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Abstract
Background: The COVID-19 pandemic, caused by severe 
acute respiratory syndrome coronavirus 2 (SARS-CoV-2), has 
emerged as a dramatic challenge for all healthcare systems 
worldwide. This outbreak immediately affected gastroenter-
ologists as well as global physicians worldwide because CO-
VID-19 can be associated with not only triggering respira-
tory inflammation but also gastrointestinal (GI) inflamma-
tion based on the mechanism by which SARS-CoV-2 enters 
cells via its receptor the angiotensin-converting enzyme 2, 
which is expressed on GI cells. However, the comorbidity 

spectrum of digestive system in patients with COVID-19 re-
mains unknown. Because the inflammatory bowel disease 
(IBD) management involves treating uncontrolled inflam-
mation with immune-based therapies, physicians, and pa-
tients have great concern about whether IBD patients are 
more susceptible to SARS-CoV-2 infection and have wors-
ened disease courses. Summary: It is necessary to precisely 
ascertain the risk of SARS-CoV-2 infection and the COVID-19 
severity in IBD patients and to acknowledge the IBD man-
agement during the COVID-19 pandemic with clinically reli-
able information from COVID-19 cohorts and IBD experts’ 
opinions. In this review, we highlight clinical questions re-
garding IBD management during the COVID-19 pandemic 
and make comments corresponding to each question based 
on recent publications. Key Messages: We propose that 
there is (1) no evidence that IBD itself increases the risk of 
SARS-CoV-2 infection, (2) to basically prioritize the control of 
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disease activity of IBD, (3) no need for physicians to sudden-
ly discontinue immunomodulatory or biologic therapy in pa-
tients with quiescent IBD, and (4) a need for careful observa-
tion of elderly (>60 years old) and IBD patients receiving cor-
ticosteroid treatment during the COVID-19 pandemic.

© 2020 S. Karger AG, Basel

Introduction

Coronavirus infectious disease 2019 (COVID-19) is 
caused by severe acute respiratory syndrome coronavirus 
2 (SARS-CoV-2) [1]. Detection of the virus was first re-
ported in Wuhan, China, and has since spread worldwide 
[2]. Following the rapid spread of the virus across the 
globe, the World Health Organization (WHO) declared 
COVID-19 a pandemic on March 11, 2020 [3]. More than 
10% of patients with COVID-19 need hospitalization 
with an increased need to have access to intensive care 
units and a mortality on the order of 3% globally [3]. The 
number of confirmed cases of COVID-19 is still lower in 
Japan (15,663 cases as of May 10; https://coronavirus.jhu.
edu/map.html); than in the USA and European countries, 
but the COVID-19 pandemic has impacted the health-
care system as well as the society in Japan. The Japanese 
government declared on April 16 a state of emergency all 
over Japan by reducing their mobility within prefectures 
and by avoiding across border crossing to slow the spread 
of COVID-19. Japanese hospitals have started to reduce 
elective activities of high-risk procedure such as endos-
copy and surgery to mitigate viral spread, preserve per-
sonal protection equipment, and to be operationally 
ready for potential high numbers of COVID-19 admis-
sions.

The number of patients with inflammatory bowel dis-
ease (IBD) is still increasing in Japan. Active IBD patients 
need systemic corticosteroids, thiopurine, and biologics 
for induction and maintenance of remission [4]. Data on 
COVID-19 in patients with immune-mediated inflam-
matory disease including IBD who have received anti-cy-
tokine biologics, other immunomodulatory therapies, or 
both on a long-term basis are scarce. On the other hand, 
the SARS-CoV-2 infection is dynamic, and knowledge 
and evidence are growing rapidly. All gastroenterologists 
are facing clinical issues and dilemmas that they have 
never encountered before, and furthermore, the lack of 
robust evidence makes physicians’ work even more chal-
lenging. In this regard, it is important to accumulate our 
knowledge on SARS-CoV-2 for the management of IBD 
patients. For IBD patients and for many physicians who 

