered as urgent and needs to be performed in
patients with IBD. We considered four diﬀerent urgent
scenarios that could necessitate endoscopy: confirmation
of a new diagnosis, especially in a moderate-to-severe
scenario when biologics may be chosen as a first-line
treatment, given that high-dose corticosteroids might
increase the risk of an adverse outcome for COVID-19; a
severe acute flare-up in patients with ulcerative colitis;
partial bowel obstruction in patients with IBD, which
could be secondary to neoplasia or ileocolonic anastomotic stricture; and cholangitis and jaundice in patients

www.thelancet.com/gastrohep Published online April 16, 2020 https://doi.org/10.1016/S2468-1253(20)30119-9

Lancet Gastroenterol Hepatol
2020
Published Online
April 16, 2020
https://doi.org/10.1016/
S2468-1253(20)30119-9
*Contributed equally
Institute of Translational of
Medicine, Institute of
immunology and
immunotherapy and NIHR
Biomedical Research Centre,
University of Birmingham and
University Hospitals
Birmingham NHS Foundation
Trust, UK (M Iacucci MD,
R Cannatelli MD, N Labarile MD,
Prof S Ghosh MD); Department
of Gastroenterology and
Hepatology, University of
Calgary, Calgary, AB, Canada
(M Iacucci,
Prof R Panaccione MD,
Prof S Ghosh); Department of
Gastroenterology, Spedali Civili
of Brescia, Italy (R Cannatelli);
Section of Gastroenterology,
Department of Emergency and
Organ Transplantation,
University of Bari, Italy
(N Labarile); Department of
Gastroenterology, The First
Affiliated Hospital of Sun YatSen University, Guangzhou,
China (R Mao MD); Department
of Inflammation and
Immunity, Lerner Research
Institute, Cleveland Clinic, OH,
USA (R Mao); IBD Center,
Department of
Gastroenterology, Humanitas
Clinical and Research Center,
Rozzano, Milan, Italy
(Prof S Danese MD);
Department of
Gastroenterology, Hepatology
& Nutrition, Allegheny Health
Network, Pittsburgh, PA, USA
(G S Kochhar MD); and Center
for Inflammatory Bowel
Disease, Columbia University
Irving Medical Center/
New York-Presbyterian
Hospital, New York, NY, USA
(Prof B Shen MD)

1

Rapid Review

Suspected new diagnosis of IBD

Rule out COVID-19

Diagnosis of COVID-19

No diagnosis of COVID-19

Isolation or hospital admission of the
patient according to local guidelines

Stool test to rule out any other
gastrointestinal infection (including
C diﬃcile)

Negative

Positive

Start specific treatment

Rule out IBS

• Emotional state: normal
• Faecal calprotectin: increased
• Blood test: abnormal

• Emotional state: abnormal
• Faecal calprotectin: normal
• Blood test: normal

If signs of moderate-tosevere inflammation

If signs of mild
inflammation*

Perform flexible
sigmoidoscopy or
colonoscopy with biopsies
with standard precautions

Postpone flexible
sigmoidoscopy or
colonoscopy with biopsies
until after the pandemic
period

Probably IBS

Figure 1: Proposed flowchart for suspected new diagnosis of IBD
IBD=inflammatory bowel disease. COVID-19=coronavirus disease 2019. IBS=irritable bowel syndrome.
*Mild defined as no complications, C-reactive protein not elevated or mildly elevated, haemoglobin >110 g/L,
partial Mayo score 2–4 (for ulcerative colitis), Harvey Bradshaw Index 5–7 (for Crohn’s disease).
Correspondence to:
Prof Subrata Ghosh, Institute of
Translational Medicine, Heritage
Building for Research &
Development, University
Hospitals Birmingham NHS
Foundation Trust,
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with known primary sclerosing cholangitis (PSC) with
dominant bile duct stricture. We also propose an
endoscopy plan for gradual return to normal service
post-pandemic.
In certain urgent situations, such as perianal abscess
or fistula, emergency examination under anaesthesia
and drainage or seton placement is necessary and the
colorectal surgeon will generally perform an on-table
flexible sigmoidoscopy to assess the rectum. We have not
discussed these situations for an IBD endoscopist. In all
other situations, use of non-invasive biomarkers, crosssectional imaging such as ultrasonography, or video
capsule enteroscopy to support wise clinical examination
might be able to postpone or replace endoscopic
investigations in patients with IBD during the pandemic.

