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Abstract
Digestive disorder symptoms in COVID-19 may be similar in form to post-infectious 

functional gastrointestinal disorder (PI-FGID). To cause clinical effects, SARS-CoV-2 must reach 
the bowels and gastric hypochlorhydria may facilitate such transit. Asian elderly are predisposed 
to greater infection rate and severity of COVID-19, and the high prevalence of gastric atrophy and 
intake of proton-pump inhibitor in this aged group might explain the risk. Persistence shedding 
of SARS-CoV-2 in stools indicates that faecal transmission should not be disregarded. Gut 
involvement in COVID-19 is mediated by angiotensin-converting enzyme 2 (ACE2) receptor, which 
serves as the entry point for SARS-CoV-2 in the small bowel. ACE2 dysregulation has an impact on 
the homeostasis of gut microbiota and altered inflammatory response. Liver injury is variable in 
COVID-19 and is likely a result of by-stander effects rather than actual viropathic process. Further 
research is needed to understand if gut involvement is a cause or effect of SARS-CoV-2. 
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Background

In the beginning, most have perceived 
the first outbreak of a novel coronavirus from 
Wuhan, China, in December 2019 as just another 
flu and some remained skeptical of its impact. 
Later, it was named COVID-19 on 11 February 
2020 and announced as a pandemic on 11 March 
2020 by the World Health Organization (WHO). 
The infection did not spare any nation and 
all countries are affected the same, with some 
having lesser deaths probably due to early and 
successful lockdown or healthcare measures. 
Some are experiencing second or third waves. 

Fast forward, as of December 2021, more than 
160 million persons have been infected with a 
reported number of deaths already passed the 
three-million mark (WHO COVID-19 website: 
www.who.int/emergencies/diseases/novel-
coronavirus-2019). 

Severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) virus, the causative 
agent of COVID-19, is a positive-sense single-
stranded RNA virus Betacoronavirus genus. 
SARS-CoV-2 is highly similar in sequence and 
binding affinity to the SARS-CoV virus, causing 
the SARS epidemic between 2002 and 2004 
(1). The aerosol is the most common mode of 
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usually of acute onset following an episode 
of infectious gastroenteritis. Typically the 
causative organism is bacteria, but parasite 
and virus are also recognised. Our postulation 
is based on several observations. Firstly, both 
PI-FGID and COVID-19 manifested typical 
symptoms of diarrhoea and abdominal pain. 
Secondly, both had similar reported rates of 
digestive symptoms (prevalence of diarrhoea of 
approximately 10%) (7); and lastly, both shared 
common pathophysiology of gut dysbiosis and 
altered intestinal permeability. However, we do 
acknowledge several differences between the two 
disorders. First, the female gender is typically 
more predisposed to PI-FGID, but no gender 
difference was observed in COVID-19, although 
males tended to have a more severe disease 
(8). Second, while diarrhoea can occur at the 
onset of both disorders, COVID-19 manifested 
a shorter symptom duration, although more 
comprehensive follow-up studies are needed to 
determine symptom duration of COVID-19. 

How did SARS-CoV-2 Get into the GI 
Tract?

To cause bowel symptoms, SARS-CoV-2 
must reach the bowels uninterrupted. Several 
studies have shown that RNA of SARS-CoV-2 
was detected in saliva (9), anal/rectal swabs (10–
11) and stool specimens (11–13) of COVID-19 
patients. In the first reported case of COVID-19 
from the United States, who had digestive 
symptoms, both the respiratory and stool 
specimens turned out positive for SARS-CoV-2 
(12). However, two of the first five reported 
cases in Europe have positive stool samples for 
SARS-CoV-2 RNA despite not having any GID 
symptom (14). In another study involving 59 
COVID-19 patients from Hong Kong, 25.4% 
had GID symptoms and 15.3% of them tested 
positive for virus RNA in stools (15). Moreover, 
the stool viral RNA was more likely detected in 
patients with diarrhoea than those without. In a 
subsequent meta-analysis, the pooled prevalence 
of stool samples positive for virus RNA was 
48.1% (15). 