are attending in the management of the disease in Japan, 
we have decided to collect and organize information re-
garding COVID-19 in the IBD field and to deliver it to the 
clinical field. Based on this idea, we constructed a team 
referred to as the “JAPAN IBD COVID-19 Taskforce” 
that started in April 2020. The main purposes of this task-
force are (a) to make proposals for IBD treatment in Ja-
pan based on transmission of literature information and 
(b) to summarize weekly summaries of data on the Sur-
veillance Epidemiology of Coronavirus Under Research 
Exclusion (SECURE-IBD) database (https://covidibd.
org/). In this article, we describe the clinical practice up-
date incorporating the emerging understanding of CO-
VID-19 and summarize available guidance for patients 
with IBD based on the most recent data accumulated un-
til May 7, 2020.

What Is the New Coronavirus Infection?

The name of the new coronavirus is referred to as 
SARS-CoV-2, and when symptoms occur due to SARS-
CoV-2 infection, it is defined as the COVID-19. SARS-
CoV-2 is an RNA virus, and its genomic sequence shares 
approximately 79% homology with the SARS virus 
(SARS-CoV) and 50% homology with the MERS virus 
(MERS-CoV) [5]. SARS-CoV-2 is an enveloped, positive-
ly charged, single-stranded RNA virus belonging to the 
beta coronavirus genus. SARS-CoV-2 enters cells via the 
angiotensin-converting enzyme 2 (ACE2) expressed on 
the type II surfactant-secreting alveolar cells of the lung 
[6, 7], and it is highly homologous to SARS-CoV [8]. 
SARS-CoV-2 appears to be less fatal but more contagious 
than MERS-CoV and SARS-CoV [8]. Additionally, ACE2 
is abundantly expressed in the glandular cells of gastric, 
duodenal, and rectal epithelia, supporting the entry of 
SARS-CoV-2 into host gastrointestinal (GI) cells [9]. The 
continuous positive detection of the viral RNA from feces 
thus suggests that the infectious virions are secreted from 
virus-infected GI cells [9] and implying possible fecal-
oral transmission of SARS-CoV-2 [10–12].

GI Symptoms in COVID-19 and Their Relevance in 
the Management of IBD Patients

Initial studies of COVID-19 reported that the propor-
tion of patients presenting with GI symptoms was low 
[13, 14]. After these reports, Tian et al. [15] reviewed the 
data of cases published as case reports or as retrospective 
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clinical studies during a period from the end of Decem-
ber 2019 to the end of February 2020. According to this 
review, the frequency of GI symptoms varied depending 
on symptoms as follows: anorexia was the most frequent 
digestive system symptom in adults (39.9–50.2%), diar-
rhea was the most common symptom both in adults and 
children (2–49.5%), and vomiting was more common in 
children than in adults. Approximately 3.6–15.9% of 
adult patients and 6.5–66.7% of children presented vom-
iting. Nausea was present in 1–29.4%, GI bleeding was 
present in 4–13.7%, and abdominal pain (2.2–6.0%) was 
more frequent in severely ill patients than in nonseverely 
ill patients. Importantly, GI symptoms were more fre-
quent in patients with severe COVID-19 than in those 
with nonsevere COVID-19. Most recently, Sultan et al. 
[16] reported that the overall prevalence of GI symptoms 
in COVID-19 was 7.7% (95% CI 7.4–8.6%) for diarrhea, 
7.8% (95% CI 7.1–8.5%) for nausea/vomiting, and 3.6% 
(95% CI 3.0–4.3%) for abdominal pain. Notably, the 
pooled prevalence of diarrhea is lower (4.0%) in outpa-
tients than in hospitalized patients. Based on these data, 
they suggested that GI symptoms are not as common in 
COVID-19 as previously estimated. Interestingly, in 
some cases, COVID-19 may present as isolated GI symp-
toms prior to the development of upper respiratory in-
fection symptoms because diarrhea can precede other 
symptoms by a few days [16]. Taken together, physicians 
consider the possibility of COVID-19 when encounter-
ing patients who complain of new fever, cough, shortness 
of breath, or other upper respiratory infection symptoms 
after the onset of GI symptoms. Therefore, it seems to be 
difficult to differentiate diarrhea related to COVID-19 
from a disease flare in IBD patients. Therefore, gastroen-
terologists should be aware of the following 2 possibili-
ties during the COVID-19 pandemic [1]. The possibility 
of COVID-19 should be considered in IBD patients who 
develop unexpected GI symptoms such as diarrhea and 
vomiting even if they do not have fever or respiratory 
symptoms. If necessary, chest radiographs and chest 
computed tomography should be performed [2]. The 
risk of spreading SARS-CoV-2 should always be taken 
into consideration when performing lower GI endosco-
py. Colonoscopies in patients with inactive IBD for the 
assessment of mucosal healing and surveillance of 
colorectal cancer should be avoided, although the risk of 
spreading SARS-CoV-2 by colonoscopy remains un-
clear. In symptomatic patients and for the diagnosis of 
treatment, physicians should carefully perform endos-
copy with the protection against SARS-CoV-2, accord-
ing to the guidelines [17].