During the pandemic

Scenario 1: new diagnosis of moderate-to-severe IBD
The threshold for doing endoscopy in patients presenting
with abdominal pain and altered bowel habit has changed
2

during the pandemic; adherence to first principles is
even more important. First, before thinking about a new
diagnosis of IBD, we must carefully consider the
diﬀerential diagnosis and keep in mind the potential
gastrointestinal manifestations of COVID-19: fever and
respiratory symptoms are the most common presenting
features, but these are not the only ones. Of note, the first
case of SARS-CoV-2 infection confirmed in the USA
reported a 2-day history of nausea and vomiting on
admission to hospital and then passed two loose bowel
movements.13 In a study from China, 103 (50·5%) of
204 patients presented with gastrointestinal symptoms,
including anorexia, diarrhoea, and vomiting.15 If a patient
has gastrointestinal symptoms that precede or follow
fever, fatigue, and dry cough, a throat swab for
SARS-CoV-2 should be performed to rule out infection.
Patients with IBD have symptoms that are generally
longer than the acute presentation of COVID-19.
After excluding SARS-CoV-2, other gastrointestinal
infections should be excluded. Loose stools for more
than 4 weeks usually allows discrimination of IBDassociated colitis from most cases of infectious
diarrhoea.16 Microbiological analysis of stool samples
must be done to exclude common pathogens and
Clostridioides difficile.17
In this stressful period, we must not underestimate
negative emotions, which can cause symptoms that
mimic IBD: in patients with abdominal pain and
altered bowel habits we must also assess emotional
state (by phone) and rule out irritable bowel syndrome
(IBS) clinically and by biomarkers. For diﬀerential
diagnosis of IBS and to discriminate it from patients
with IBD, assessment of clinical and biochemical
features is fundamental. Faecal calprotectin should be
requested, since it seems to be the most sensitive
marker of intestinal inflammation in IBD; a cutoﬀ of
150 µg/g (or alternative recommended thresholds for
laboratory-based or point-of-care or home testing kits)
discriminates between IBS and IBD.18 The operational
characteristics of faecal calprotectin in the scenario of
COVID-19 are unclear and the virus may be shed in
stool, which should be taken into consideration before
requesting this test. Home testing kits are preferable to
laboratory testing as laboratory services may be
overwhelmed.
Following these initial investigations, endoscopy is
warranted, in the form of either flexible sigmoidoscopy
or colonoscopy with biopsies, for patients who continue
to have symptoms and for whom there remains a high
suspicion of moderate-to-severe IBD. This procedure
should be done to establish a diagnosis and to determine
severity before embarking on therapy, which might
include early introduction of biologics. In addition, in
patients with a clinical suspicion of Crohn’s disease and
who have a normal endoscopy, visualisation of the small
intestine is necessary.17 Transabdominal ultrasonography
may be useful and is relatively non-invasive. We suggest
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postponing endoscopic diagnosis for patients who show
mild inflammation on blood tests and faecal calprotectin
until the COVID-19 situation improves. These suggestions are summarised in the figure 1.

