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Abstract
Introduction: The coronavirus disease 2019 (COVID-19) pan-
demic has increased concern regarding SARS-CoV-2 infec-
tion in inflammatory bowel disease (IBD) patients, especially 
those on immunosuppressive therapies or with active dis-
ease. There are limited reports describing the clinical fea-
tures of COVID-19 in an IBD population, and the impact of 
immunosuppression on the severity of the infection remains 
unclear. Case Report: A 33-year-old female patient with a 
long history of ulcerative colitis, poorly controlled, was ad-
mitted with COVID-19 a few days after being discharged 
from the hospital for treatment of acute severe ulcerative 
colitis. High-risk factors for COVID-19 complications, i.e., 
high-dose steroids (40 mg prednisone) and severe active dis-
ease, were present at admission. Despite the development 

of extensive pulmonary involvement, the patient had a fa-
vorable outcome. Discussion: Management of IBD patients 
during the COVID-19 pandemic has been challenging. Mea-
sures to minimize the potential risk of SARS-CoV-2 infection, 
including strict social distancing and self-isolation, in the IBD 
population have been recommended, especially for high-
risk patients. Although steroid tapering and persistence of 
biologics are advised by professional groups, the best treat-
ment strategy for IBD patients presenting a flare during the 
outbreak has yet to be defined. © 2020 The Author(s) 

Published by S. Karger AG, Basel

Introduction

The coronavirus disease 2019 (COVID-19) pandemic 
is spreading quickly from China to the rest of the world 
and has led to 1,439,516 confirmed cases and 85,711 
deaths worldwide as of April 9, 2020 [1]. Specific popula-
tions, such as elderly, hypertensive, diabetic, and obese 
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patients, as well as patients with malignancies, are at a 
greater risk for worse outcomes [2]. 

For patients with inflammatory bowel disease (IBD), 
especially those on immunosuppressive therapies or with 
active disease, the current pandemic requires several new 
considerations. Previous studies have shown that disease 
activity and exposure to thiopurines increase the risk of 
viral infections [3, 4]. However, there is expert agreement 
that IBD patients are not at a greater risk of developing 
SARS-CoV-2 infection than the general population [5]. 
There are limited data regarding the clinical features of 
COVID-19 in an IBD population, and the impact of im-
munosuppression on the severity of COVID-19 remains 
uncertain. Thus, protective measures such as sheltering 
in place and strict social distancing are highly recom-
mended for this special population.

Case Report

A 33-year-old female diagnosed with ulcerative pancolitis and 
primary sclerosing cholangitis in 2012 was admitted to the hospital 
on March 16, 2020, due to abdominal pain, bloody diarrhea (10 
bowel movements per day), hyporexia, and vomiting that had 
started 2 weeks before. At an outpatient clinic, she was given sul-
fasalazine 4 g/day, topical mesalamine 1g/day, and ursodeoxycho-
lic acid 900 mg/day. She was previously exposed to azathioprine, 
which was discontinued due to hepatotoxicity. The IBD team de-
cided to initiate biological therapy. While she was awaiting labora-
tory tests, she presented to the emergency department with tachy-
cardia (115 bpm), pale mucous membranes, abdominal distention, 
and diffuse tenderness. Initial laboratory tests revealed severe ane-
mia (hemoglobin 6.5 g/dL), normal white blood cell and platelet 
counts, and an elevated C-reactive protein (21.5 mg/L). Albumin 
levels were reduced (2.5 g/dL), and liver enzymes were within the 
baseline values for the patient, with no change in liver function 
tests. An abdominal computed tomography (CT) scan showed dif-
fuse parietal bowel wall thickening, moderate loop distension, dif-
fuse densification of the fat surrounding the cecum and ascending 
colon, a diffuse increase in the number of locoregional lymph 
nodes, and engorgement of the mesocolon and mesorectal vessels 
(Fig. 1). Fecal tests excluded Clostridioides difficile and other en-
teric pathogen infections, while biopsies obtained by flexible sig-
moidoscopy excluded cytomegalovirus infection (Fig. 2). There-
fore, the patient was diagnosed with acute severe colitis. She re-
ceived a transfusion of red blood cells in the emergency department. 
Appropriate clinical treatment was initiated with corticosteroids 
(hydrocortisone at 300 mg/day) and prophylactic anticoagulation 
(enoxaparin). Screening tests for biological therapy revealed a 
strongly positive tuberculin test (15 mm) and a normal chest CT 
scan (Fig. 3a), the setting for a latent tuberculosis. The patient had 
an excellent response to corticosteroids, with progressive clinical 
improvement, and was discharged on March 25th using predni-
sone at 40 mg/day. The outpatient therapeutic plan was to start 
biological therapy after 30 days of treatment with isoniazid 
(9-month treatment schedule, according to Brazilian guidelines) 

[6]. One day after discharge, the patient started with symptoms of 
dry cough and runny nose. The symptoms progressively intensi-
fied and she was readmitted to the hospital 4 days later. At that 
point, the patient had mild dyspnea, but without oxygen desatura-
tion. Considering the pandemic scenario, nasopharyngeal and 
oropharyngeal swabs revealed that she was SARS-CoV-2 PCR pos-
itive.

Additional laboratory tests documented: Hb, 9 g/dL; white 
blood cell count, 11,930/mm3; C-reactive protein, 61.8 mg/dL; D-
dimer, 1,180 ng/dL; and albumin, 2.4 g/dL. A chest CT scan showed 
a multifocal ground glass pattern associated with thickening of in-
terlobular septa and areas of consolidation, bilateral multifocal dis-
tribution, and peripheral, posterior predominance (Fig. 3b).