Risk of COVID-19 in IBD Patients

In Japan, there have been an increasing number of pa-
tients with IBD treated with immunomodulators (IMs) or 
biologic agents. When the COVID-19 pandemic emerged, 
patients with IBD, especially those on systemic cortico-
steroids, thiopurines, and biologics, were considered to 
be moderate-to-high risk patients who are susceptible to 
COVID-19 and its complications. Therefore, both on-site 
physicians and IBD patients in Japan have concerns as to 
the justification of discontinuing their immunosuppres-
sive therapies, including corticosteroids, IMs, and biolog-
ics during the COVID-19 outbreak as well as in other 
countries. Currently, there are no formal evidence-based 
recommendations from clinical societies or governments 
for IBD patients on immunosuppressive therapies during 
the COVID-19 pandemic. Additionally, there has been 
no evidence that IBD itself increases the risk of SARS-
CoV-2 infection. Moreover, the discontinuation of im-
munosuppressive treatments in IBD patients has not 
been recommended in guidance for patients proposed by 
the International Organization of IBD [18], Crohn’s & 
Colitis UK [19], or Crohn’s & Colitis Foundation [20] in 
their guidance for patients.

The SECURE-IBD (https://covidibd.org/) database 
provides international updates on COVID-19 in IBD pa-
tients including data from children and adults, and it is 
possible to know the number of IBD patients with CO-
VID-19 according to the country, COVID-19 severity, 
age, and drug use status. According to the SECURE-IBD 
data [21], the mortality rate is high, especially in the el-
derly among the IBD patients who have developed CO-
VID-19. COVID-19 is more severe in patients with ulcer-
ative colitis (UC) than in those with Crohn’s disease, al-
though the reason for the different severity between the 2 
diseases has not yet been clarified.

Expert Proposals and Summaries for the 
Management of IBD Patients in Japan under 
the COVID-19 Pandemic Situation Based on the 
Transmission of Literature Information

During the COVID-19 pandemic, we have come to con-
sider several important questions regarding IBD manage-
ment for on-site physicians and IBD patients. To answer 
these questions, Japan IBD COVID-19 Taskforce mem-
bers collected up-to-date information regarding SARS-
CoV-2 and COVID-19 and summarized the available the 
information and guidance in a question-and-answer style:
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Q1. How is SARS-CoV-2 infection different from CO-
VID-19?

A1. Generally, SARS-CoV-2 infection means an as-
ymptomatic state, and COVID-19 means that symptoms 
due to SARS-CoV-2 infection have appeared.

Q2. Are patients with IBD at an increased risk of infec-
tion of SARS-CoV-2 infection and the development of 
COVID-19?

A2. At present, there has been no report showing a 
higher risk of COVID-19 in IBD patients than the gen-
eral population. However, based on the SECURE-IBD 
data, patients receiving steroids tend to require elevated 
rates of hospitalization, ICU management, and ventilator 
usage. Therefore, we recommend that the unnecessary 
long-term administration of steroids should be avoided 
[18, 21, 22].