Severe acute flare-up of ulcerative colitis

Rule out COVID-19

Scenario 2: severe acute flare-up of ulcerative colitis
A severe acute flare-up in patients with ulcerative colitis
during this pandemic period poses a substantial
challenge. The patient could present with symptoms of
severe ulcerative colitis (eg, bloody diarrhoea, abdominal
pain, fever, and increased inflammatory biomarkers)19,20
that could be similar to those of COVID-19. However,
rectal bleeding is not common in COVID-19.
Therefore, the first step is to rule out the symptoms
being secondary to or associated with COVID-19. Blood
tests could be non-specific because an increase in
inflammatory markers such as C-reactive protein and
ferritin may occur in either disease, though occasionally
ferritin levels can be low in ulcerative colitis. Patients with
COVID-19 could have leucopenia (particularly lymphopenia) and thrombocytopenia,21 while patients with a
flare-up of ulcerative colitis usually have normal or higher
than normal leucocytes and lymphocytes and increased
platelet count. If patients also present with respiratory
symptoms (eg, cough, dyspnoea), or myalgia or fatigue,3
or they had contact with SARS-CoV-2-positive patients, or
have travelled from areas deemed to be of high risk for
COVID-19 in the previous 14 days, a chest CT scan, SARSCoV-2 nucleic acid detection in the respiratory tract with a
nasopharyngeal swab,22 or both, should be done to screen
for infection. In all cases, standard stool tests should be
done for intestinal bacteria (Salmonella, Shigella,
Campylobacter, Yersinia, enteropathogenic and enterohaemorrhagic Escherichia coli) and for C diﬃcile toxin, and
a blood test for cytomegalovirus DNA should also be done
to allow diﬀerential diagnosis with other causes of
diarrhoea.20
Once the diagnosis of an acute severe flare-up of
ulcerative colitis is considered likely and if the patient
has not had a colonoscopy in the past 3 months, a flexible
sigmoidoscopy (at a minimum) should be done to
confirm the clinical suspicion, to define the extent (left
sided or more extensive), and to take biopsies to rule out
the presence of other infections (eg, cytomegalovirus).23,24
Even in a pandemic situation, a baseline endoscopy is
important to be able to start potentially high-risk therapy
with conviction. If a patient has had a recent colonoscopy
within the past 3 months that showed moderate-to-severe
ulcerative colitis (Mayo endoscopic score 2–3), omission
of flexible sigmoidoscopy might be left to the discretion
of the gastroenterologist, given the risks presented by
endoscopy during the pandemic, and to simply use the
baseline panel of investigations described above to rule
out infectious causes. One should note that elevated
cytomegalovirus DNA titres, following discussion with
colleagues in infectious disease, should always mandate
flexible sigmoidoscopy.

Does the patient have respiratory symptoms?
Has the patient had contact with SARS-CoV-2-positive patients?
Has the patient travelled from high-risk areas in the past 14 days?

If the answer to all these question is NO

If the answer to all these question is YES

Perform chest CT scan and/or
SARS-CoV-2 nucleic acid detection in the
respiratory tract with a swab

• Stool test to rule out any other
gastrointestinal infection
• Test for C diﬃcile toxin
• Test for CMV DNA

No diagnosis of COVID-19

Confirmed diagnosis of flare-up of
ulcerative colitis

Diagnosis of COVID-19

Admit the patient to a
dedicated COVID-19 ward

Has the patient had a colonoscopy in the
previous 3 months?

No

Perform flexible
sigmoidoscopy
with biopsies with
standard precautions

Yes

Admit the patient and
start treatment

Figure 2: Proposed flowchart for severe acute flare-up of ulcerative colitis
CMV=cytomegalovirus. COVID-19=coronavirus disease 2019.

Patients with a Mayo endoscopy score of 3 and
systemic symptoms should be admitted, tested for
COVID-19 if this has not already been done; intravenous
treatment should be started as soon as possible.20 The
use of corticosteroids during the COVID-19 pandemic is
controversial.25 Biologics (eg, anti-TNF or anti-integrin
agents) should also be considered, once any other
infection is ruled out or as a rescue therapy.20,26 While the
choice of best therapy in the pandemic scenario is
controversial, biologics may be preferred as a nonsteroid option in epidemic regions to avoid adverse
outcomes of COVID-19 due to steroid exposure. These
suggestions are summarised in figure 2.

Scenario 3: Sub-acute obstruction in patients with IBD
IBD is associated with development of multiple
complications including sub-acute obstruction. Patients
with ulcerative colitis and with colonic Crohn’s disease
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Jaundice in patient with
IBD and primary sclerosing
cholangitis

Obstruction in patient with IBD

• Increased jaundice
• Fever
• Abdominal pain

Rule out COVID-19
Rule out COVID-19
Does the patient have respiratory symptoms?
Has the patient had contact with SARS-CoV-2-positive patients?
Has the patient travelled from high-risk areas in the past 14 days?

If the answer to all of these questions is NO

If the answer to all of these questions is YES

Perform abdominal CT/MRI scan

Perform chest and abdominal CT scan

No diagnosis of
COVID-19

Diagnosis of
COVID-19

Start intravenous
antibiotics

Admit the patient
to a dedicated
COVID-19 ward
and start treatment

Perform MRCP
No diagnosis of COVID-19

Inflammatory stenosis

Fibrotic/neoplastic stenosis

Medical treatment

Perform flexible
sigmoidoscopy or
colonoscopy with biopsies
with standard precautions

Perform endoscopic
balloon dilatation

Diagnosis of COVID-19

Admit the patient to a
dedicated COVID-19 ward
and treat the obstruction,
if it is present

No dominant stricture

Perform ERCP with
standard precautions
and intervene if
needed

Continue intravenous
antibiotics and
evaluate patients
again if there no
response

Figure 4: Proposed flowchart for cholangitis and jaundice in patients with
IBD and PSC
COVID-19=coronavirus disease 2019. ERCP=endoscopic retrograde
cholangiopancreatography. IBD=inflammatory bowel disease. MRCP=magnetic
resonance cholangiopancreatography. PSC=primary sclerosing cholangitis.

