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1.  INTRODUCCIÓ
Davant la situació d’Emergència Sanitaria a Catalunya degut a la pandèmia per 
la COVID-19 causada pel virus SARS-CoV-2, la Societat Catalana de Digestologia 
(SCD) i la Societat Catalana d’Endoscòpia Digestiva Mèdico-Quirúrgica (SCMQ) 
van formular unes recomanacions a les unitats d’endoscòpia per tal de contenir 
la propagació de la malaltia. Un cop superada la primera fase de la pandèmia i 
en el context d’un progressiu descens dels casos hospitalitzats, es planteja com 
reprendre a una activitat de les unitats d’endoscòpia, adaptada en fases segons 
l’evolució de la pandèmia.
Les prioritats del document han estat dos:  
• Oferir la màxima qualitat en l’atenció als nostres pacients i  
• Mantenir un alt nivell de protecció, tant pels pacients com pel personal sanitari. 
Per això un grup d’especialistes de les dos societats han elaborat unes 
recomanacions per tal d’estructurar la tornada progressiva a una activitat 
adaptada a l’evolució de la pandèmia per tal que sigui el més ràpida possible, 
sempre tenint en compte tant la seguretat del pacient com la del personal de les 
unitats d’endoscòpia. 

2.  ASPECTES RELACIONATS AMB LA PRIORITZACIÓ I REPROGRAMACIÓ DE LES  
 PROVES ENDOSCÒPIQUES

2.1.  Prioritzar i reprogramar en funció de la gravetat
 Per tal de prioritzar i reprogramar en funció de la gravetat, es recomana 

seguir  els criteris de priorització establerts per l’AEG-SEED. El document 
encara està en fase d’elaboració, pel que s’annexa un full d’Excel provisional, 
(Annex 1). Es recomana programar inicialment aquelles exploracions de 
prioritat 1. Posteriorment procedirem, en funció de les disponibilitats de 
cada unitat, a programar les de menor prioritat, de manera progressiva. 
S’entén que aquests criteris son un ajut a la decisió, però no substituiran el 
criteri clínic i en molts casos es precisarà d’una valoració individual cas per 
cas. També s’adjunten les recomanacions de la ESGE ja publicades per la 
priorització i reprogramació de les proves endoscòpiques (Annex 2, figura 2). 

2.2. Endoscòpies digestives baixes (EDB) 
 En el cas de les Endoscòpies digestives baixes (EDB) per símptomes a les 

que es pretengui descartar una neoplàsia de còlon-recte es proposa realitzar 
primer un test immunològic de sang oculta a la femta per valorar la seva 
priorització. Es recomana realitzar primer aquelles exploracions amb una 
prova positiva (punt de tall de > 10 ug/g, adaptable a les capacitats de cada 
unitat).

2.3. Circuit de sol•licitud d’exploracions endoscòpiques  
 Es recomana modificar el circuit de sol•licitud d’exploracions endoscòpiques 

provinents dels metges d’atenció primària. En aquest sentit es recomana 
no programar noves peticions de rutina provinents d’atenció primària fins 
a la normalització de l’activitat i la realització de les d’exploracions que es 
considerin preferents actualment diferides.
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 Es recomana establir sistemes de coordinació amb atenció primària per tal 
de donar suport a la priorització de les proves i garantir que aquesta s’ajusti 
a les presents recomanacions. En aquest sentit es pot valorar la creació de 
circuits que facilitin la realització de el test de sang oculta en femta i l’ús de 
sistemes àgils de comunicació com són les consultes virtuals.

2.4. No reactivar el programa de detecció precoç 
 Es recomana no reactivar el programa de detecció precoç del càncer de 

còlon i recte. Per tant, caldrà acordar amb els responsables del programa 
que no es reactivi l’enviament de cartes per convidar a participar mitjançant 
la determinació de sang oculta en femta fins al restabliment de l’activitat 
adaptada post-pandèmia. 

 Els participants d’aquest programa que prèviament a la situació d’emergència 
sanitària tinguin un resultat de sang oculta en femta positiu, es programarà 
una colonoscòpia amb els criteris de priorització de la AEG-SEED (Annex 1).

3. ASPECTES RELACIONATS AMB SEGURETAT
Els aspectes de seguretat es podran modificar a mesura que disposem de mètodes 
serològics fiables que demostrin que la població i el personal d’endoscòpia ha 
adquirit immunitat.

3.1. Cribratge de tots els pacients i personal 
 Es recomana no reactivar el programa de detecció precoç del càncer de 

còlon i recte. Per tant, caldrà acordar amb els responsables del programa 
que no es reactivi l’enviament de cartes per convidar a participar mitjançant 
la determinació de sang oculta en femta fins al restabliment de l’activitat 
adaptada post-pandèmia. 

3.1.1.  Pacients
  Per programar les proves endoscòpiques es imprescindible 

determinar si el pacient presenta una infecció per SARS-CoV-2. 
   Es recomana: 

a. Triatge telefònic previ: Un a tres dies abans de l’endoscòpia 
es realitzarà una entrevista estructurada sobre els símptomes 
i contactes. Si el pacient presenta símptomes de COVID 19 o ha 
tingut contacte íntim recent amb un pacient COVID positiu, es 
diferirà l’endoscòpia i l’avaluació prèvia unes 2-3 setmanes fins el 
pacient estigui asimptomàtic. 

b. Triatge amb test previ: Un a tres dies abans de l’endoscòpia es 
realitzarà un frotis nasal i faringi amb determinació de la PCR 
del SARS-CoV-2 a tots els pacients. En cas d’un resultat positiu 
es diferirà l’endoscòpia fins que es comprovi que s’ha superat la 
fase contagiosa (2-3 setmanes). Les úniques excepcions seran les 
endoscòpies amb indicació de risc vital (generalment, hemorràgia 
digestiva alta o baixa, impactació de cos estrany i colangitis 
obstructiva). 
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c. Triatge el dia de la prova: es demanarà als pacients que informin 
sobre l’aparició de nous símptomes, es tornarà a realitzar una 
entrevista estructurada de símptomes i contactes, i una presa de 
temperatura corporal. 

d. En cas de que no es disposi d’una PCR del pacient abans de 
l’endoscòpia o dubtes de la fiabilitat de la mateixa  (retard >3-4 dies 
entre data PCR - data programació), es procedirà a la prova amb 
totes les precaucions recomanades per a pacients amb COVID 19. 

3.1.2. Personal Sanitari
  Es recomana el cribratge setmanal de tot personal d’endoscòpia amb PCR 

per SARS-CoV-2 amb frotis nasal i faringi

3.2  EPIs
 En funció de si el pacient és COVID + o no el nivell de protecció serà de 

risc alt o intermedi respectivament. Es seguirà les recomanacions ja 
establertes per la SCD i la SCMQ. Estan disponibles a la web de la SCD com a 
document de posicionament. D’acord amb aquest document, tot el personal 
d’endoscòpia haurà de poder disposar del material de protecció adequat 
segons la implicació que es tingui amb el procediment.

4.  ASPECTES RELACIONATS AMB L’ESTRUCTURA
4.1  Progressió de l’activitat
 Es recomana progressar a l’activitat adaptada post-pandèmia en un 

sistema de tres fases. La progressió d’una fase a un altre es farà en funció 
de que es disposi dels recursos necessaris. El moviment entre fases pot 
ser bidireccional depenent de la situació epidemiològica. Per tant, les 
fases seran dinàmiques i seria possible tant tornar a una fase prèvia com 
progressar a una fase més avançada.  

 De forma general, es recomana anular l’activitat programada en un període 
d’almenys 2 setmanes, i anar programant les proves de pacients prioritzats 
seguint les recomanacions de l’AEG-SEED. 

 Fase 1: Correspon al funcionament d’endoscòpia en el període de pandèmia. 
Els recursos i personal d’endoscòpia estan dedicats de manera pràcticament 
exclusiva al tractament dels pacients amb COVID. Solament es disposa d’un 
equip d’endoscòpia. Només és possible fer aquelles endoscòpies urgents o 
de pacients hospitalitzats.  

 Fase 2 o de transició: es comença a augmentar l’activitat endoscòpica. 
S’inclouen totes aquelles endoscòpies urgents que ja es fan a la Fase 1 + 
aquelles endoscòpies ambulatòries establertes com prioritat alta (1) per 
l’AEG-SEED. En funció de la disponibilitat s’ampliarà progressivament a les 
endoscòpies amb prioritat mitja si és viable segons els criteris de priorització 
establerts per l’AEG-SEED. 

 S’iniciarà amb l’obertura d’una segona sala d’endoscòpia, ampliant 
progressivament el número de sales segons les capacitats dels centres. 
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 Per obrir una nova sala caldrà disposar del personal sanitari corresponent, 
alliberat de tasques relacionades amb la cura dels pacients COVID i EPIs, 
suficients per assegurar el funcionament de la sala durant la següent 
setmana. 

 La Fase 3 correspon a la de normalitat adaptada post-pandèmia: 
 Caldrà que  tot el personal i les sales estiguin treballant al 100%. S’hauran 

de mantenir  les normes de seguretat esmentades en aquest document.
 Es programaran de forma progressiva les endoscòpies amb prioritats mitja 

i baixa,  segons els criteris de priorització establerts per l’AEG-SEED. Un 
cop fetes les endoscòpies demorades es plantejarà iniciar amb les que 
poden esperar entre 6-12 mesos, els seguiments programats i finalment, es 
plantejarà la reactivació del programa de cribratge de CCR. 

Figura 1. Fases de la reactivació de l’activitat d’endoscòpia
Activitat de les unitats d’Endoscòpia per fases segons capacitat (personal, EPI i test)

4.2 .  Mesures generals 
 De forma general i independent de la fase s’ha de: 

a.  Determinar setmanalment les sales que hi haurà disponibles en funció 
de l’evolució de l’epidèmia i els recursos de personal i seguretat.  

b.  Disposar de tot l’equipament de monitorització i reanimació 
cardiopulmonar necessaris per dur a terme les endoscòpies amb la 
màxima seguretat possible. 
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c.  Assegurar la distància correcte entre pacients a la sala de recuperació i a 
les sales d’espera. 

d. En cas d’endoscòpies urgents i si hi ha varis pacients COVID +, fer una 
sala d’alt risc. En cas de tenir solament una sala,  intentar deixar els 
pacient COVID + per a l’últim del dia i fer posteriorment neteja i ventilació 
exhaustiva de la sala.

e. Neteja de sales: en cas d’alt risc o COVID + activar el protocol de cada 
centre. En cas de baix risc, assegurar de disposar del personal que 
garanteixi una correcta neteja de les superfícies després de cada 
procediment en fase activa de la pandèmia.

4.3 Volum de programació 
 D’ara endavant s’hauran d’adoptar mesures de seguretat més estrictes 

(EPIs, neteja de sales, etc), que probablement s’hauran de mantenir de 
manera indefinida. En funció de l’experiència d’aquests dies, el circuit 
per realitzar una endoscòpia digestiva és molt més lent del que es podia 
fer prèviament a la pandèmia. Això afecta directament a les agendes i la 
capacitat de realitzar exploracions per dia i sala. 

 Es recomana que en el cas de passar a la fase 2 i quan es realitzin 
exploracions diagnòstiques, es programin entre 4-6 pacients per sala i 
sessió d’aproximadament 5 hores. En cas d’exploracions terapèutiques, 
aquest temps haurà de ser variable en funció del tipus de procediment i 
l’expertesa. A mesura que s’avanci en la progressió de les fases, el número 
d’exploracions per sala i dia pot ser molt variable i s’haurà d’adaptar segons 
les idiosincràsies de cada centre.  