It is unclear how SARS-CoV-2 in the 
aerodigestive tract could have reached the gut 
since, for most people with an intact gastric 
function, the acid in the stomach should be 
adequate to kill the virus. However, among the 
Asian elderly, where gastric atrophy is expected 
due to the high prevalence of Helicobacter 
pylori infection in this region, the virus could 

transmission for both viruses but faecal sources 
maybe another. The primary outbreak at Hong 
Kong’s Amoy Gardens housing estate during 
SARS was believed to have resulted from toilet 
fumes. Faecal sources were generated into 
aerosols and subsequently spread the virus 
through inhalation and contamination (2). 

Gastrointestinal disorder (GID) symptoms 
may precede respiratory symptoms or even 
occur as the sole symptom in COVID-19 (3). Is 
post-infectious functional GID (PI-FGID) an 
alternative explanation to the observed GID 
symptoms? How does angiotensin-converting 
enzyme 2 (ACE2) and SARS-CoV-2 fit into the 
gut involvement of COVID-19? What about 
inflammatory bowel disease (IBD) and liver 
involvement — are these just by-stander effects? 
This article aimed to address the above questions 
based on the potential causes versus effects of 
COVID-19 on the gut. 

Clinical Characteristics of COVID-19-
Associated GID Syndrome – is this 
PI-FGID?

Outside of the respiratory system, the 
clinical effects of COVID-19 in other organs 
remain somewhat elusive, including the 
Gastrointestinal (GI) tract (4). In early reports 
from China, GID symptoms such as diarrhoea, 
nausea, vomiting and abdominal pain were 
described as the less common features of 
COVID-19. Subsequent reports, however, have 
shown that GID symptoms were not uncommon, 
might precede respiratory symptoms and 
could be the sole presentation in some cases of 
COVID-19. For example, in a retrospective study 
by Luo et al. (5) involving 1,141 hospitalised 
patients, 16% had GID symptoms as their 
only COVID-19 feature, with diarrhoea and 
abdominal pain in 37% and 25% of patients, 
respectively. In another study, Pan et al. (6) 
have shown that those with digestive symptoms 
sought healthcare much later and as the severity 
of the disease worsens, the digestive symptoms 
were more pronounced. 

The exact mechanisms for GID symptoms 
in COVID-19 are unknown. The natural viral 
enteropathic process or gut-lung crosstalk 
phenomenon has been speculated but not 
proven (6). We propose that PI-FGID may 
be an alternative explanation. PI-FGID is a 
disorder that resembles FGID, e.g. irritable 
bowel syndrome or functional dyspepsia but 
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be more likely to reach the bowels. In addition 
to comorbidities, we speculated that gastric 
hypochlorhydria might offer another explanation 
of why COVID-19 typically affect more elderly 
(16) and cause more severe disease (17). There 
is no published evidence to support the claim 
but anecdotal and preliminary data exist. SARS-
CoV-2 infected an 81-year-old Japanese woman 
who had undergone a total gastrectomy and her 
stools continued excreting the virus for more 
than two weeks (18). From our preliminary 
unpublished data of 106 Malaysian patients 
with COVID-19, the only death had occurred in 
a 61-year-old man without comorbidities but had 
reported the use of proton-pump inhibitor (PPI). 
The above hypothesis needs to be proven with 
further research. 

Another finding of importance is that viral 
RNA detected in the gut could persist long after 
respiratory samples had turned negative (10–
11). A study in China found that slightly more 
than half (53.4%) of 73 COVID-19 patients had 
positive stool specimens with the duration of 
detectable positivity of between 1 and 12 days, 
and 23.3% of these patients remained positive 
despite negative for respiratory samples (13). 
The argument is although the viral RNA may be 
detectable in stool, confirmation of viability from 
viral culture is lacking (19). However, subsequent 
detection of live SAR-CoV-2 in stool samples 
demonstrated that the virus is potentially viable 
(20). The above findings indicate that the faecal 
route of transmission is highly possible, and 
the physician should take care during lower GI 
procedures. 