Q3. Is COVID-19 likely to become more severe in el-
derly IBD patients?

A3. Based on the SECURE-IBD data, elderly IBD pa-
tients with COVID-19 tend to have elevated rates of hos-
pitalization, ICU management, ventilator use, and mor-
tality. In this regard, it is considered that as in the general 
population, the severity of COVID-19 in IBD patients in-
creases with the age (particularly in patients older than 60 
years) [21, 23, 24].

Q4. Should all IMs and biologics treatments be discon-
tinued?

A4. In clinical practice, the most important point is 
that the general condition of IBD patients is stable. There-
fore, there is no need for physicians to abruptly discon-
tinue immunomodulatory or biologic therapy in patients 
with quiescent IBD. Additionally, it is important that 
physicians explain to their patients that treatment should 
not be interrupted based on their own judgment. Rubin 
et al. [25] advocated the treatment guidance for IBD pa-
tients with concomitant SARS-CoV-2 infection or CO-
VID-19. However, there is no established evidence yet. 
Currently, when IBD patients are diagnosed with CO-
VID-19 [1], discontinuation of thiopurines, methotrex-
ate, and JAK inhibitor [2] and extension of the interval of 
administration for biological drugs (extend 14 days from 
the scheduled date) are proposed [25–27].

Q5. What are the indications and precautions to be 
taken when performing endoscopy in IBD patients under 
the COVID-19 pandemic situation?

A5. (a) SARS-CoV-2 RNA was detected in the feces. 
(b) ACE2, which is a SARS-CoV-2 entry receptor, is ex-
pressed in intestinal epithelial cells, and there is a possibil-
ity that the virus replication occurs in the intestinal epi-
thelial cells [28, 29]. Based on these points, it would be 
considered that SARS-CoV-2 may cause fecal-oral trans-
mission.

Currently, it is proposed that in cases of patients with 
quiescent IBD (no abdominal symptoms), regular endos-
copy for surveillance purposes should be postponed in all 
IBD patients. However, in the following conditions, even 
during the COVID-19 pandemic, there are cases where 
IBD patients need endoscopy under careful consideration 
of risks and benefits [30]: (1) for the diagnosis of patients 
with suspected IBD complaining of moderate to severe 
symptoms, (2) IBD patients with moderate to severe re-
lapse, and (3) IBD patients who need to significantly es-
calate treatment.

On the other hand, in COVID-19 patients, approxi-
mately 3% of adults and 10% of children complain of GI 
symptoms without respiratory symptoms [15]. If GI 
symptoms occur in an IBD patient who has neither fever 
nor respiratory symptoms, carefully follow up the symp-
toms and consider possible COVID-19 by checking a 
chest radiograph and computed tomography before per-
forming the endoscopy. When performing the endosco-
py, medical staff and doctors should fully prevent infec-
tion with personal protection equipment.

Q6. What is the risk of COVID-19 becoming more se-
vere in pregnant IBD patients?

A6. There are no direct reports regarding the risk of 
COVID-19 severity in IBD patients during pregnancy. 
However, we must acknowledge introducing references 
from overseas that are clinically useful.

A case series of 7 pregnant women with COVID-19 in 
New York was reported as follows: (a) 5 out of 7 had 
symptoms such as cough and fever and 4 were hospital-
ized. (b) Two asymptomatic cases developed postpartum 
and required treatment in the ICU [31]. Data from 118 
pregnant women living in Wuhan who met the clinical 
criteria for COVID-19 pneumonia in China (from De-
cember 8, 2019 to March 20, 2020) were reported as fol-
lows: (a) 0.24% of pregnant women were infected, 109 
(92%) had mild, and 9 (8%) had severe. (b) By March 20, 
2020, 109 patients (92%) were discharged from the hos-
pital. (c) Pregnant women had an equivalent risk of severe 
COVID-19 compared to that of the general population. 
(d) Of the 9 cases that became severe, 6 occurred postpar-
tum [32]. Although few reports have been published to 
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date, the results of these observational studies suggest that 
COVID-19 may become severe postpartum. Therefore, 
similar to that in the general public, if IBD patients during 
pregnancy suffer from SARS-CoV-2 infection or CO-
VID-19, it may be necessary to pay attention to the post-
natal severity.