Refer for surgical
consultation

Figure 3: Proposed flowchart for sub-acute obstruction in patients with IBD
COVID-19=coronavirus disease 2019. IBD=inflammatory bowel disease.

have an increased risk of developing colorectal cancer,19
and so detection of a new colonic stricture is important
and should be considered a priority to exclude malignancy.
The American Society for Gastrointestinal Endoscopy
(ASGE), the European Society of Gastrointestinal
Endoscopy (ESGE), and the BSG consider gastrointestinal
obstruction needing urgent decompression or stenting to
be among the procedures that should still be done during
the pandemic.11 Obstructive strictures in patients with
IBD are commonly accompanied by nausea, vomiting,
weight loss, and abdominal pain, and require rapid
medical, endoscopic, or surgical intervention.27
A patient with ulcerative colitis presenting with partial
obstructive symptoms is of particular concern since this
is highly suggestive of a new colorectal cancer. These
patients should be a high priority for colonoscopy with
minimal preparation for diagnosis by colonoscopy and
biopsies. The operator may consider temporary stenting
or balloon dilatation if surgery has to be postponed.
However, cross-sectional imaging is more worthwhile
in patients with Crohn’s disease with partial obstructive
symptoms, and endoscopy should be avoided if possible.
Nevertheless, in patients known to have post-operative
ileocolonic stricture requiring periodic endoscopic
4

Dominant stricture

balloon dilatation, colonoscopy might be urgently
necessary if these patients present with increasing subacute obstructive episodes. Medical treatment might
alleviate a stricture with a predominantly inflammatory
component, but 40% of patients might require urgent
surgery for malignancy or benign stricture,28 which
could be challenging in the pandemic situation. Patients
under programmed sessions of endoscopic dilatations
for strictures should not have these sessions deferred,
since these patients might otherwise end up being
hospitalised.
In patients with strictures at the site of ileocolonic
anastomosis, which is characterised by a high rate of
recurrence, the role of medical therapy is limited. Surgery
has been the main treatment for those with symptomatic
ileocolonic anastomosis strictures. However, up to 30% of
patients with primary ileocolonic anastomosis could
require multiple operations with postoperative morbidity
and mortality.29 Evidence increasingly supports endoscopic
balloon dilation as a safe and eﬀective alternative to
surgery, with the best results for anastomotic strictures
rather than de-novo strictures30 and also for those with
length of less than 4 cm.31,32 Therefore, treatment is justified
even in this pandemic scenario. These suggestions are
outlined in figure 3.
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Before starting the diagnostic pathway, risk
assessment for COVID-19 should be done 1–2 days
before endoscopy (preferably by phone) and also on the
day of endoscopy for all partially obstructed patients.
Testing for patients for COVID-19 is required, using
RT-PCR whenever possible.33 This is important if the
partially obstructed patient needs to have limited bowel
preparation, since vomiting can be hazardous in an
infected patient.

Scenario 4: worsening cholangitis and jaundice in
patients with IBD and PSC
Cholangitis in a patient with PSC associated with IBD is
an urgent presentation.34 In this cohort of patients,
presentation with increasing jaundice, rising alkaline
phosphatase concentrations, and cholangitis with evidence
of dominant stricture on magnetic resonance cholangiopancreatography (MRCP) necessitates emergency or
urgent endoscopic retrograde cholangiopancreatography
(ERCP) and therapeutic intervention. This approach is
necessary to relieve the biliary obstruction and obtain
brushings for cytology and endobiliary biopsies to rule out
cholangiocarcinoma, which can aﬀect further management
decisions. This approach is in accordance with the ESGE/
European Association for the Study of the Liver guidelines35
and should also apply in the pandemic situation. We
suggest ruling out COVID-19 before treatment;
nonetheless, in the case of jaundice, the diagnosis of
worsening cholangitis is more certain than in the previous
scenarios. After imaging (eg, MRCP) to confirm the
clinical diagnosis, we suggest performing ERCP with
standard precautions for management of a dominant
stricture. Planning for such a scenario should involve
radiology and endoscopy personnel, as well as intensive
care, if necessary. A flowchart for these patients is shown
in figure 4.