10

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

5.  BIBLIOGRAFIA
1.  COVID-19: protecting health-care workers. Lancet. 2020 Mar 21;395(10228):922.
2.  ESGE and ESGENA Position Statement on gastrointestinal endoscopy and the 

COVID-19 pandemic. Endoscopy. 2020 Apr 17. doi: 10.1055/a-1155-6229.
3.  Repici A, Maselli R, Colombo M, et al. Coronavirus (COVID-19) outbreak: what 

the department of endoscopy should know. Gastrointest Endosc. 2020 Mar 14. 
pii: S0016-5107(20)30245-5. doi:10.1016/j.gie.2020.03.019.

4. Danese S, Ran ZH, Repici A, et al. Gastroenterology department operational 
reorganisation at the time of covid-19 outbreak: an Italian and Chinese 
experience. Gut. 2020 Apr 16. pii:gutjnl-2020-321143. doi: 10.1136/
gutjnl-2020-321143. 

5. Repici A, Pace F, Gabbiadini R, et al; ITALIAN GI-COVID19 Working Group. 
Endoscopy units and the COVID-19 Outbreak: A Multi-Center Experience from 
Italy. Gastroenterology. 2020 Apr 10. pii: S0016-5085(20)30466-2. doi: 10.1053/j.
gastro.2020.04.003. 

6. Castro Filho EC, Castro R, Fernandes FF, et al. Gastrointestinal endoscopy 
during COVID-19 pandemic: an updated review of guidelines and statements 
from international and national societies. Gastrointest Endosc. 2020 Apr 5. pii: 
S0016-5107(20)34132-8. doi: 10.1016/j.gie.2020.03.3854.

7. Document de posicionament de la Societat Catalana de Digestologia i la 
Societat Catalana d’Endoscòpia Digestiva Médico-Quirúrgica. Mesures de 
contenció en les unitats d’endoscòpia davant el COVID-19. 

 http://www.scdigestologia.org/docs/docs_posicionament/24_MESURES_DE_
CONTENCIO_DEL_COVID-19.pdf



11

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

CO
DI

CÓ
DI

GO
 D

E P
RI

OR
ID

AD
 (v

er
 le

ye
nd

a a
 la

 d
er

ec
ha

)
1

2
3

4
5

6
AS

IS
TE

NC
IA

 TE
LE

M
ÁT

IC
A 

RE
CO

M
EN

DA
DA

AL
TA

M
ED

IA
BA

JA
DE

M
OR

AB
LE

 
(ra

ng
o 

6 
- 1

2 
m

es
es

)
SE

GU
IM

IE
NT

OS
 

PR
OG

RA
M

AD
OS

SU
SP

EN
DE

R 
/ 

RE
EV

AL
UA

R 
NE

CE
SID

AD

GA
ST

RO
SC

OP
IA

1
Ha

lla
zg

os
 ra

di
ol

óg
ico

s d
e 

alt
a s

os
pe

ch
a d

e 
ne

op
las

ia 
o 

es
te

no
sis

1
2

Po
r s

ín
to

m
as

3
Di

sfa
gia

 u
 o

di
no

fa
gia

 gr
av

es
 o

 rá
pi

da
m

en
te

 p
ro

gr
es

iva
s

1
4

Di
sfa

gia
 d

e 
du

ra
ció

n 
su

pe
rio

r a
 6

 m
es

es
 o

 n
o 

pr
og

re
siv

a
2

5
Di

sp
ep

sia
 o

 ER
GE

 co
n 

sig
no

s /
 sí

nt
om

as
 d

e 
ala

rm
a (

pé
rd

id
a d

e 
pe

so
, a

no
re

xia
, a

ne
m

ia.
..)

 o
 ed

ad
 > 

55
 añ

os
1

6
Di

sp
ep

sia
 o

 ER
GE

 p
er

sis
te

nt
e 

a p
es

ar
 d

e 
tra

ta
m

ie
nt

o 
ad

ec
ua

do
 y 

> 
6 

m
es

es
 d

e 
ev

ol
uc

ió
n,

 si
n 

sín
to

m
as

 d
e 

ala
rm

a
3

4
7

Di
sp

ep
sia

 p
er

sis
te

nt
e 

co
n 

an
te

ce
de

nt
es

 fa
m

ilia
re

s d
e 

pr
im

er
 gr

ad
o 

de
 cá

nc
er

 gá
st

ric
o 

sin
 sí

nt
om

as
 d

e 
ala

rm
a

2
8

Do
lo

r t
or

ác
ico

 n
o 

ca
rd

io
gé

ni
co

3
9

Sín
to

m
as

 ab
do

m
in

ale
s a

lto
s i

ne
sp

ec
ífi

co
s s

in
 sí

nt
om

as
 d

e 
ala

rm
a y

 > 
6 

m
es

es
 d

e 
ev

ol
uc

ió
n

3
4

10
Sín

to
m

as
 ab

do
m

in
ale

s i
ne

sp
ec

ífi
co

s s
in

 sí
nt

om
as

 d
e 

ala
rm

a d
e 

in
ici

o 
re

cie
nt

e
3

11
Vó

m
ito

s p
er

sis
te

nt
es

 co
n 

so
sp

ec
ha

 cl
ín

ica
 d

e 
or

ige
n 

ne
op

lás
ico

1
12

Vó
m

ito
s p

er
sis

te
nt

es
 SI

N 
so

sp
ec

ha
 cl

ín
ica

 d
e 

or
ige

n 
ne

op
lás

ico
2

13
Re

st
o 

de
 in

di
ca

cio
ne

s
14

En
fe

rm
ed

ad
es

 en
 la

s q
ue

 u
na

 p
at

ol
og

ía 
GI

 p
ue

de
 m

od
ifi

ca
r l

a a
ct

itu
d 

te
ra

pé
ut

ica
 (p

.e
. h

ist
or

ia 
de

 u
lcu

s e
n 

pa
cie

nt
es

 q
ue

 p
re

cis
an

 in
ici

ar
 tr

at
am

ie
nt

o 
an

tic
oa

gu
lan

te
)

1
15

Tr
at

am
ie

nt
o 

co
m

pl
ica

cio
ne

s p
os

t-q
ui

rú
rg

ica
s (

de
hi

sc
en

cia
 d

e 
su

tu
ra

) c
on

 te
ra

pi
a d

e 
va

cio
, p

ró
te

sis
, s

ut
ur

as
…

1
16

Tr
at

am
ie

nt
o 

pa
lia

tiv
o 

es
te

no
sis

 n
eo

pl
ás

ica
1

17
Co

lo
ca

ció
n 

de
 ga

st
ro

st
om

ía 
en

do
sc

óp
ica

1
18

Co
nt

ro
l d

e 
cic

at
riz

ac
ió

n 
de

 u
lcu

s g
ás

tri
co

2
19

Es
of

ag
iti

s g
ra

do
 C

 / 
D 

de
 L.

A.
 (d

es
ca

rta
r c

om
pl

ica
cio

ne
s)

3
4

20
Ep

iso
di

os
 p

re
vio

s d
e 

im
pa

ct
ac

ió
n 

ali
m

en
ta

ria
 (e

st
ud

io
 et

io
ló

gic
o)

2
21

Es
of

ag
iti

s e
os

in
of

ílic
a.

 Ev
alu

ac
ió

n 
de

 re
sp

ue
st

a t
er

ap
éu

tic
a

3
22

Re
vis

ió
n 

pr
og

ra
m

ad
a d

e 
ga

st
ro

st
om

ía 
en

do
sc

óp
ica

3
4

23
Lig

ad
ur

a d
e 

VE
 en

 p
ac

ien
te

s p
ar

a p
ro

fil
ax

is 
se

cu
nd

ar
ia 

tra
s u

n 
ep

iso
di

o 
de

 H
DA

 re
cie

nt
e

1
24

Lig
ad

ur
a d

e 
VE

 tr
as

 >=
1 

lig
ad

ur
a p

re
via

 h
as

ta
 co

m
pl

et
ar

 er
ra

di
ca

ció
n

2
25

Lig
ad

ur
a d

e 
VE

 en
 p

ac
ien

te
s p

ar
a p

ro
fil

ax
is 

pr
im

ar
ia 

qu
e 

no
 to

ler
an

 o
 co

n 
co

nt
ra

in
di

ca
ció

n 
pa

ra
 lo

s b
et

ab
lo

qu
ea

nt
es

2
26

Se
gu

im
ien

to
 p

os
t e

rra
di

ca
ció

n 
VE

 o
 V

G
3

4
27

In
ye

cc
ió

n 
de

 e
sc

ler
os

an
te

s e
n 

pa
cie

nt
es

 co
n 

VG
 co

m
o 

pr
of

ila
xis

 se
cu

nd
ar

ia 
tra

s e
pi

so
di

o 
de

 H
DA

 re
cie

nt
e

1
28

Co
m

pr
ob

ac
ió

n 
de

 e
rra

di
ca

ció
n 

de
 V

G 
tra

ta
da

s c
on

 ad
he

siv
os

 ti
su

lar
es

2
29

Di
lat

ac
ió

n 
en

do
sc

óp
ica

 d
e 

es
te

no
sis

 b
en

ign
as

 
1

30
Te

ra
pé

ut
ica

  (
RM

E o
 D

SE
) d

e 
ne

op
las

ia 
es

of
ág

ica
, g

ás
tri

ca
 p

re
co

z o
 le

sio
ne

s c
on

 d
isp

las
ia 

vis
ib

le 
en

 es
óf

ag
o 

de
 B

ar
re

tt
1

31
Te

ra
pé

ut
ica

  (
RM

E o
 D

SE
) d

e 
ad

en
om

as
 d

uo
de

na
les

2
32

Te
ra

pé
ut

ica
 d

e 
TN

E t
ip

o 
I <

 2
0 

m
m

2
33

Se
gu

im
ien

to
 Es

óf
ag

o 
de

 B
ar

re
tt 

po
st

-ra
di

of
re

cu
en

cia
2

4
34

Se
gu

im
ien

to
 Es

óf
ag

o 
de

 B
ar

re
tt 

tra
s r

es
ec

ció
n 

en
do

sc
óp

ica
 d

e 
les

ió
n 

vis
ib

le 
(d

et
ec

ta
r l

es
ió

n 
re

sid
ua

l o
 re

cu
rre

nc
ia)