The Relationship between IBD Treatment and the 
Risk of SARS-CoV-2 Infection and the Severity of 
COVID-19

There is no evidence supporting increases in the risk 
of SARS-CoV-2 infection or the risk of COVID-19 se-
verity in IBD patients. However, it is considered that 
the risk of SARS-CoV-2 infection and the severity of 
COVID-19 in IBD patients may be associated with the 
disease activity of the underlying disease. Therefore, it 
is important to continue the current treatment to main-
tain remission in IBD patients as much as possible. In 
addition, for active patients, it is necessary to select the 
treatment to achieve prompt remission depending on 
the individual patient’s condition and in consideration 
of the efficacy and safety of medications (please refer to 
Q2 and Q4).

Q7. Is 5-ASA administration related to COVID-19 risk 
and severity?

A7. To date, there have been no reports showing that 
5-ASA increases the risk of bacterial or viral infection 
[33]. The use of 5-ASA will not increase the risk of SARS-
CoV-2 infection or the severity of COVID-19. Therefore, 
it is not necessary for IBD patients to discontinue 5-ASA 
use even if they are in close contact with COVID-19 pa-
tients or develop COVID-19 [34, 35].

Q8. Is the risk of the severity of COVID-19 increased 
in IBD patients receiving systemic steroids?

A8. In expectation of the anti-inflammatory effect, ste-
roid administration was tried for SARS, MERS, and ARDS 
associated with influenza virus infection. However, the 
therapeutic effect of steroids remains unclear, and con-
versely, it was reported that the adverse events such as the 
need for ventilator management and the mortality in-
creased in patients treated with steroids [36–38]. Addi-
tionally, there is a delay in the elimination of viral RNA 
from respiratory secretions in patients treated with ste-
roids [39].

The use of more than 20 mg of prednisolone was as-
sociated with an increased risk of respiratory infection in 

IBD patients, as well as hospitalization and mortality [40–
42]. However, there are no definitive reports of whether 
steroid administration affects the clinical outcome of CO-
VID-19. Based on the current SECURE-IBD data, there 
is a trend that a higher proportion of IBD patients receiv-
ing steroid treatment resulted in ICU care, mechanical 
ventilation, or death than those receiving other medica-
tions [21]. However, the SECURE-IBD data are from a 
retrospective and observational study, and they do not 
directly indicate that the steroid use contributes to severe 
COVID-19. Therefore, a careful interpretation of these 
data is required.

During the COVID-19 pandemic, we propose the fol-
lowing:
1. Avoid simple use of systemic prednisolone and con-

sider other alternative treatments as induction thera-
py.

2. However, if physicians choose systemic administra-
tion, a sufficient dose should be administered depend-
ing on the patients’ disease activity.

3. For patients who are using systemic steroids, assess the 
therapeutic effect as soon as possible and try to taper 
the dose of systemic steroids rapidly.

Q9. Does the use of budesonide reduce the risk of se-
vere of COVID-19 in comparison with that for systemic 
steroids?

A9. Budesonide is a steroid that acts locally in the in-
testine and has little systemic effect. Theoretically, the 
risk of infection is considered to be low during its ad-
ministration [43, 44]. In reference to a review in Europe 
and the USA, if COVID-19 symptoms appear in IBD 
patients during steroid treatment or if the patients con-
tact an infected person, physicians should consider a (a) 
prompt reduction in steroids and (b) switch treatment 
from steroids to budesonide if patients require the con-
tinuation of steroids [35]. However, the SECURE-IBD 
data show that even IBD patients treated with budesonide 
tend to have a more severe course of COVID-19 cases 
[21].