PPE precautions for endoscopy
The presence of SARS-CoV-2 has been demonstrated in
the faeces of 53·4% of patients with COVID-19;36 however,
whether the viral RNA detected in faecal samples
correlates with infectious viral particles is, at present,
unclear.37 Nonetheless, there exists the possibility of
faecal–oral transmission, although this also remains
unproven. In light of these observations, colonoscopy
should be considered as requiring protection for healthcare staﬀ, particularly the operator.38
ASGE39and ESGE40 have published general guidelines
for infection control during endoscopy. Alongside the
general precautions for safety of patients, doctors, and
nurses, additional measures should be taken to avoid
transmission of SARS-CoV-2, in particular, hand hygiene,
use of personal protective equipment (PPE), and cleaning
of the surfaces in the environment.
ESGE has also updated their guidelines for reprocessing
endoscopes and endoscopic accessories using a standardised method, minimising the contact of instruments

New diagnosis of IBD

Severe acute flare-up of
ulcerative colitis

Partial colonic obstruction in
patient with IBD

• Clinical evaluation of patient (other symptoms, etc)
• Blood test (complete blood count, CRP, CMV DNA, etc)
• Stool test (including C diﬃcile)

Rule out COVID-19
• Perform chest CT scan and/or SARS-CoV-2 nucleic acid
detection in the respiratory tract with a swab

Perform endoscopy

• If possible, use a dedicated endoscopy room
• Negative pressure room preferred
• If it is not available, wait 1 h with opened windows
before and after the endoscopy
• Wear PPE during entire procedure

After the endoscopy, carefully clean the room
(surfaces and air)

In addition:
• Relatives and caregivers are not permitted
• Patients should wear facial mask and gloves

Figure 5: Proposed flowchart for endoscopy in patients with IBD during the COVID-19 pandemic
CMV=cytomegalovirus. COVID-19=coronavirus disease 2019. CRP=C-reactive protein. IBD=inflammatory bowel
disease. PPE=personal protective equipment.

with the environment and staﬀ. No cases of transmission
of hepatitis B or C viruses, and of HIV, have been linked
to endoscopy when appropriate cleaning has been
performed.40
Safety should be optimised by stringent cleaning of the
environment in which endoscopy is to be performed.
SARS-CoV-2 is eliminated by common detergents,32,40 and
ultraviolet irradiation and ozone treatment should be
used in endoscopy units to clean and sterilise the air,
endoscopic equipment, oﬃce tables, and walls. Moreover,
a chlorine-containing detergent is recommended for
everyday floor cleaning.41 ASGE guidelines39 suggest
performing endoscopy in a negative pressure room if
respiratory infection is suspected, with the next patient
not being admitted until at least 30 min have passed.
However, this is not always feasible in many hospitals.
Repici and colleagues42 suggest that the air in the
endoscopy room should be cleaned by opening the
windows and waiting at least 1 h before admitting the
next patient. Endoscopy lists will have to be very slow.
Attention should also be given to the questioning of
patients before the endoscopy, in particular about contact
with infected or symptomatic people, whether there is
someone in their family with fever, cough, or diarrhoea,
or if the patient has travelled in the past 14 days to highrisk areas. Chest CT should be considered case-by-case
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Panel: Prioritising access to endoscopy for patients with IBD in the post-pandemic
period
1. Priority after pandemic
• Patients with mild-to-moderate flare-up confirmed by faecal calprotectin and blood
tests (increased C-reactive protein, leucocytosis, anaemia): ileopancolonoscopy or
sigmoidoscopy with biopsies to assess disease activity and to exclude cytomegalovirus
infection
• Patients with symptoms of mild sub-acute obstruction or high risk of cancer that have
already had an MRI, CT, or ultrasound that confirmed intestinal narrowing
• Patients with longstanding IBD in surveillance for colorectal cancer if they had
dysplasia in the previous colonoscopy, primary sclerosing cholangitis, or a first-degree
relative of a patient with colorectal cancer
• Endoscopic resection in patients with low-grade or high-grade dysplastic colonic
lesions detected in a previous colonoscopy
• New diagnosis of IBD with faecal calprotectin and blood tests suggesting mild-tomoderate inflammation
• Surveillance to prevent or detect post-operative recurrence within 1 year of surgery if
the patient is symptomatic or faecal calprotectin and blood tests worsening
• Symptomatic patients with moderate pouchitis and altered blood test results
(eg, C-reactive protein)
• Endoscopy after 6 months of biological therapy in symptomatic patients with altered
blood tests or faecal calprotectin
2. Postponed with plan to perform endoscopy 3–6 months after pandemic period
• Surveillance to prevent or detect post-operative recurrence within 1 year of surgery if
the patient has normal faecal calprotectin and blood test results
• New diagnosis of IBD with faecal calprotectin and blood test results suggesting mild
inflammation
• Endoscopy after 6 months of biological therapy in asymptomatic patients with
normal blood test and faecal calprotectin, to check for mucosal healing
• Mild pouchitis
3. Postponed until after 6 months
• Patients in remission, confirmed by the most recent endoscopy and with normal
faecal calprotectin and blood test results, to decide whether to continue biologics
(since residual mucosal inflammation could lead to relapse soon after discontinuation
of biologics)
• Patients with flare-up not confirmed by faecal calprotectin and blood test results
• Patients with longstanding IBD in surveillance for colorectal cancer if they had not had
dysplasia, stricture, polyps, or histological inflammation in the previous
two colonoscopies and in the absence of other risk factors