2
35

Se
gu

im
ien

to
 es

óf
ag

o 
de

 B
ar

re
tt 

co
n 

hi
st

ol
og

ía 
in

de
te

rm
in

ad
a p

ar
a d

isp
las

ia 
de

sp
ué

s d
e 

tra
ta

m
ie

nt
o 

co
n 

IB
P 

pa
ra

 re
 e

va
lu

ac
ió

n
3

36
Se

gu
im

ien
to

 d
e 

es
óf

ag
o 

de
 B

ar
re

tt 
sin

 d
isp

las
ia

4
5

37
Re

ev
alu

ac
ió

n 
de

 p
ac

ien
te

 co
n 

les
io

ne
s p

re
ne

op
lás

ica
s d

el
 TG

I a
lto

 re
m

iti
do

s d
es

de
 o

tro
s C

en
tro

s
2

38
Es

tu
di

o 
an

em
ia 

fe
rro

pé
ni

ca
 en

 p
ac

ien
te

 as
in

to
m

át
ico

2
39

Es
tu

di
o 

hi
pe

rte
ns

ió
n 

po
rta

l p
ar

a d
es

ca
rta

r V
E o

 V
G 

en
 p

ac
ien

te
s c

on
 d

at
os

 d
e 

rie
sg

o 
de

 fi
br

os
is 

he
pá

tic
a a

va
nz

ad
a

3
40

Tr
at

am
ie

nt
o 

an
gio

di
sp

las
ia 

o 
GA

VE
 si

nt
om

át
ico

1
41

Po
lip

ec
to

m
ía 

gá
st

ric
a e

n 
pa

cie
nt

e 
co

n 
an

em
ia 

o 
an

te
ce

de
nt

e 
HD

A 
sin

 o
tra

 ca
us

a
1

42
Di

ve
rti

cu
lo

to
m

ía 
de

 Ze
nk

er
 si

n 
an

te
ce

de
nt

es
 p

re
vio

s d
e 

br
on

co
as

pi
ra

ció
n

3
4

43
Di

ve
rti

cu
lo

to
m

ía 
de

 Ze
nk

er
 co

n 
an

te
ce

de
nt

es
 p

re
vio

s d
e 

br
on

co
as

pi
ra

ció
n

2
44

Tr
at

am
ie

nt
o 

de
 ac

ala
sia

 co
n 

di
lat

ac
ió

n 
o 

to
xin

a b
ot

ul
ín

ica
, s

in
 re

pe
rc

us
ió

n 
clí

ni
ca

 im
po

rta
nt

e
2

45
Tr

at
am

ie
nt

o 
de

 ac
ala

sia
 co

n 
di

lat
ac

ió
n 

o 
to

xin
a b

ot
ul

ín
ica

, c
on

 re
pe

rc
us

ió
n 

clí
ni

ca
 im

po
rta

nt
e

1
46

Bi
op

sia
s p

re
via

s d
e 

m
uc

os
a g

ás
tri

ca
 co

n 
>=

DA
G 

sin
 le

sió
n 

vis
ib

le 
1

47
Bi

op
sia

s p
re

via
s d

e 
m

uc
os

a g
ás

tri
ca

 co
n 

di
sp

las
ia 

<=
 D

BG
 si

n 
les

ió
n 

vis
ib

le 
en

 u
na

 ú
ni

ca
 ga

st
ro

sc
op

ia 
pr

ev
ia

2
48

Bi
op

sia
s p

re
via

s d
e 

m
uc

os
a g

ás
tri

ca
 co

n 
di

sp
las

ia 
<=

 D
BG

 si
n 

les
ió

n 
vis

ib
le 

en
 > 

1 
ga

st
ro

sc
op

ia 
pr

ev
ia

3
4

49
Se

gu
im

ien
to

 d
e 

ga
st

rit
is 

at
ró

fic
a a

nt
ra

l s
in

 M
I

6
50

Se
gu

im
ien

to
 d

e 
ga

st
rit

is 
at

ró
fic

a a
nt

ra
l c

on
 M

I s
ol

o 
en

 an
tro

 o
 cu

er
po

, s
in

 A
F d

e 
CG

, s
in

 M
I in

co
m

pl
et

a,
 si

n 
ga

st
rit

is 
tip

o 
A 

ni
 in

fe
cc

ió
n 

H 
py

lo
ri 

pe
rs

ist
en

te
6

51
Se

gu
im

ien
to

 d
e 

ga
st

rit
is 

at
ró

fic
a a

nt
ra

l c
on

 M
I s

ol
o 

en
 an

tro
 o

 cu
er

po
, c

on
 A

F d
e 

CG
, M

I in
co

m
pl

et
a,

 ga
st

rit
is 

tip
o 

A 
o 

in
fe

cc
ió

n 
H 

py
lo

ri 
pe

rs
ist

en
te

4
5

6.
 

AN
N

EX
 1

. 
CR

IT
ER

IS
 D

E 
PR

IO
RI

TZ
AC

IÓ
 I

 R
EP

RO
GR

AM
AC

IÓ
 D

E 
LE

S 
EX

PL
OR

AC
IO

N
S 

EN
DO

SC
ÒP

IQ
UE

S  
 

ES
TA

BL
ER

TS
 P

ER
 L’