Therefore, during the COVID-19 pandemic, we pro-
pose the following:
1. Similar to systemic steroids, prolonged use of 

budesonide should be avoided. A reduction in dose 
should be promptly considered after patients achieve 
remission during induction therapy.

2. It remains unclear whether the risk of severe COV-
ID-19 is reduced by the switch from systemic steroids 
to budesonide.
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Q10. Do IBD patients who take IMs have an increased 
risk of severe COVID-19?

A10. Thiopurines such as azathioprine and 6-mercap-
topurine weaken the human immune response to viruses 
and have been suggested to be associated with an in-
creased risk of viral infection after the administration 
[45]. On the other hand, there is little evidence of an in-
creased risk of respiratory infections [45, 46]. For exam-
ple, MERS-CoV requires a protease during maturation, 
while in vitro studies have shown that mercaptopurine 
has an inhibitory effect on that protease [35]. However, 
no animal experiments have been conducted to verify its 
antiviral effect. Methotrexate, which is an IM, is also as-
sociated with an increased risk of infection [47]. How-
ever, it has been reported that methotrexate use does not 
increase the risk of infection in patients with inflamma-
tory diseases [47]. Taken together, there is no clear evi-
dence for an increased risk of respiratory tract infections 
with the use of thiopurines or methotrexate. Therefore, 
patients with clinically quiescent IBD do not need to dis-
continue IMs. Again, it is important to instruct patients 
to not readily discontinue IMs. Based on the SECURE-
IBD data, it is possible that COVID-19 is severe in IBD 
patients receiving IM treatment, following steroids and 
budesonide [21]. Although the patient backgrounds reg-
istered in the SECURE-IBD are obscure, it is necessary to 
pay attention to the white blood cell count (in particular, 
the decrease in lymphocytes) in patients receiving thio-
purines.

During the COVID-19 pandemic, we proposed the 
following:
1. If IBD patients receiving IMs make contact with a CO-

VID-19 patient, consider discontinuing administra-
tion of IMs for 2 weeks.

2. If IBD patients receiving IMs are diagnosed with 
SARS-CoV-2 infection/COVID-19, consider the dis-
continuation of IMs until the PCR results become neg-
ative for the virus.

Q11. Do IBD patients receiving biologics have an in-
creased risk of severe COVID-19?

Anti-Tnfα Antibody
Patients treated with anti-TNFα antibody have an in-

creased risk of respiratory infections and pneumonia, 
including tuberculosis, and the combined use with IMs 
further increases the risk [48–50]. On the other hand, 
anti-TNFα antibodies are used for the management of 
patients with severe sepsis, and it has been reported that 
administration of anti-TNFα antibodies before the on-
set of shock reduces subsequent mortality [51]. The 

blood cytokine pattern of COVID-19 is similar to that of 
secondary hemophagocytic lymphohistiocytosis, which 
is a hyperinflammatory syndrome, and it has also been 
reported that TNFα levels are elevated in the blood and 
local organs of COVID-19 patients [52, 53]. Therefore, 
clinical trials regarding the efficacy of anti-TNF anti-
bodies to suppress excessive inflammation in CO- 
VID-19 patients have been proposed [53]. The SE-
CURE-IBD data demonstrate that the total number of 
patients receiving anti-TNFα antibodies is the highest 
among the registered IBD patients with COVID-19, but 
the severity of COVID-19 in patients receiving anti-
TNFα antibodies is low [21]. When anti-TNFα antibod-
ies are used in combination with IMs, COVID-19 sever-
ity is slightly increased. Thus, IBD patients with COV-
ID-19 during anti-TNF therapy alone may not deteriorate 
compared with those treated with other drugs. However, 
it should be noted that there are insufficient data to 
make any conclusions on the outcome of COVID-19. 
From the viewpoint reducing the risk of severe COV-
ID-19, it may be possible to consider discontinuation of 
IMs in patients with quiescent IBD receiving a combina-
tion of anti-TNFα antibodies and IMs, especially those 
(a) whose endoscopic remission has already been 
achieved or (b) whose age is over >60 years.