See Online for appendix
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and it should be performed in suspected cases to rule out
COVID-19.43 At present, it might be best to consider all
patients at high risk and to take adequate precautions.
The European Centre for Disease Prevention and
Control (ECDC) suggest using a filtering face piece (FFP)
respiratory class 2 or 3 (FFP2 or FFP3), goggles, or face
shield to protect the eyes, together with long-sleeved waterresistant gowns and gloves during aerosol-generating
procedures.44 Guidance on how to put on and remove PPE
is available online.44 Colonoscopy and upper endoscopy
will need to follow the same PPE protocol. We suggest
wearing FFP2 or FFP3 and PPE throughout the whole
endoscopy, including during interrogation of the patient
and writing of the report post-endoscopy (appendix).

Repici and colleagues42 have published suggestions
regarding how to perform safe routine endoscopy,
stratifying patients into high, intermediate, and low risk
of transmitting infection. This classification was initially
created for patients with any condition that required
endoscopy and at the beginning of the outbreak, when
routine endoscopy was allowed; however routine endoscopy has now been discontinued in many hospitals.
Therefore, all patients, including those with IBD, should
be considered as high-risk patients before undergoing
urgent endoscopy. Risk should be determined on the
basis of a chest CT scan, SARS-CoV-2 RT-PCR testing of
nasopharyngeal swab, or both, to rule out infection, and
results should be double-checked. We recommend a
careful evaluation of patients before their entry to the
endoscopic unit. 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.
As patients with IBD are often receiving treatment with
immunomodulators or biologics, they could be more
susceptible to COVID-19; current global registries will
provide further information in this regard.9 We suggest
that such patients should wear facial mask and gloves
and that, where possible, a separate endoscopy room
should be used for these vulnerable patients. A flowchart
for these patients is shown in figure 5.