Role of Gut ACE2 in COVID-19 – 
Relevance to PI-FGID and IBD

Once SARS-CoV-2 enters the bowels, the 
virus must attach to the gut epithelium and 
needs to gain entry through the cellular barrier 
to cause digestive symptoms. The membrane 
protein of ACE2 is the entry receptor for SARS-
CoV and SARS-CoV-2, albeit minor differences 
exist in several amino acid mutations at some 
key receptor-binding domains (21). Recent 
development found that transmembrane serine 
protease 2 (TMPRSS2), a cell surface protein 
expressed by epithelial cells of the respiratory 
and GI tract, is essential for activation (priming) 
of SARS-CoV-2 spike (S) protein binding to 
ACE2 receptor, leading to the virus’ cellular 
entry (22). Esophageal epithelial cells and 

absorptive enterocytes of the ileum and colon 
have an abundance of ACE2 receptors (23). 
Function of ACE2 in the GI tract is not exactly 
known. ACE2 may be essential to transport 
amino acid (especially tryptophan) across 
the epithelium and this is supported by the 
finding that ACE2 mutation seemed to exhibit 
decreased expression of antimicrobial peptides 
(23). Disturbed homeostasis in the gut microbial 
ecology may be due to changes in amino acid 
transport (e.g. tryptophan deficiency) in the gut. 
Hence, through gut ACE2, SARS-CoV-2 gains its 
footing in the bowels and results in dysregulation 
of gut microbiota and barrier function, leading 
to PI-FGID. If this is the case, then probiotics 
may work and this is also based on our work 
among the flood victims who developed PI-
FGID (24). In the fifth version of the guideline 
released by China’s National Health Committee 
in early February 2020, probiotics have been 
recommended as a treatment for COVID‐19 
infection. Figure 1 shows the normal state of 
balance between gut ACE2 and microbiota and 
how this balance is disturbed in the presence of 
SARS-CoV-2. 

Due to the abnormal state of balance 
between gut ACE2 and microbiota in COVID-19, 
there is a concern that IBD may worsen. In a 
study of 40 hospitalised patients with COVID-19, 
55% reported diarrhoea, and elevated faecal 
calprotectin was found in patients who had 
ceased diarrhoea (n = 13/40) and also those with 
ongoing diarrhoea (n = 9/40) (25). Furthermore, 
the concentration of faecal calprotectin was 
correlated with serum interleukin-6 (IL-6) 
(25). The authors have suggested that the gut 
inflammatory response exerted by SARS-CoV-2 
may potentially worsen the course of IBD (25). It 
is recently found that while ACE2 activities were 
downregulated at the tissue level in IBD, the 
circulating levels of ACE2 were upregulated (26). 
The authors have hypothesised that reduced 
ACE2 activity predisposes to inflammation 
and mural fibrosis in IBD probably through 
three mechanisms: i) reduced angiotensin 
(5-6-9-12-27); ii) tryptophan deficiency (26) 
and iii) elevated levels of serine-protease, the 
essential primer that can activate the S protein, 
was reportedly 10 times higher in IBD than 
in healthy subjects (28). In reality, there is no 
conclusive evidence that IBD patients are more 
susceptible to COVID-19. On the contrary, in 
an observational study of 318 IBD patients 
(204 ulcerative colitis and 114 Crohn’s disease), 
none had developed COVID-19 infection (29). 
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 Figure 1. SARS-CoV-2 in the throat may transit into the GI tract unopposed in the absence of gastric acid and 
gets attached to ACE2 receptors or shed in stools. Although poorly understood, COVID-19 seems to 
affect ACE2 receptors, gut microbiota, and intestinal permeability (abnormal state). Factors including 
the viral load of SARS-CoV-2, affinity to ACE2 receptors and viral enteropathic properties may be 
important determinants of disease outcome, including FGID, IBD and liver disease (most likely by-
stander or collateral effects).