The patient was treated with oseltamivir, amoxicillin/clavulan-
ic acid, prophylactic enoxaparin, and supportive measures for CO-
VID-19. As gastrointestinal symptoms were controlled, predni-
sone tapering was accelerated to 20 mg/day, but isoniazid persisted 
during the entire treatment. The patient’s overall status improved 
progressively, allowing discharge after 7 days.

Discussion

In December 2019, an outbreak of a novel coronavirus 
disease (COVID-19) began in Wuhan, China, and it has 
spread rapidly worldwide [1]. Since then, great concern 
has been raised regarding the impact of this disease on 
specific populations at a higher risk for infection, such as 
IBD patients. Several previous reports have well described 
the association among immunosuppressive treatment, 
disease activity, and malnutrition, with a higher frequen-
cy and severity of infections in IBD patients [3, 4]. How-
ever, it is still uncertain whether these features constitute 
additional risks for SARS-CoV-2 infection beyond those 

Fig. 1. Abdominal pelvic CT scan showing thickness of the colon-
ic wall, moderate bowel distension, diffuse densification of the fat 
surrounding the cecum, and a diffuse increase in the number of 
locoregional lymph nodes.
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already described for the general population, such as el-
derly, pregnant, hypertensive, and diabetic patients [7, 8]. 
Although data on the clinical characteristics and out-
comes of COVID-19 in IBD patients are still very scarce, 
recent reports suggest that SARS-CoV-2 infection does 
not occur more frequently in this subgroup of patients 
than in the general population [5, 8]. 

Recently, an international online database named 
SECURE-IBD was created in order to monitor and report 
outcomes of SARS-CoV-2 infection on IBD patients. As 
of April 8, 2020, thirteen deaths were reported among a 
total of 382 infected IBD patients [9].

The patient reported herein had a long history of IBD, 
poorly controlled, and was planning to start biological ther-
apy. Unprecedentedly, after a recent hospitalization for 
acute severe colitis that responded to steroid treatment, she 
returned to the hospital with respiratory symptoms second-
ary to SARS-CoV-2 infection. Considering the incubation 

period of up to 14 days [10], we supposed that the infection 
was possibly acquired in the previous hospitalization.

Despite the presence of high-risk factors for complica-
tions of COVID-19 [11], such as severe acute decompen-
sation of IBD and concurrent use of corticosteroids, the 
patient recovered from COVID-19 pneumonia after 7 
days of hospitalization. She was treated with oseltamivir 
and antibiotics because it was not possible to exclude 
coinfection by influenza or any bacteria. It remains un-
clear whether prophylactic enoxaparin played a role in 
improvement of the patient’s prognosis, since some stud-
ies have suggested that anticoagulants could prevent co-
agulopathy in severe COVID-19 [12, 13]. Mazza et al. [14] 
recently reported the fatal case of an elderly patient who 
developed SARS-CoV-2 infection during hospitalization 
for acute severe colitis. Similarly to our case, the patient 
was on steroids, but probably age was the main factor for 
the differences in clinical outcomes between these 2 cases, 

Fig. 2. Rectosigmoidoscopy revealing areas 
of spontaneous bleeding and multiple ero-
sions and superficial ulcers, covered with 
fibrin and hematin.

a b

Fig. 3. a Normal chest CT 10 days before COVID-19 diagnosis. b Chest CT after COVID-19 diagnosis showing a multifocal ground 
glass pattern.
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since the published data suggest that, in general, young 
patients have a better prognosis [7]. 

The international Organization for the Study of In-
flammatory Bowel Disease (IOIBD) has issued guidelines 
stating that IBD patients should continue undergoing 
their treatment during the COVID-19 outbreak [5]. Al-
though these recommendations are based on expert opin-
ion, it is preferable for IBD patients in clinical remission 
not to increase their risk of a flare as a consequence of 
stopping their treatment. Recently, Norsa et al. [15] re-
ported the experience of a tertiary IBD center during the 
pandemic in a high-prevalence area in Italy. All 522 fol-
lowed IBD patients were advised to maintain their cur-
rent treatment and no cases of COVID-19 were reported 
[15].

In contrast, initiation of immunosuppressive drugs, 
especially tofacitinib and azathioprine, is of greater con-
cern during the SARS-CoV-2 outbreak and should be 
avoided as it could increase the risk of viral infections. 
However, patients in a flare should be treated with the 
same therapies that would be chosen outside of the pan-
demic context [5, 8, 11].

Recently published WHO guidelines suggests that cor-
ticosteroids should be avoided in COVID-19 [16]. Evi-
dence from studies in SARS shows that corticosteroid ad-
ministration might be harmful for patients and has been 
associated with delayed viral clearance. Their use can be 
considered in specific patients, such as asthmatics and pa-
tients in septic shock [17]. Accordingly, our group de-
cided to taper prednisone rapidly, considering that gas-
trointestinal symptoms were controlled at that time.

In addition to national recommendations to prevent 
infection and dissemination of the virus, specific strate-
gies have been implemented worldwide to minimize the 
potential risk of SARS-CoV-2 infection in the IBD popu-
lation, such as rescheduling of outpatient visits and elec-
tive procedures, tele-health visits to advise patients, and 
rearrangements in infusion centers [18, 19]. 

This clinical case shows that managing IBD patients 
and ensuring quality of care during this pandemic can be 
challenging. We report the first case of COVID-19 pneu-
monia successfully treated in a patient with acute severe 
colitis. Emerging data and new reported cases will im-
prove the understanding of the impact of COVID-19 on 
IBD patients and help to tailor the best strategy to manage 
patients with a flare during the outbreak. 
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