Biologics Other Than anti-TNFα Antibodies
Based on the results of long-term administration stud-

ies, there is no report that anti-IL12/23p40 antibodies and 
vedolizumab increase the risk of serious infections, in-
cluding respiratory infection [54–60]. Therefore, it is not 
necessary to consider discontinuing these drugs in IBD 
patients with clinical remission. The most recent SE-
CURE-IBD data show a slightly increased hospitalization 
rate for patients receiving vedolizumab [21], but it is nec-
essary to carefully consider the forthcoming data.

During the COVID-19 pandemic, we propose the fol-
lowing:
1. If patients receiving biologic therapy are in close con-

tact with patients with COVID-19, consider postpon-
ing the biologics for 2 weeks from the scheduled date.

2. If patients receiving biologic therapy are diagnosed 
with SARS-CoV-2 infection/COVID-19, suspend the 
biologics until the PCR results become negative for the 
virus.
However, it should be noted that administration of 

anti-TNFα antibodies does not contribute to an increased 
risk of severe COVID-19.

Q12. Do IBD patients receiving JAK inhibitors have an 
increased risk of severe COVID-19?
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A12. The JAK inhibitor currently used in the IBD field 
is tofacitinib (TOF). TOF administration increases the 
risk of herpes zoster infection in patients with UC [61]. In 
particular, the risk is increased when 10 mg of TOF is ad-
ministered twice per day, in elderly individuals and in 
combination with steroids [62, 63]. The SECURE-IBD 
data show that severe COVID-19 is frequent in IBD pa-
tients receiving JAK inhibitors, but it is important to care-
fully follow up and monitor patients treated with TOF 
because the number of cases registered in SECURE-IBD 
is small [21]. From the viewpoint of suppression of cyto-
kine storms associated with COVID-19, it has been pro-
posed that the continuation of JAK inhibitors, as well as 
anti-TNFα antibodies, may be acceptable [52]. We herein 
introduce the most recently reported case report [64]. A 
33-year-old female patient with UC who was refractory 
to 2 anti-TNFα antibodies and vedolizumab suffered 
from COVID-19 during treatment with 10 mg of TOF 
twice per day. However, the authors continued the TOF 
at the same dose after she developed COVID-19. Her re-
spiratory symptoms improved at 5 days after the onset of 
COVID-19 and her UC remained stable. The authors de-
scribed that “starting a JAK inhibitor in the presence of 
SARS-CoV-2 infection or COVID-19 is not recommend-
ed, but it may be possible to consider continuing the treat-
ment if COVID-19 develops during JAK inhibitor ad-
ministration.” This case indicates the significance of sup-
pressing cytokine storms in patients with COVID-19. 
However, there are still few such cases, and we should be 
careful in continuing JAK inhibitor administration in 
IBD patients with COVID-19.

During the COVID-19 pandemic, we propose the fol-
lowing:

 −  The lowest dose to maintain remission should be used. 
If an IBD patient receiving 10 mg of TOF twice daily 
is in a stable condition, consider reducing the dose to 
5 mg of TOF twice daily.

 −  If an IBD patient receiving TOF is in close contact with 
a COVID-19 patient, consider temporarily withhold-
ing TOF for 2 weeks.

 −  If an IBD patient receiving TOF is diagnosed with 
SARS-CoV-2 infection/COVID-19, suspend TOF un-
til the virus become negative by PCR.

Conclusion

The COVID-19 pandemic represents the most chal-
lenging issue in the biologic era of IBD. IBD patients, 
medical staff, and on-site physicians worldwide have 

struggled tremendously in these difficult times. To over-
come this pandemic situation and protect the quality of 
life of our patients, we must put all our efforts toward the 
best management of IBD based on clinical experience in 
the real world. Finally, we would like to emphasize that 
“there is no rain that does not stop” and hope that the 
critical pandemic calms soon.
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