AE
G-

SE
ED



12

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

CO
DI

CÓ
DI

GO
 D

E P
RI

OR
ID

AD
 (v

er
 le

ye
nd

a a
 la

 d
er

ec
ha

)
1

2
3

4
5

6
AS

IS
TE

NC
IA

 TE
LE

M
ÁT

IC
A 

RE
CO

M
EN

DA
DA

AL
TA

M
ED

IA
BA

JA
DE

M
OR

AB
LE

 
(ra

ng
o 

6 
- 1

2 
m

es
es

)
SE

GU
IM

IE
NT

OS
 

PR
OG

RA
M

AD
OS

SU
SP

EN
DE

R 
/ 

RE
EV

AL
UA

R 
NE

CE
SID

AD
52

Se
gu

im
ien

to
 d

e 
M

I /
 at

ro
fia

 gá
st

ric
a s

in
 d

isp
las

ia 
de

sp
ué

s d
e 

re
se

cc
ió

n 
de

 le
sió

n 
vis

ib
le

5
53

Se
gu

im
ien

to
 d

e 
M

I /
 at

ro
fia

 gá
st

ric
a c

or
po

ro
an

tra
l s

in
 d

isp
las

ia 
y s

in
 an

te
ce

de
nt

es
 fa

m
ilia

re
s C

G
4

5
54

Se
gu

im
ien

to
 d

e 
M

I /
 at

ro
fia

 gá
st

ric
a s

in
 d

isp
las

ia 
CO

N 
an

te
ce

de
nt

es
 fa

m
ilia

re
s C

G
5

55
Se

gu
im

ien
to

 d
e 

les
io

ne
s p

re
ne

op
lás

ica
s e

n 
TG

I a
lto

 (B
ar

re
tt,

 at
ro

fia
, M

I) 
en

 p
ac

ien
te

s d
e 

> 
80

 añ
os

 o
 co

n 
co

m
or

bi
lid

ad
 im

po
rta

nt
e

6
56

Se
gu

im
ien

to
 tr

as
 te

ra
pé

ut
ica

 m
ed

ian
te

 R
M

E o
 D

SE
 p

ar
a d

es
ca

rta
r l

es
ió

n 
re

sid
ua

l o
 re

cid
iva

 co
n 

hi
st

ol
og

ía 
pr

ev
ia 

<=
 D

BG
3

4
57

Se
gu

im
ien

to
 tr

as
 te

ra
pé

ut
ica

 m
ed

ian
te

 R
M

E o
 D

SE
 p

ar
a d

es
ca

rta
r l

es
ió

n 
re

sid
ua

l o
 re

cid
iva

 co
n 

hi
st

ol
og

ía 
pr

ev
ia 

>=
 D

AG
2

4
58

So
sp

ec
ha

 m
ala

bs
or

ció
n 

/ c
el

iaq
uí

a o
 co

nf
irm

ac
ió

n 
tra

s s
er

ol
og

ía 
ce

lia
qu

ía 
po

sit
iva

2
59

Tr
at

am
ie

nt
o 

ac
ala

sia
 co

n 
PO

EM
3

4
60

Di
ar

re
a c

ró
ni

ca
 en

 es
tu

di
o

3
4

61
Po

lip
ec

to
m

ía 
gá

st
ric

a e
n 

pa
cie

nt
e 

as
in

to
m

át
ico

 y 
les

ió
n 

de
 <

 2
0 

m
m

 n
o 

su
ge

st
iva

 d
e 

ne
op

las
ia 

gá
st

ric
a p

re
co

z
3

4
62

Sín
dr

om
es

 h
er

ed
ita

rio
s d

e 
CC

R 
pa

ra
 d

es
ca

rta
r n

eo
pl

as
ias

 gá
st

ric
as

 as
oc

iad
as

 (P
AF

, P
eu

tz
 Je

gh
er

s) 
sin

 ga
st

ro
sc

op
ia 

pr
ev

ia
3

4
63

Sín
dr

om
es

 h
er

ed
ita

rio
s d

e 
CC

R 
pa

ra
 d

es
ca

rta
r n

eo
pl

as
ias

 gá
st

ric
as

 as
oc

iad
as

 (P
AF

, P
eu

tz
 Je

gh
er

s) 
co

n 
ga

st
ro

sc
op

ia 
pr

ev
ia

4
5

64
Es

tu
di

o 
de

 cá
nc

er
 gá

st
ric

o 
fa

m
ilia

r s
in

 ga
st

ro
sc

op
ia 

pr
ev

ia
3

4
65

Es
tu

di
o 

de
 cá

nc
er

 gá
st

ric
o 

fa
m

ilia
r c

on
 ga

st
ro

sc
op

ia 
pr

ev
ia

4
5

66
Se

gu
im

ien
to

 d
e 

pó
lip

os
 gá

st
ric

os
 h

ip
er

pl
ás

ico
s n

o 
re

se
ca

do
s

3
4

67
Se

gu
im

ien
to

 p
or

 p
ól

ip
os

 d
e 

glá
nd

ul
as

 fú
nd

ica
s S

IN
 sí

nd
ro

m
es

 h
er

ed
ita

rio
s d

e 
ne

op
las

ia 
di

ge
st

iva
6

68
Se

gu
im

ien
to

 tr
as

 re
se

cc
ió

n 
de

 TN
E t

ip
o 

I <
 2

0 
m

m
3

4
69

Se
gu

im
ien

to
 p

or
 lin

fo
m

a M
AL

T d
e 

ba
jo

 gr
ad

o,
 tr

as
 er

ra
di

ca
ció

n 
de

 H
. p

ylo
ri

3
4

70
US

E
71

Es
ta

di
fic

ac
ió

n 
ne

op
las

ias
 tu

bo
 d

ige
st

ivo
 al

to
1

72
Es

ta
di

fic
ac

ió
n 

co
lan

gio
ca

rc
in

om
a i

nt
ra

he
pá

tic
o

1
73

Dr
en

aje
 p

se
ud

oq
ui

st
es

 y 
co

lec
cio

ne
s p

an
cr

eá
tic

as
 en

 p
ac

ien
te

 co
n 

clí
ni

ca
1

74
PA

AF
 d

e 
les

io
ne

s f
oc

ale
s s

ól
id

as
 d

e 
pá

nc
re

as
1

75
PA

AF
 d

e 
ad

en
op

at
ías

 en
 co

nt
ex

to
 d

e 
ne

op
las

ia
1

76
Di

lat
ac

ió
n 

de
 la

 ví
a b

ilia
r e

 ic
te

ric
ia

1
77

PA
AF

 d
e 

pr
ob

ab
le 

ne
op

las
ia 

de
 la

 ví
a b

ilia
r

1
78

So
sp

ec
ha

 d
e 

lin
iti

s p
lás

tic
a e

n 
es

tó
m

ag
o

1
79

Co
led

oc
og

as
tro

st
om

ía 
o 

co
led

oc
od

uo
de

no
st

om
ía 

gu
iad

a p
or

 U
SE

1
80

Dr
en

aje
 d

e 
la 

ve
sic

ul
a b

ilia
r p

or
 U

SE
1

81
PA

AF
 d

e 
glá

nd
ul

a s
up

ra
rre

na
l p

at
ol

óg
ica

1
82

Es
tu

di
o 

de
 p

os
ib

le 
Di

eu
laf

oy
1

83
So

sp
ec

ha
 d

e 
tu

m
or

 n
eu

ro
en

do
cr

in
o 

pa
nc

re
át

ico
2

84
PA

AF
 d

e 
pr

ob
ab

le 
re

cid
iva

 n
eo

pl
ás

ica
2

85
Es

tu
di

o 
de

 co
led

oc
ol

iti
as

is 
po

st
- p

an
cr

ea
tit

is 
ag

ud
a

2
86

Es
tu

di
o 

pr
ob

ab
le 

am
pu

lo
m

a
2

87
Ga

st
ro

en
te

ro
an

as
to

m
os

is 
gu

iad
a p

or
 U

SE
1

88
Es

tu
di

o 
+/

- P
AA

F d
e 

les
io

ne
s q

uí
st

ica
s p

an
cr

eá
tic

as
 ú

ni
ca

s d
e 

re
cie

nt
e 

di
ag

nó
st

ico
 co

n 
sig

no
s d

e 
rie

sg
o 

po
r t

éc
ni

ca
s d

e 
im

ag
en

2
89

Es
tu

di
o 

+/
- P

AA
F d

e 
les

io
ne

s s
ub

ep
ite

lia
les

 gá
st

ric
as

 >
 3

 cm
3

90
Pr

im
er

 co
nt

ro
l li

nf
om

a g
ás

tri
co

 M
AL

T t
ra

s t
ra

ta
m

ie
nt

o
3

91
Es

tu
di

o 
pa

nc
re

at
iti

s i
di

op
át

ica
3

92
Es

tu
di

o 
pa

nc
re

at
iti

s r
ec

ur
re

nt
e

3
93

Es
tu

di
o 

tra
s r

es
ec

ció
n 

en
do

sc
óp

ica
 d

e 
ne

op
las

ia 
re

ct
al 

pT
1

3
94

Ev
alu

ac
ió

n 
de

l n
ive

l d
e 

in
va

sió
n 

pr
ev

io
 a 

re
se

cc
ió

n 
en

do
sc

óp
ica

 d
e 

ne
op

las
ia 

de
l T

GI
 al

to
 o

 re
ct

o 
co

n 
so

sp
ec

ha
 d

e 
in

va
sió

n 
su

bm
uc

os
a

3
95

Es
tu

di
o 

TN
E d

e 
pa

re
d 

de
l t

ub
o 

di
ge

st
ivo

 p
re

vio
 a 

re
se

cc
ió

n 
en

do
sc

óp
ica

3
96

Es
tu

di
o 

co
m

pr
es

ió
n 

ex
trí

ns
ec

a
3

97
Es

tu
di

o 
di

lat
ac

ió
n 

co
nd

uc
to

 d
e 

W
irs

un
g

3
98

Es
tu

di
o 

di
lat

ac
ió

n 
vía

 b
ilia

r e
n 

pa
cie

nt
e 

as
in

to
m

át
ico

3
99

Cr
ib

ad
o 

de
 V

G
3

10
0

Es
tu

di
o 

de
 p

ro
ba

bl
e 

NM
PI

 d
e 

co
nd

uc
to

 p
rin

cip
al 

sin
 si

gn
os

 d
e 

rie
sg

o 
po

r t
éc

ni
ca

s d
e 

im
ag

en
2

10
1

Es
tu

di
o 

de
 p

ro
ba

bl
e 

NM
PI

 d
e 

co
nd

uc
to

 se
cu

nd
ar

io
 si

n 
sig

no
s d

e 
rie

sg
o 

po
r t

éc
ni

ca
s d

e 
im

ag
en

3
10

2
Es

tu
di

o 
+/

- P
AA

F d
e 

les
io

ne
s q

uí
st

ica
s p

an
cr

eá
tic

as
 ú

ni
ca

s d
e 

re
cie

nt
e 

di
ag

nó
st

ico
 si

n 
sig

no
s d

e 
rie

sg
o 

po
r t

éc
ni

ca
s d

e 
im

ag
en

3
4

10
3

Es
tu

di
o 

+/
- P

AA
F d

e 
les

io
ne

s s
ub

ep
ite

lia
les

 gá
st

ric
as

 < 
3 

cm
3

4
10

4
Es

tu
di

o 
pr

ob
ab

le 
pa

nc
re

at
its

 cr
ón

ica
3

4



13

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

CO
DI

CÓ
DI

GO
 D

E P
RI

OR
ID

AD
 (v

er
 le

ye
nd

a a
 la

 d
er

ec
ha

)
1

2
3

4
5

6
AS

IS
TE

NC
IA

 TE
LE

M
ÁT

IC
A 

RE
CO

M
EN

DA
DA

AL
TA

M
ED

IA
BA

JA
DE

M
OR

AB
LE

 
(ra

ng
o 

6 
- 1

2 
m

es
es

)
SE

GU
IM

IE
NT

OS
 

PR
OG

RA
M

AD
OS

SU
SP

EN
DE

R 
/ 

RE
EV

AL
UA

R 
NE

CE
SID

AD
10

5
Co

nr
ol

 lin
fo

m
a g

ás
tri

co
 M

AL
T (

co
nt

ro
les

 p
re

vio
s n

eg
at

ivo
s)

3
4

10
6

Cr
ib

ad
o 

de
 n

eo
pl

as
ia 

de
 p

án
cr

ea
s e

n 
po

bl
ac

ió
n 

de
 ri

es
go

3
4

10
7

Es
tu

di
o 

les
ió

n 
su

be
pi

te
lia

l e
so

fá
gic

a
3

4
10

8
Es

tu
di

o 
les

ió
n 

su
be

pi
te

lia
l d

uo
de

na
l

3
4

10
9

Se
gu

im
ien

to
 N

M
PI

 ya
 co

no
cid

a
3

4
11

0
Es

tu
di

o 
+/

- P
AA

F d
e 

les
io

ne
s q

uí
st

ica
s p

an
cr

eá
tic

as
 en

 p
ac

ien
te

s n
o 

ca
nd

id
at

os
 a 

cir
ug

ía 
po

r e
da

d 
o 

co
m

or
bi

lid
ad

es
6

11
1

Es
tu

di
o 

de
 le

sio
ne

s s
ub

ep
ite

lia
les

 < 
3 

cm
 en

 p
ac

ien
te

s d
e 

ed
ad

 av
an

za
da

 o
 n

o 
ca

nd
id

at
os

 a 
cir

ug
ía 

po
r c

om
or

bi
lid

ad
es

6
11

2
CP

RE
11

3
Am

pu
lec

to
m

ía
1

11
4

Co
led

oc
ol

iti
as

is 
< 

10
 m

m
 si

n 
co

lan
git

is
2

11
5

Co
led

oc
ol

iti
as

is 
> 

10
 m

m
  s

in
 co

lan
git

is
1

11
6

So
sp

ec
ha

 d
e 

di
sfu

nc
ió

n 
de

l e
sfí

nt
er

 d
e 

Od
di

3
11

7
Re

tir
ad

a d
e 

pr
ót

es
is 

bi
lia

r m
igr

ad
a p

ro
xim

alm
en

te
 si

n 
co

lan
git

is
1

11
8

Re
ca

m
bi

o 
/ r

et
ira

da
 p

ro
gr

am
ad

a d
e 

pr
ót

es
is 

bi
lia

r
3

11
9

Co
lan

gio
sc

op
ia 

in
tra

du
ct

al 
po

r p
at

ol
og

ía 
be

ni
gn

a
2

12
0

Te
ra

pé
ut

ica
 en

 p
an

cr
ea

s d
ivi

su
m

1
12

1
Es

tu
di

o 
de

 p
an

cr
ea

tit
is 

re
cu

rre
nt

e
2

12
2

Te
ra

pé
ut

ica
 d

e 
es

te
no

sis
 p

an
cr

eá
tic

a
1

12
3

Lit
ias

is 
pa

nc
re

át
ica

s n
o 

im
pa

ct
ad

as
 y/

o 
de

 <
 5

 m
m

2
12

4
CÁ

PS
UL

A 
EN

DO
SC

ÓP
IC

A
12

5
An

em
ia 

co
n 

or
ige

n 
en

 ID
 / 

NO
 re

qu
er

im
ien

to
s t

ra
ns

fu
sio

na
les

/ R
es

pu
es

ta
 a 

hi
er

ro
 o

ra
l-e

v /
No

 si
gn

os
 al

ar
m

a/
 H

b>
10

3
12

6
An

em
ia 

co
n 

or
ige

n 
en

 ID
 / 

NO
 re

qu
er

im
ien

to
s t

ra
ns

fu
sio

na
les

/H
b<

10
 

2
12

7
An

em
ia 

co
n 

or
ige

n 
en

 ID
/ S

I r
eq

ue
rim

ien
to

s t
ra

ns
fu

sio
na

les
 fr

ec
ue

nt
es

/M
ay

or
 o

 ig
ua

l 6
5 

añ
os

/ A
nt

ico
ag

ul
ad

o/
In

su
f r

en
al-

Ca
rd

io
pa

tía
/R

ep
er

cu
sió

n 
he

m
od

in
ám

ica
1

12
8

An
em

ia 
co

n 
or

ige
n 

en
 ID

/ S
I r

eq
ue

rim
ien

to
 tr

an
sfu

sio
na

l p
un

tu
al/

M
ay

or
 o

 ig
ua

l 6
5 

añ
os

/ A
nt

ico
ag

ul
ad

o/
In

su
f r

en
al-

Ca
rd

io
pa

tía
/ N

o 
re

pe
rc

us
ió

n 
he

m
od

in
ám

ica
2

12
9

An
em

ia 
co

n 
or

ige
n 

en
 ID

/ S
I r

eq
ue

rim
ien

to
s t

ra
ns

fu
sio

na
les

 fr
ec

ue
nt

es
/M

en
or

 6
5 

añ
os

/N
o 

pa
to

lo
gía

 as
oc

iad
a

1
13

0
An

em
ia 

co
n 

or
ige

n 
en

 ID
/ S

I r
eq

ue
rim

ien
to

 tr
an

sfu
sio

na
l p

un
tu

al/
M

en
or

 6
5 

añ
os

/N
o 

fa
ct

or
es

 ri
es

go
3

13
1

Pa
cie

nt
e 

co
n 

EI
I: 

Es
tu

di
o 

de
 e

xt
en

sió
n 

3
13

2
Pa

cie
nt

e 
co

n 
EI

I: 
sin

to
m

át
ico

 y 
no

 re
sp

ue
st

a a
 tr

at
am

ie
nt

o 
m

éd
ico

 h
ab

itu
al

2
13

3
So

sp
ec

ha
 d

e 
EI

I y
 sí

nt
om

as
 le

ve
s

3
13

4
So

sp
ec

ha
 d

e 
EI

I y
 sí

nt
om

as
 m

od
er

ad
o-

gr
av

es
2

13
5

Se
gu

im
ien

to
 Sd

 Ly
nc

h
3

4
13

6
Se

gu
im

ien
to

 Sd
. P

eu
tz

-Je
gh

er
s

3
4

13
7

EN
TE

RO
SC

OP
IA

13
8

Le
sió

n 
M

G 
en

 ID
 en

 p
ru

eb
a d

e 
im

ag
en

 R
x y

/0
 C

E (
co

nf
irm

ac
ió

n 
hi

st
ol

óg
ica

 o
 ta

tu
aje

)
1

13
9

Le
sió

n 
no

 M
G 

di
ag

no
st

ica
da

 p
or

 C
E.