Risks in postponing endoscopy in patients with
IBD
At present, it is uncertain how long the COVID-19
pandemic will continue, and thus we do not know how
long it will be before endoscopic units return to
functioning at normal capacity. In the era of treating to
target, with the goal of mucosal healing, it may be
necessary to re-evaluate and prioritise endoscopic needs
post-pandemic. Patients with IBD have a chronic disease
with periods of relapse and remission45 requiring
endoscopy to monitor not only the eﬃcacy of therapy46
but also to screen for dysplasia and colorectal cancer.47,48 A
prolonged period without endoscopy could have longterm implications for these patients.
Delayed surveillance colonoscopy could increase the
risk of high-grade dysplasia and colorectal cancer
diagnosis. The ideal system would organise regular
surveillance colonoscopy to prevent development of
colorectal cancer; however, the precise intervals
between surveillance colonoscopies is uncertain in
patients with IBD. Longer intervals may increase the
probability of developing an advanced colorectal
cancer.49 Many countries have established surveillance
programmes, with patients starting surveillance with
dye chromoendoscopy 8 years after the beginning of
symptoms or every year after the diagnosis of PSC.23,50
After the first colonoscopy, patients undergo further
colonoscopies either every year, every 3 years, or every
5 years, depending on their risk.19,51 A study published
in 2019 indicated that after two consecutive negative
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colonoscopies and in the presence of no other risk
factors, there is a low risk of advanced neoplasia and an
interval longer than 2 years could be considered.52
One must also consider patients who have already had a
diagnosis of low-grade dysplasia or high-grade dysplasia
and who are waiting for endoscopic removal or have
already had endoscopic removal and who should have the
site of the resection checked. Data indicate that the risk of
developing high-grade dysplasia or colorectal cancer in
the 5 years after initial diagnosis of low-grade dysplasia is
19·5%; 20 patients out of 172 developed colorectal cancer,
but only in six patients was it preceded by high-grade
dysplasia.53 The risk for these patients with a diagnosis of
low-grade dysplasia or high-grade dysplasia could be
deemed moderate to high.
Patients with colonic IBD who have recently started
therapy using agents such as biologics, JAK inhibitors, or
azathioprine, should undergo endoscopy to assess the
eﬃcacy of treatment after 6–12 months.20 However, other
tools could be used (eg, faecal calprotectin54 or bowel
ultrasound17,19). As such, endoscopic monitoring may not
be essential.
A further risk is missed detection of early post-operative
recurrence in patients with Crohn’s disease after ileocolonic surgery. Ileocolonoscopy to check the anastomosis
site should be performed within 6–12 months after the
surgery.55 Indirect tools, such as faecal calcprotectin,56
bowel ultrasound, and magnetic resonance enterography,
have been shown to be useful in disease monitoring and
may help avoid endoscopy.55
In addition, the status of monitoring colonoscopies in
clinical trials must be considered in discussion with trial
sponsors and research ethics committees; often, these may
be deferred or cancelled, but it is important to try to keep
patients in clinical trials, as these provide important
therapeutic options to patients where the alternatives may
be more challenging in the current situation (eg, surgery).

Endoscopy in the post-pandemic period
When the pandemic comes to an end, we will face two
major problems: prevention of new outbreaks and long
waiting lists due to cancellations of endoscopic
procedures in the pandemic period. The number of daily
endoscopic examinations will not be able to return
immediately to the levels seen pre-pandemic. Sensible
plans to ramp up endoscopic examinations will need to
be formulated. Selection and stratification of patients
according to an order of priority will be necessary—ie, to
anticipate endoscopies that cannot be deferred any
further and to postpone others, following precise
indications.
To prioritise, we could stratify patients according to
clinical symptoms, blood test results, non-invasive
inflammatory markers, use of biologics, history of recent
bowel resection, and previous history of dysplasia or
cancer. We propose three diﬀerent degrees of priority
with diﬀerent time periods of postponement (panel).

Search strategy and selection criteria
Sources for this paper were identified through searches of
PubMed and Medline using the terms “Covid-19, Sars-Cov-2,
inflammatory bowel disease, endoscopy” for the introduction
and “diagnosis, flare-up, bowel obstruction, primary sclerosing
cholangitis (PSC), personal protective equipment, colorectal
cancer, dysplasia, mucosal healing, post-operative recurrence,
clinical trial” for the scenarios. Of all resulting articles, we
selected the latest guidelines of the major gastrointestinal and
endoscopy societies and their last recommendations regarding
the outbreak of COVID-19 (sometimes including online
published suggestions), reviews, and articles for their clinical
relevance and alignment to the aim of our paper, as well as
relevant references cited in those articles.

Collection of data during the post-pandemic period about
the consequences of postponed endoscopy in the
management of patients is essential.

Conclusion
During the COVID-19 pandemic, it is important that
gastroenterology teams continue to oﬀer urgent
endoscopic investigations and other relevant investigations to patients with IBD in specific situations—
eg, to establish the diagnosis in a new presentation of
moderate-to-severe IBD, to assess a patient with
ulcerative colitis presenting with features of severe acute
colitis, to make a diagnosis when a patient with IBD
presents with sub-acute obstruction, and in cases of
cholangitis with dominant bile duct stricture in patients
with IBD and PSC. In all other situations, endoscopy
could be deferred. However, postponed endoscopies
may need to be prioritised according to a plan after
routine endoscopies become feasible again in the postpandemic period. All procedures should be performed
with stringent safety precautions and PPE, since all
endoscopies can generate aerosol droplets and pose a
risk of transmission of SARS-CoV-2.
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