 C
on

fir
m

ac
ió

n 
hi

st
ol

óg
ica

2
14

0
Le

sio
ne

s v
as

cu
lar

es
 en

 C
E/

 N
O 

re
qu

er
im

ien
to

s t
ra

ns
fu

sio
na

les
/ R

es
pu

es
ta

 a 
hi

er
ro

 o
ra

l-e
v 

3
14

1
Le

sio
ne

s v
as

cu
lar

es
 en

 C
E/

 SI
 re

qu
er

im
ien

to
 tr

an
sfu

sio
na

l/M
ay

or
 o

 ig
ua

l 6
5 

añ
os

/ A
nt

ico
ag

ul
ad

o/
In

su
f r

en
al-

Ca
rd

io
pa

tía
/ N

o 
re

pe
rc

us
ió

n 
he

m
od

in
ám

ica
2

14
2

Le
sio

ne
s v

as
cu

lar
es

 en
 C

E/
 SI

 re
qu

er
im

ien
to

 tr
an

sfu
sio

na
l/M

ay
or

 o
 ig

ua
l 6

5 
añ

os
/ A

nt
ico

ag
ul

ad
o/

In
su

f r
en

al-
Ca

rd
io

pa
tía

/ S
I r

ep
er

cu
sió

n 
he

m
od

in
ám

ica
1

14
3

Es
te

no
sis

 ID
 p

ac
ien

te
 co

n 
EI

I (
en

te
ro

RM
 p

re
via

)/ 
sín

to
m

as
 le

ve
s

2
14

4
Es

te
no

sis
 ID

 p
ac

ien
te

 co
n 

EI
I (

en
te

ro
RM

 p
re

via
)/ 

sín
to

m
as

 m
od

er
ad

os
-g

ra
ve

s
1

14
5

Se
sio

ne
s d

ila
ta

ció
n 

pe
rió

di
ca

s e
n 

pa
cie

nt
e 

co
n 

EI
I (

tra
s p

rim
er

a d
ila

ta
ció

n 
no

 ef
ec

tiv
a)

1
14

6
An

em
ia 

cr
ón

ica
 co

n 
so

sp
ec

ha
 d

e 
or

ige
n 

en
 ID

/ N
O 

re
qu

er
im

ien
to

 tr
an

sfu
sio

na
l/C

E p
re

via
 si

n 
les

io
ne

s
3

4
14

7
CO

LO
NO

SC
OP

IA
14

8
Po

r s
ín

to
m

as
^

14
9

Fe
rro

pe
ni

a s
in

 an
em

ia 
co

n 
ga

st
ro

sc
op

ia 
sin

 le
sio

ne
s

2
15

0
An

em
ia 

fe
rro

pé
ni

ca
 en

 < 
50

 añ
os

 si
n 

FR
 d

e 
CC

R*
3

15
1

An
em

ia 
fe

rro
pé

ni
ca

 en
 >=

 5
0 

añ
os

 o
 co

n 
 FR

 d
e 

CC
R 

SIN
 co

lo
no

sc
op

ia 
pr

ev
ia 

(ú
lti

m
os

 5
 añ

os
)

1
15

2
An

em
ia 

fe
rro

pé
ni

ca
 en

 >=
 5

0 
añ

os
 o

 co
n 

 FR
 d

e 
CC

R 
 C

ON
 co

lo
no

sc
op

ia 
pr

ev
ia 

(ú
lti

m
os

 5
 añ

os
)

3
15

3
Re

ct
or

ra
gia

 / 
he

m
at

oq
ue

cia
 (s

in
 EI

I) 
 en

 >=
 5

0 
añ

os
 es

ta
bl

e 
he

m
od

in
ám

ica
m

en
te

 si
n 

FR
 d

e 
CC

R
3

15
4

Re
ct

or
ra

gia
 / 

he
m

at
oq

ue
cia

 (s
in

 EI
I) 

 en
 >=

50
 añ

os
 es

ta
bl

e 
he

m
od

in
ám

ica
m

en
te

 co
n 

FR
 d

e 
CC

R,
 si

n 
co

lo
no

sc
op

ia 
pr

ev
ia 

2
15

5
Re

ct
or

ra
gia

 / 
he

m
at

oq
ue

cia
 (s

in
 EI

I) 
 en

 >=
50

 añ
os

 es
ta

bl
e 

he
m

od
in

ám
ica

m
en

te
 co

n 
FR

 d
e 

CC
R,

 co
n 

co
lo

no
sc

op
ia 

pr
ev

ia 
3

4
15

6
Re

ct
or

ra
gia

 / 
he

m
at

oq
ue

cia
 (s

in
 EI

I) 
 en

 < 
50

 añ
os

 es
ta

bl
e 

he
m

od
in

ám
ica

m
en

te
 si

n 
FR

 d
e 

CC
R

3
15

7
Es

tre
ñi

m
ien

to
 cr

ón
ico

 / 
Di

st
en

sió
n 

ab
do

m
in

al 
/ D

ol
or

 ab
do

m
in

al 
en

 > 
50

 añ
os

 co
n 

EE
I, a

ne
m

ia,
 SO

H+
 o

 FR
 d

e 
CC

R
2



14

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

CO
DI

CÓ
DI

GO
 D

E P
RI

OR
ID

AD
 (v

er
 le

ye
nd

a a
 la

 d
er

ec
ha

)
1

2
3

4
5

6
AS

IS
TE

NC
IA

 TE
LE

M
ÁT

IC
A 

RE
CO

M
EN

DA
DA

AL
TA

M
ED

IA
BA

JA
DE

M
OR

AB
LE

 
(ra

ng
o 

6 
- 1

2 
m

es
es

)
SE

GU
IM

IE
NT

OS
 

PR
OG

RA
M

AD
OS

SU
SP

EN
DE

R 
/ 

RE
EV

AL
UA

R 
NE

CE
SID

AD
15

8
Es

tre
ñi

m
ien

to
 cr

ón
ico

 / 
Di

st
en

sió
n 

ab
do

m
in

al 
/ D

ol
or

 ab
do

m
in

al 
en

 >=
 5

0 
añ

os
 si

n 
EE

I, s
in

 an
em

ia,
 si

n 
SO

H+
 n

i F
R 

de
 C

CR
3

15
9

Es
tre

ñi
m

ien
to

 cr
ón

ico
 / 

Di
st

en
sió

n 
ab

do
m

in
al 

/ D
ol

or
 ab

do
m

in
al 

en
 < 

50
 añ

os
 si

n 
EE

I, s
in

 an
em

ia,
 si

n 
SO

H+
 n

i F
R 

de
 C

CR
3

4
6

16
0

Di
ar

re
a c

ró
ni

ca
 si

n 
EI

I, m
ala

bs
or

ció
n,

 o
rig

en
 in

fe
cc

io
so

, a
ne

m
ia,

 sa
ng

ra
do

, F
R 

de
 C

CR
, n

i V
IH

, s
in

 co
lo

no
sc

op
ia 

pr
ev

ia 
co

n 
bi

op
sia

s
3

16
1

Ca
m

bi
o 

de
l r

itm
o 

in
te

st
in

al 
de

 re
cie

nt
e 

co
m

ien
zo

 en
 >=

 5
0 

añ
os

1
16

2
Ca

m
bi

o 
de

l r
itm

o 
in

te
st

in
al 

de
 re

cie
nt

e 
co

m
ien

zo
 en

 < 
50

 añ
os

2
16

3
Re

st
o 

de
 in

di
ca

cio
ne

s
16

4
Cr

ib
ad

o 
po

bl
ac

io
na

l d
e 

CC
R 

(>
= 5

0 
añ

os
, a

sin
to

m
át

ico
 y 

co
n 

TS
OH

-i 
+)

$
2

16
5

So
sp

ec
ha

 d
e 

CC
R 

po
r p

ru
eb

a d
e 

im
ag

en
  o

 ex
pl

or
ac

ió
n 

fís
ica

1
16

6
So

sp
ec

ha
 d

e 
CC

R 
po

r c
rit

er
io

s c
lín

ico
s (

Gu
ía 

NI
CE

 2
01

5 
ac

tu
ali

za
da

 en
 2

01
7*

*)
2

16
7

Es
tu

di
o 

tra
s e

pi
so

di
o 

de
 d

ive
rti

cu
lit

is 
ag

ud
a  

no
 co

m
pl

ica
da

6
7

16
8

Es
tu

di
o 

tra
s e

pi
so

di
o 

de
 d

ive
rti

cu
lit

is 
ag

ud
a c

om
pl

ica
da

 o
 co

n 
di

ag
nó

st
ico

 in
cie

rto
2

16
9

Al
ta

 so
sp

ec
ha

 cl
ín

ica
 d

e 
EI

I
1

17
0

Ev
alu

ac
ió

n 
de

 e
xt

en
sió

n 
de

 EI
I (

ex
clu

id
o 

cr
ib

ad
o 

de
 d

isp
las

ia)
 si

n 
co

lo
no

sc
op

ia 
pr

ev
ia

1
17

1
Ev

alu
ac

ió
n 

de
 ac

tiv
id

ad
 d

e 
EI

I (
ex

clu
id

o 
cr

ib
ad

o 
de

 d
isp

las
ia)

 si
n 

co
lo

no
sc

op
ia 

pr
ev

ia 
re

cie
nt

e 
o 

de
te

rio
ro

 cl
ín

ico
1

17
2

Ev
alu

ac
ió

n 
de

 ac
tiv

id
ad

 d
e 

EI
I (

ex
clu

id
o 

cr
ib

ad
o 

de
 d

isp
las

ia)
 co

n 
co

lo
no

sc
op

ia 
pr

ev
ia 

re
cie

nt
e 

y b
ue

n 
co

nt
ro

l c
lín

ico
3

4
17

3
So

sp
ec

ha
 d

e 
re

cid
iva

 en
 an

as
to

m
os

is 
po

st
qu

irú
rg

ica
 en

 p
ac

ien
te

 co
n 

EI
I

1
17

4
Cr

ib
ad

o 
de

 d
isp

las
ia 

en
 p

ac
ien

te
 co

n 
EI

I (
rie

sg
o 

alt
o*

**
) s

in
 co

lo
no

sc
op

ia 
pr

ev
ia 

o 
en

 vi
gil

an
cia

3
4

17
5

Cr
ib

ad
o 

de
 d

isp
las

ia 
en

 p
ac

ien
te

 co
n 

EI
I (

rie
sg

o 
in

te
rm

ed
io

 y 
ba

jo
**

*)
 si

n 
co

lo
no

sc
op

ia 
pr

ev
ia

3
4

17
6

Cr
ib

ad
o 

de
 d

isp
las

ia 
en

 p
ac

ien
te

 co
n 

EI
I (

rie
sg

o 
in

te
rm

ed
io

 o
 b

ajo
**

*)
 co

n 
co

lo
no

sc
op

ia 
pr

ev
ia

5
17

7
Vi

gil
an

cia
 d

e 
pó

lip
os

 d
e 

co
lo

n:
 1

 o
 2

 le
sio

ne
s c

on
 D

BG
 y 

< 
10

 m
m

6
7

17
8

Vi
gil

an
cia

 d
e 

pó
lip

os
 d

e 
co

lo
n:

 >=
 1

 le
sió

n 
av

an
za

da
**

**
 o

 >=
 3

 ad
en

om
as

 n
o 

av
an

za
do

s
4

5
17

9
Le

sio
ne

s s
er

ra
da

s s
in

 d
isp

las
ia 

< 
10

 m
m

 (i
nc

lu
ye

 cu
alq

ui
er

 n
úm

er
o 

de
 p

ól
ip

os
 en

 re
ct

o-
sig

m
a <

 1
0 

m
m

)
6

7
18

0
Ev

alu
ac

ió
n 

tra
s r

es
ec

ció
n 

fra
gm

en
ta

da
 d

e 
>=

 1
 le

sió
n 

de
 >

= 
20

 m
m

3
18

1
CC

R 
pT

1 
a r

es
ec

ad
o 

en
do

sc
óp

ica
m

en
te

 si
n 

FR
 d

e 
M

TS
 lin

fá
tic

a
3

4
18

2
CC

R 
in

te
rv

en
id

o 
qu

irú
rg

ica
m

en
te

 (p
ro

to
co

lo
 d

e 
vig

ila
nc

ia 
qu

e 
co

m
ien

za
 al

 añ
o 

de
 la

 ci
ru

gía
)

3
4

18
3

Se
gu

im
ien

to
 d

e 
ad

en
om

as
 en

 > 
80

 añ
os

 (o
 > 

75
 añ

os
 co

n 
co

m
or

bi
lid

ad
)

6
7

18
4

Cr
ib

ad
o 

po
r a

nt
ec

ed
en

te
s d

e 
CC

R 
 en

 1
 fa

m
ilia

r d
e 

pr
im

er
 gr

ad
o 

o 
>=

 1
 fa

m
ilia

re
s d

e 
se

gu
nd

o 
o 

te
rc

er
 gr

ad
o

6
7

18
5

Cr
ib

ad
o 

po
r a

nt
ec

ed
en

te
s d

e 
CC

R 
 en

 >=
 2

 fa
m

ilia
re

s d
e 

pr
im

er
 gr

ad
o

3
4

18
6

Sd
 h

er
ed

ita
rio

 d
e 

CC
R,

 as
in

to
m

át
ico

, s
in

 co
lo

no
sc

op
ia 

pr
ev

ia
3

18
7

Vi
gil

an
cia

 en
 Sd

 Ly
nc

h
3

4
18

8
Vi

gil
an

cia
 en

 Sd
 C

CR
 ti

po
 X

4
5

18
9

Vi
gil

an
cia

 en
 Sd

. p
ol

ip
ós

ico
s

3
4

19
0

Vi
gil

an
cia

 d
e 

Sín
dr

om
e 

de
 P

ol
ip

os
is 

se
rra

da
 co

n 
<5

 p
ól

ip
os

, n
in

gu
n 

ad
en

om
a a

va
nz

ad
o 

o 
pó

lip
o 

se
rra

do
 av

an
za

do
 en

 co
lo

no
 p

re
via

3
4

19
1

Re
se

cc
ió

n 
co

m
pl

ej
a (

RM
E o

 U
EM

R)
 d

e 
les

io
ne

s c
on

 b
aja

 p
ro

ba
bi

lid
ad

 d
e 

ne
op

las
ia 

av
an

za
da

  p
or

 d
iag

nó
st

ico
 ó

pt
ico

2
19

2
Re

se
cc

ió
n 

co
m

pl
ej

a (
RM

E,
 U

EM
R,

 R
TM

E o
 D

SE
) d

e 
les

io
ne

s c
on

 al
ta

 p
ro

ba
bi

lid
ad

 d
e 

ne
op

las
ia 

av
an

za
da

  p
or

 d
iag

nó
st

ico
 ó

pt
ico

**
**

*
1

19
3

Te
ra

pé
ut

ica
 d

e 
es

te
no

sis
 d

e 
co

lo
n 

(c
ua

lq
ui

er
 et

io
lo

gía
) s

in
 o

bs
tru

cc
ió

n
1

19
4

Co
lo

ca
ció

n 
de

 e
nd

op
ró

te
sis

 co
n 

in
te

nc
ió

n 
pa

lia
tiv

a
1

19
5

M
an

om
et

ría
 es

of
 / 

pH
m

et
ría

 / 
Im

pe
da

nc
io

m
et

ría

M
an

om
et

ría
 an

or
re

ct
al 

/ B
io

fe
ed

ba
ck

Ot
ra

s

^S
e 

va
lo

ra
rá

, e
n 

fu
nc

ió
n 

de
 la

 d
isp

on
ib

ilid
ad

 lo
ca

l o
 p

os
ib

le 
in

co
nv

en
ien

cia
 p

ar
a l

os
 p

ac
ien

te
s, 

la 
re

ali
za

ció
n 

pr
ev

ia 
de

 TS
OH

-i 
pa

ra
 re

as
ign

ar
 el

 n
ive

l d
e 

pr
io

rid
ad

.
$ 

Se
 re

co
m

ien
da

 aj
us

ta
r p

rio
rid

ad
 en

 fu
nc

ió
n 

de
 e

da
d,

 se
xo

 y 
re

su
lta

do
 cu

an
tit

at
ivo

 d
el

 TS
OH

-i
*A

nt
ec

ed
en

te
s p

er
so

na
les

 d
e 

CC
R,

 ad
en

om
as

 o
 EI

I
O 

An
te

ce
de

nt
es

 fa
m

ilia
re

s d
e 

pr
im

er
 gr

ad
o 

co
n 

CC
R 

o 
ad

en
om

as
 av

an
za

do
s o

 Sd
. h

er
ed

ita
rio

 d
e 

CC
R

**
ht

tp
s:/

/w
ww

.n
ice

.o
rg

.u
k/

gu
id

an
ce

/n
g1

2/
ch

ap
te

r/
1-

Re
co

m
m

en
da

tio
ns

-o
rg

an
ise

d-
by

-si
te

-o
f-c

an
ce

r#
lo

we
r-g

as
tro

in
te

st
in

al-
tra

ct
-c

an
ce

rs



15

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

CO
DI

CÓ
DI

GO
 D

E P
RI

OR
ID

AD
 (v

er
 le

ye
nd

a a
 la

 d
er

ec
ha

)
1

2
3

4
5

6
AS

IS
TE

NC
IA

 TE
LE

M
ÁT

IC
A 

RE
CO

M
EN

DA
DA

AL
TA

M
ED

IA
BA

JA
DE

M
OR

AB
LE

 
(ra

ng
o 

6 
- 1

2 
m

es
es

)
SE

GU
IM

IE
NT

OS
 

PR
OG

RA
M

AD
OS

SU
SP

EN
DE

R 
/ 

RE
EV

AL
UA

R 
NE

CE
SID

AD
**

*R
ies

go
s d

e 
CC

R 
en

 p
ac

ien
te

s c
on

 EI
I (

CU
, E

C 
de

 co
lo

n 
y c

ol
iti

s i
nd

et
er

m
in

ad
a a

 lo
s 8

 añ
os

 d
el

 in
ici

o 
de

 lo
s s

ín
to

m
as

 o
 al

 cu
m

pl
ir 

50
 o

 m
ás

 añ
os

 d
e 

ed
ad

, c
on

 in
de

pe
nd

en
cia

 d
e 

la 
du

ra
ció

n 
de

 la
 EI

I.)
Al

to
 ri

es
go

: c
ol

iti
s e

xt
en

sa
 co

n 
ac

tiv
id

ad
 gr

av
e 

o 
es

te
no

sis
 o

 d
isp

las
ia 

en
 ú

lti
m

os
 5

 añ
os

 o
 an

te
ce

d.
 fa

m
. d

e 
CC

R<
 50

 añ
os

 o
 C

EP
 as

oc
iad

a.
 R

ies
go

 m
ed

io
: c

ol
iti

s e
xt

en
sa

 co
n 

ac
tiv

id
ad

 le
ve

 o
 m

od
er

ad
a,

 p
se

ud
op

ól
ip

os
 o

 an
te

ce
d.

 fa
m

. d
e 

CC
R 

co
n 

>=
 5

0 
añ

os
. R

ies
go

 b
ajo

: e
l r

es
to

.
y a

 aq
ue

llo
s c

on
 C

EP
 co

nc
om

ita
nt

e
**

**
Le

sió
n 

av
an

za
da

: A
de

no
m

a >
= 

10
 m

m
, c

om
po

ne
nt

e 
ve

llo
so

 o
 D

AG
. L

es
ió

n 
se

rra
da

 >=
 1

0 
m

m
 o

 co
n 

di
sp

las
ia.

**
**

*A
lta

 p
ro

ba
bi

lid
ad

 d
e 

ne
op

las
ia 

av
an

za
da

 p
or

 d
iag

nó
st

ico
 ó

pt
ico

: p
at

ró
n 

Vi
 d

e 
Ku

do
 o

 N
IC

E 2
B 

o 
Sa

no
 II

IA
 o

 n
on

-li
fti

ng
 o

 co
m

po
ne

nt
e 

de
pr

im
id

o 
(0

-II
c)



16

Recomanacions de la Societat Catalana 
de Digestologia i de la Societat 

Catalana d’Endoscòpia Digestiva 
Mèdico-Quirúrgica pel restabliment 

de l’activitat d’endoscòpia segons 
l’evolució de la pandemia per COVID-19

ESGE and ESGENA Position Statement on gastrointestinal
endoscopy and the COVID-19 pandemic

Authors

Ian M. Gralnek*, 1, Cesare Hassan*,2, Ulrike Beilenhoff3, Giulio Antonelli2, Alanna Ebigbo4, Maria Pellisè5, Marianna

Arvanitakis6, Pradeep Bhandari7, Raf Bisschops8, Jeanin E. Van Hooft9, Michal F. Kaminski10, Konstantinos

Triantafyllou11, George Webster12, Heiko Pohl13, Irene Dunkley14, Björn Fehrke15, Mario Gazic16, Tatjana Gjergek17,

Siiri Maasen18, Wendy Waagenes19, Marjon de Pater20, Thierry Ponchon21, Peter D. Siersema22, Helmut Messmann4,

Mario Dinis-Ribeiro23

Institutions

 1 Institute of Gastroenterology and Hepatology, Emek

Medical Center, Afula, Israel & Rappaport Faculty of

Medicine Technion Israel Institute of Technology,

Haifa, Israel

 2 Nuovo Regina Margherita Hospital, Rome, Italy

 3 Ulm, Germany

 4 III. Medizinische Klinik Universitätsklinikum Augsburg,

Augsburg, Germany

 5 Department of Gastroenterology, Hospital Clinic de

Barcelona. Institut d'Investigacions Biomediques

August Pi i Sunyer (IDIBAPS). Centro de Investigación

Biomédica en Red de Enfermedades Hepáticas y

Digestivas (CIBERehd). Universitat de Barcelona,

Barcelona, Spain

 6 Department of Gastroenterology, Erasme University

Hospital, Université Libre de Bruxelles, Brussels,

Belgium

 7 Portsmouth Hospital NHS Trust, Gastroenterology,

Portsmouth, United Kingdom

 8 Department of Gastroenterology and Hepatology,

Catholic University of Leuven (KUL), TARGID,

University, Hospitals Leuven, Leuven, Belgium

 9 Department of Gastroenterology and Hepatology,

Amsterdam University Medical Centers, University of

Amsterdam, The Netherlands

10 Department of Cancer Prevention and Department of

Oncological Gastroenterology,The Maria Sklodowska-

Curie National Research Institute of Oncology, Warsaw,

Poland

11 Hepatogastroenterology Unit, 2nd Department of

Internal Medicine - Propaedeutic, Medical School,

National and Kapodistrian University of Athens, Attikon

University General Hospital, Athens, Greece

12 Department of Gastroenterology, University College

London Hospitals, London, United Kingdom

13 Dartmouth Geisel School of Medicine, Hanover NH, VA

Medical Center, Section of Gastroenterology, White

River Junction, VT., USA

14 North West Anglia NHS Foundation Trust,

Hinchingbrooke, United Kingdom

15 Inselspital, Bern, Switzerland

16 General hospital, Bjelovar, Croatia

17 University Medical Centre, Ljubljana, Slovenia

18 Tallinn Healthcare College, Tallin,Estonia

19 Hvidovre Hospital, Copenhagen, Denmark

20 Amsterdam UMC location AMC, Amsterdam, The

Netherlands

21 Gastroenterology Division, Edouard Herriot Hospital

Lyon, France

22 Department of Gastroenterology and Hepatology,

Radboud University Medical Center, Nijmegen, The

Netherlands

23 Gastroenterology Department, Portuguese Oncology

Institute of Porto, Portugal

Bibliography

DOI https://doi.org/10.1055/a-1155-6229

Published online: 2020 | Endoscopy

© Georg Thieme Verlag KG Stuttgart · New York

ISSN 0013-726X

Corresponding author

Mario Dinis Ribeiro, Instituto Português de Oncologia –

Gastrenterologia, Rua Dr. Bernardino de Almedia,

Porto 4200-072, Portugal

mario@med.up.pt

ABSTRACT

We are currently living in the throes of the COVID-19 pan-

demic that imposes a significant stress on health care pro-

viders and facilities. Europe is severely affected with an ex-

ponential increase in incident infections and deaths. The

clinical manifestations of COVID-19 can be subtle, encom-
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Introduction
The outbreak of COVID-19 disease has spread from its original
cluster in Hubei province, China [1, 2] throughout the world,
and has been declared a pandemic by the World Health Organi-
zation [3]. Europe is severely affected with an exponential in-
crease in the number of COVID-19 cases and deaths [4]. It has
been estimated that approximately 10% of Health Care Profes-
sionals (HCP) have become COVID-19 positive in Western coun-
tries [5, 6]. The clinical manifestations of COVID-19 are varied,
encompassing a broad spectrum from asymptomatic mild dis-
ease, to severe critical respiratory illness leading to respiratory
failure, multiorgan failure and death [1, 2, 7–9]. Thus, high clin-
ical suspicion and appropriate risk stratification of patients are
needed.

HCP in endoscopy units are at increased risk of infection by
COVID-19 from inhalation of airborne droplets, conjunctival
contact, and potential fecal-oral transmission [2, 10]. Peri-
endoscopic aerosolized infections have been reported, making
upper GI endoscopy a high-risk procedure [11–17]. In addition,
live virus has been found in patient stool [10, 18 –20]. As a
mechanism of entry, the angiotensin-converting enzyme II
(ACE2) receptor, widely expressed in the intestinal tract [21], is
likely used by the virus to enter human cells [2] making lower GI
endoscopy procedures of uncertain risk status. Furthermore,
infected HCP may transmit the infection to their colleagues, pa-
tients, families, and communities as hospital-based epidemics
have been reported in European countries [22].

Infection prevention and control (IPC) has been shown to be
dramatically effective in assuring the safety of both HCP and
patients. This is not limited to the use of personal protective
equipment (PPE), but is also based on a transparent and de-
tailed IPC strategy, risk stratification of patients, correct use of
PPE and interventions based on testing, separation and isola-
tion of patients at high risk of COVID-19 [22–25].

Given the simultaneous COVID-19 outbreak in all European
countries, a rational approach regarding limited resources is
important [22, 26]. Shortages do not only apply to PPE, but
also to the availability of hospital infrastructure including HCP
staff, availability of beds (including ICU beds), and medical
equipment such as ventilators. On the other hand, the need to
protect the patient population, especially patients at high risk
of COVID-19 morbidity, has forced Endoscopy Units to post-

pone a disproportionate number of procedures, weighing
case-by-case the benefit of endoscopy with the risk of COVID-
19 infection. A clear and thoughtful policy regarding the timely
rescheduling of these postponed endoscopy procedures will be
required.

The European Society of Gastrointestinal Endoscopy (www.
esge.com) and the European Society of Gastroenterology and
Endoscopy Nurses and Associates (www.esgena.com) have
joined forces to provide guidance in order to assure the highest
level of protection against COVID-19 for both patients and
health care personnel. This position statement was first pres-
ented as an online statement March 18, 2020 (www.esge.com
and www.esgena.com) and is now updated.

This ESGE-ESGENA Position Statement will provide guidance
on 4 main topics:
1. How to perform gastrointestinal (GI) endoscopies during the

COVID-19 viral pandemic?
2. Which GI endoscopy procedures should always be done?

Which should be postponed?
3. How to protect GI endoscopy unit personnel during the

pandemic?
4. What knowledge is currently missing and what is needed in

this evolving field?

Methods
A Pubmed/MEDLINE search was performed using ‘severe acute
respiratory distress syndrome coronavirus 2’, ‘COVID-19’,
‘endoscopy, digestive system endoscopy’, ‘gastrointestinal
endoscopic examination, therapy’ as MeSH terms. As our aim
was to provide guidance rather than clinical recommendations,
statements by international medical bodies such as the World
Health Organization and the European and US Centers’ for Dis-
ease Prevention and Control were prioritized. Furthermore, the
most recent guidance available to date issued by major gastro-
enterology societies was reviewed.

Guidance was grouped according to the three main phases
of an endoscopic procedure, that is, pre-, intra- and post-proce-
dure.

In order to define the proper timing of endoscopy according
to clinical indication, between the 23rd and 25th of March 2020,
the ESGE Governing Board addressed the main GI endoscopy

passing a broad spectrum from asymptomatic mild disease

to severe respiratory illness. Health care professionals in

endoscopy units are at increased risk of infection from COV-

ID-19. Infection prevention and control has been shown to

be dramatically effective in assuring the safety of both

health care professionals and patients. The European Socie-

ty of Gastrointestinal Endoscopy (www.esge.com) and the

European Society of Gastroenterology and Endoscopy Nur-

ses and Associates (www.esgena.org) are joining forces to

provide guidance during this pandemic to help assure the

highest level of endoscopy care and protection against

COVID-19 for both patients and endoscopy unit personnel.

This guidance is based upon the best available evidence re-

garding assessment of risk during the current status of the

pandemic and a consensus on which procedures to perform

and the priorities on resumption. We appreciate the gaps in

knowledge and evidence, especially on the proper strategy

(ies) for the resumption of normal endoscopy practice dur-

ing the upcoming phases and end of the pandemic and

therefore a list of potential research questions is presented.

New evidence may result in an updated statement.
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procedures, assigning them to predefined priority stratification
groups and thereby differentiating between procedures that
can be systematically performed or postponed, and those that
must be assessed on a case-by-case basis weighing the trade-
offs of the medical indication / necessity with the COVID-19
risks. Endoscopic procedures were assigned to a group if an
agreement/consensus of ≥75% was reached. When agree-
ment/consensus was not reached, the endoscopic procedure
was recommended to be performed on a case-by-case basis.

All Governing Board members were also asked to vote on the
level of priority for rescheduling postponed endoscopic proce-
dures (high or low priority) and to assign every endoscopic pro-
cedure a proposed rescheduling time (in weeks).

Part I:
How to perform gastrointestinal (GI)
endoscopies during the COVID-19 viral
pandemic
General comments

1. The entire staff of the endoscopy unit must be appropri-
ately trained and informed on the IPC strategy for COVID-
19 [22]. This should include potential sources of contamina-
tion, hygiene measures, COVID-19 risk factors, correct use
of PPE, and interventions, such as separation, isolation and
testing, for high-risk or infected patients.

2. Health Care Professionals (HCP) in endoscopy units
should be triaged daily: staff should assess themselves ac-
cording to potential risk factors, symptoms and signs (daily

measurement of temperature). Those considered to be at
high-risk of COVID-19 should be isolated and tested.

3. COVID-19 can effectively be inactivated by commonly
used disinfectants having virucidal activity (EN 14885).
Reprocessing of flexible endoscopes and endoscopic ac-
cessories should be performed according to published
guidelines [28]. Reuse of any disposable GI endoscopic
device is strongly discouraged. During reprocessing,
mucosal surfaces must be protected as recommended
[28]. Additional precautions should be taken in the re-
processing of equipment, such as FFP2 /3 masks, after
endoscopy in confirmed COVID-19 cases.

4. Each GI endoscopy unit should have a detailed plan for the
cleaning and disinfecting of endoscopy procedure rooms
[29]. Cleaning the endoscopy unit with virucidal agents is
recommended as infection by contact is possible. This is
mandatory after each case in patients at high-risk of or
known infection with COVID-19 [29].

5. If feasible, online care should be provided (e. g. teleme-
dicine). If this is to replace an outpatient clinic visit, audio
and video transmission is preferred and formal documenta-
tion in the patient’s medical record should be performed.

6. Washing of hands with soap and warm water (for at least
20seconds) or use of alcohol-based hand rub, before and
after all patient interactions, after contact with potentially
infectious sources, and before and after gowning, should be
done by all GI endoscopy unit personnel. Mobile phones,
pens, computer workstations, and medical equipment
should not be shared. Jewelry (watches, rings, bracelets)
should not be worn by GI endoscopy unit HCP.

Urgent/emergent 
procedure

Appropriate PPE (see Table 2)

Patient scheduled for GI endoscopy procedure

Elective procedure

Patient risk 
stratification

Low risk of COVID-19High risk of 
confirmed COVID-19

Higher risk of GI 
disease-related 

morbidity/mortality

Evaluate morbidity/mortality risk 
of GI disease vs. risk of COVID-19

See Figure 2

Higher risk of 
COVID-19-related 

morbidity/mortality

Postpone 
endoscopy

▶ Fig. 1 Decision pathway for GI endoscopic procedures during the COVID-19 pandemic. GI, gastrointestinal; PPE, personal protective
equipment.

Gralnek Ian M et al. ESGE and ESGENA… Endoscopy
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Pre-procedure Risk Management

1. Risk stratification of patients for possible COVID-19 infec-
tion should be done 1day prior to GI endoscopy (by phone
preferably) and then again on the day of endoscopy [13, 30,
31] by questioning for symptoms and contacts; or if / when
available through tests for virus infection or immunity
(▶Fig. 1).
– Please note that:

• Given the current pandemic status of COVID-19
(April 2020), it may be reasonable according to the
local situation, that all patients be considered at
high-risk for COVID-19 infection and proper meas-
ures should be taken to protect HCP.

• In the different phases of this pandemia, based on
epidemiological factors, testing and potential im-
munity, patient risk stratification may be possible,
converting previously high-risk patients to low-risk.

2. During patient assessment on the day of endoscopy, use
of surgical masks is recommended for both the HCP and
the patient and a distance of at least 1–2meters is re-
commended, as well as the use of a physical barrier, such
as glass or face-shield, if possible. Before entering the GI
endoscopy unit, temperature measurement should be per-
formed on all patients.

3. Relatives and caregivers should not have access to the GI
endoscopy unit. If it is exceptionally required, they should
undergo the same risk assessment as the patient.

4. For patients who are considered at high risk for COVID-
19, separate pre- and post-GI endoscopy recovery areas
(or timeslots) should be arranged.

5. Whenever possible, all patients entering the GI endos-
copy unit should wear respiratory protective equipment
(facial mask).

Intra-procedure risk management

1. During the current situation in most countries, only essential
and fully trained endoscopy personnel should be present in
endoscopy cases, all using a full set of PPE. Training pro-
grams should be adjusted during this phase, and the use of
e-learning is to be encouraged.

2. According to the patient’s risk status, PPE should include
gloves, hairnet, protective eyewear (goggles or face shield),
waterproof gowns, booties/shoe covers, and respiratory
protective equipment. High-filter respiratory masks (FFP2/
3) and booties/shoe covers should be used for high-risk or
infected cases [13, 22, 25] (▶Table 2). Putting on and taking
off PPE must be performed as recommended [32] – see also
ESGENA-Poster www.esgena.org. In situations of limited
availability of masks/respiratory protective equipment, a
protective face shield is a useful alternative tool. Prolonged
use of face masks/respiratory protective equipment of up to
4 hours is acceptable.

3. Although different GI endoscopic procedures may have dif-
ferent levels of risk, for the sake of simplicity and safety we
recommend the same personal protection measures for all
procedures, both upper or lower GI endoscopies [25, 33, 34].

4. Whenever possible, in patients who are considered to be at
high risk or who are known to be positive for the COVID-19
virus, GI endoscopy should be performed only if medically
indicated and if available, in a negative-pressure room by
experienced staff [29]. If the only negative-pressure rooms
are located outside the endoscopy unit, it must be ensured
that these rooms are properly equipped for performing any
GI endoscopy procedure. If negative-pressure rooms are not
available, endoscopy should be performed in a dedicated
room with adequate ventilation. All the other a foremen-
tioned protective measures should be taken and the risk of
postponing endoscopy versus the risk of COVID-19 infection
should be considered.

5. For patients in intensive care units (ICUs), GI endoscopy
should be performed bedside.

▶Table 1 Risk stratification for potential COVID-19 infection in pa-
tients requiring gastrointestinal endoscopy.

Low-risk
patient

No symptoms (eg, cough, fever, shortness of breath or
diarrhea)
AND
No history of contact with COVID positive individual
AND
No travel or residence in a location reporting community
transmission of COVID-19 during previous 14 days
Negative testing for COVID 19 (with adequate accuracy
and proper epidemiological setting)

High-risk
patient

Presence of symptoms with adequate sensitivity (eg,
cough, fever, shortness of breath or diarrhea)
OR
Travel or residence in a location reporting community
transmission of COVID-19 during previous 14 days
(eg, most European regions in April 2020)
OR
Contact with COVID-19 positive (or very likely to be
positive) individual

▶Table 2 Health-professional personal protective equipment strati-
fied by patient risk

Low-Risk Patient High-risk or Positive patient

Surgical mask1 Respiratory PPE (FFP2/
FFP3 mask)2

Gloves3 Two pairs of gloves3

Booties/shoe covers Booties/shoe covers

Disposable hairnet Disposable hairnet

Protective eyewear (goggles
or disposable face shield)

Protective eyewear (goggles or
disposable face shield)

Water-proof disposable gowns4 Water-proof disposable gowns4

1 DIN EN 14683:2019-6
2 DIN EN 149:2001-10
3 DIN EN 420/DIN EN 374
4 DIN EN 14126:2004-01
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Post-procedure risk management

1. Consider tracing and contacting patients at 7 and 14 days
to inquire about any new COVID-19 diagnosis, or devel-
opment of COVID-19 symptoms.

2. Contaminated waste and endoscopic devices from patients
at high risk of or with suspected or confirmed COVID-19
should be disposed of using the specific local regulations
related to high-risk waste management.

Part II:
Timing of endoscopy during the COVID-19
pandemic according to medical indication
1. GI endoscopy units should strongly consider temporarily
postponing elective, non-urgent endoscopy procedures, based
upon availability of local human resources and local policies
that may depend on regional/national pandemic rules/regula-
tions (▶Fig. 1 and ▶Fig. 2)

2. The following list of GI endoscopy procedures should always
be performed (▶Fig. 2)
▪ Acute upper/lower GI bleeding with hemodynamic

instability
▪ Capsule/enteroscopy for urgent/emergent bleeding
▪ Anemia with hemodynamic instability
▪ Foreign body in esophagus and/or high-risk foreign body

in the stomach
▪ Obstructive jaundice
▪ Acute ascending cholangitis

3. During the current COVID-19 pandemic, the following list of
GI endoscopy procedures should be postponed with no need
to reschedule before 12 weeks (low priority)
(▶Fig. 2)
▪ Surveillance for:

– Barrett’s Esophagus without dysplasia or Low-Grade
Dysplasia or after endoscopic treatment

– Gastric atrophy/Intestinal Metaplasia
– Inflammatory Bowel Disease
– Primary Sclerosing Cholangitis

▪ Post-endoscopic resection (including immediate endoscopy
after resection), surgical resection of cancer or post-poly-
pectomy surveillance

▪ Diagnosis/surveillance of Lynch syndrome and other heredi-
tary syndromes

▪ Diagnosis of Irritable Bowel Syndrome-like symptoms
▪ Diagnosis of reflux disease, dyspepsia (no alarm symptoms)
▪ Screening in high risk patients for esophageal cancer, gastric

cancer, colon cancer (primary screening endoscopy) or pan-
creatic cancer

▪ Bariatric GI endoscopy procedures (e. g., intra-gastric
balloons, endoscopic sleeve gastroplasty)

4. Each of the following GI endoscopy procedures warrant a
case-by-case evaluation based upon medical necessity
(▶Fig. 2). In general, therapeutic endoscopic procedures or
those affecting prognosis (and whenever further therapies can
be assured), namely those that are cancer-related or severely
symptomatic, should be ranked as “high-priority” (either to be
performed immediately or postponed within 12 weeks). All
others “low priority” may be either performed immediately or
post-poned to beyond 12 weeks on a case-by-case assessment.

High-priority endoscopy procedures

▪ Endoscopic treatment of high-grade dysplasia (HGD) or early
intra-mucosal cancer in the esophagus, stomach, or large
colonic polyps at high-risk of submucosal invasion

▪ Malignant stricture stenting
▪ PEG/PEJ/NJ tube
▪ Upper GI fistula/leakage
▪ Dysphagia or dyspepsia with alarm symptoms present
▪ Upper GI bleeding without hemodynamic instability
▪ Rectal bleeding
▪ Colonoscopy for melena after negative upper-GI endoscopy
▪ Severe anemia with no hemodynamic instability
▪ Tissue acquisition needed for the initiation of systemic

therapy/surgery
▪ Colonoscopy within organized FOBT+CRC screening

programme
▪ Foreign body in the stomach, low-risk
▪ Benign stricture requiring dilation/stenting
▪ Radiologic evidence of mass
▪ Lymph node EUS sampling
▪ Gallstone-related pancreatitis
▪ Pancreatic mass/stricture
▪ Biliary stricture dilation
▪ Pancreatico-biliary stent replacement for non-urgent indi-

cation
▪ Necrosectomy

Low-priority endoscopy procedures

▪ Endoscopic treatment of esophageal or gastric low-grade
dysplasia (LGD)

▪ Duodenal polyp
▪ Ampullectomy
▪ Band ligation/non-emergency
▪ Iron deficiency anemia
▪ Pancreatic cyst (depending on risk features)
▪ Biliary stricture/no urgency (no cholangitis, no jaundice,

etc.)
▪ Submucosal lesion EUS sampling
▪ Achalasia (POEM, balloon dilitation)
▪ gFOBT/FIT + (outside of an organized regional/national

screening program)

Conclusion
The COVID-19 pandemic is having a disruptive effect on the
workflow and safety of GI-endoscopy units worldwide. Most GI
endoscopy units in Europe are having to manage the current si-
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tuation with shortages of personnel and PPEs, substantial re-
ductions in the volume of screening endoscopy procedures, en-
ormous pressures on prioritizing endoscopic procedures, and
postponing many procedures without knowing exactly when
patients will be rescheduled.

GI endoscopy units should consider this ESGE position state-
ment against local rules and recommendations. Also, due to the
COVID-19 pandemic, individual clinical judgment and local re-

sources may lead to alternative perspectives in regard to which
procedures/patients are to be prioritized and when to resume a
more regular endoscopy procedure schedule. It should be no-
ted that 54% of survey respondents reported that the decision
to postpone GI endoscopy procedures was related to lack of
PPE. This must command our community’s full attention for fu-
ture outbreaks or similar emergent medical situations.

Perform always

▪ Acute upper/lower GI bleeding with hemodynamic instability 
▪ Capsule/enteroscopy for urgent/emergent bleeding
▪ Anemia with hemodynamic instability
▪ Foreign body in esophagus and/or high-risk foreign body in the stomach 
▪ Obstructive jaundice  
▪ Acute ascending cholangitis

Case by case management – high priority
▪  Endoscopic treatment of high-grade dysplasia (HGD) or early intra- 

mucosal cancer in the esophagus, stomach, or large colonic polyps at 
high-risk of submucosal invasion 

▪  Malignant stricture stenting 
▪   PEG/PEJ/NJ tube 
▪   Upper GI fi stula/leakage  
▪   Dysphagia or dyspepsia with alarm symptoms present 
▪   Upper GI bleeding without hemodynamic instability  
▪  Rectal bleeding  
▪  Colonoscopy for melena after negative upper-GI endoscopy  
▪  Severe anemia with no hemodynamic instability  
▪  Tissue acquisition needed for the initiation of systemic therapy/surgery
▪  Colonoscopy within organized FOBT+ CRC screening programme
▪  Foreign body in the stomach, low-risk 
▪  Benign stricture requiring dilation/stenting
▪   Radiologic evidence of mass  
▪  Lymph node EUS sampling  
▪  Gallstone-related pancreatitis  
▪   Pancreatic mass/stricture   
▪   Biliary stricture dilation  
▪   Pancreatico-biliary stent replacement for non-urgent indication  
▪  Necrosectomy

Case by case management – low priority
▪  Endoscopic treatment of esophageal or gastric 

low-grade dysplasia (LGD)  
▪ Duodenal polyp 
▪  Ampullectomy  
▪ Band ligation/non-emergency 
▪  Iron defi ciency anemia  
▪  Pancreatic cyst (depending on risk features) 
▪  Biliary stricture/no urgency (no cholangitis, 

no jaundice, etc.) 
▪  Submucosal lesion EUS sampling 
▪  Achalasia (POEM, balloon dilitation) 
▪  gFOBT/FIT+ (outside of an organized regional/

national screening program)

Postpone always

▪ Surveillance for 
 – Barrett’s Esophagus without dysplasia or Low-Grade Dysplasia or after endoscopic treatment 
 – Gastric atrophy/Intestinal Metaplasia  
 – Infl ammatory Bowel Disease  
 – Primary Sclerosing Cholangitis 
▪  Post-endoscopic resection (including immediate endoscopy after resection), surgical resection of cancer or 

 post- polypectomy surveillance 
▪  Diagnosis/surveillance of Lynch syndrome and other hereditary syndromes  
▪  Diagnosis of Irritable Bowel Syndrome-like symptoms  
▪  Diagnosis of refl ux disease, dyspepsia (no alarm symptoms)  
▪  Screening in high risk patients for esophageal cancer, gastric cancer, colon cancer (primary screening endoscopy) or 

 pancreatic cancer
▪  Bariatric GI endoscopy procedures (e.g., intra-gastric balloons, endoscopic sleeve gastroplasty)

▶ Fig. 2 List of indications for endoscopic procedures according to rescheduling recommendations and priority.
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We also believe that further research is urgently needed in
order to clarify the overall burden of COVID-19 on our GI
endoscopy units but also in relation to how to effectively run
endoscopic units during and after this pandemic (▶Table 3).
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