In addition, several studies reported that IBD 
patients had had less severe COVID-19 than 
those without IBD (30–31). While the reason 
for the above observations is unknown, altered 
expression of ileal and colonic ACE2 receptors 
in IBD patients may make them less rather than 
more susceptible to infection (32).

COVID-19 and Liver Disease — By-
Stander Effect?

In a recent study published in the Gut 
journal, only 25 out of 651 patients with 
COVID-19 (3.8%) had pre-existing liver disease 
(33). Indeed, the prevalence of pre-existing liver 
diseases in patients with COVID-19 has ranged 
from 2% to 11% (34), while a large study from 
New York only found 0.4% of patients had pre-
existing cirrhosis (35). In another large study 
of 1099 patients with COVID-19, only 2.1% had 
concomitant hepatitis B infection (36). However, 
these patients with existing liver diseases were 
more likely to report GID symptoms than 
patients without liver disease. It is unsure if 
a particular pre-existing liver condition does 

reduce susceptibility to COVID-19. Nevertheless, 
in patients with pre-existing non-alcoholic 
fatty liver disease (NAFLD) or steatohepatitis, 
it has been reported that they had more severe 
disease and worse outcomes, probably because of 
associated metabolic disorders (37).

In mild cases of COVID-19, liver injury is 
often transient and usually normalised without 
any special treatment (34). During the previous 
SARS epidemic, close to 60% of patients also 
presented with liver problems. The documented 
presence of SARS-CoV genetic materials in the 
liver tissue suggests a direct viral invasion of 
hepatocytes (38). In contrast, a preprint paper 
has reported that SARS-CoV-2 preferably 
bind to ACE2-expressed cholangiocytes rather 
than hepatocytes indicating that the variable 
liver injury observed in COVID-19 is probably 
related to cholangiocyte dysfunction rather 
than hepatocellular (39). However, there 
is an absence of significant histopathologic 
damage of cholangiocytes and hepatocytes in 
COVID-19 patients, plus bile duct parameters 
(e.g. alkaline phosphatase, bilirubin or gamma-
glutamyltransferase) are rarely affected. It 
is postulated that the liver injury may result 
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from ‘collateral or by-stander damage’ from 
activation of viral-induced cytotoxic T cells and 
the induction of a dysregulated innate immune 
response. 

In silico or computerised molecular 
docking experiments have found high potency of 
directly acting antiviral (DAA) drugs on SARS-
CoV-2 — sofosbuvir and ribavirin — through 
binding to the virus’ RdRp (RNA dependent 
RNA polymerase) (40). Similar virtual studies 
showed that telbivudine was firmly bound to the 
3C-like protease (Mpro), another crucial enzyme 
for SARS-CoV-2 (41). Many trials are currently 
ongoing to repurpose drugs initially indicated for 
other RNA viruses to treat COVID-19, with some 
success (42). 

Conclusion

There are many twists in the interplay 
between gut and SARS-CoV-2, and further 
research is needed. GID symptoms in COVID-19 
are not uncommon and is similar to PI-FGID 
in many instances. SARS-CoV-2 needs to 
reach the gut to cause symptoms and gastric 
hypochlorhydria or the use of PPI may facilitate 
viral transit into the bowels. Upon reaching the 
bowels, the ACE2 receptor allows attachment 
of SARS-CoV-2 but also likely explains other 
clinical effects in COVID-19, including IBD. On 
the other hand, liver involvement is likely due to 
the by-stander effect of COVID-19. 

Acknowledgements

None.

Conflict of interest

None.

Funds

None.

Authors’ Contributions

Conception and design: KKZ, TPO, NM, CYY, 
RM, LYY
Analysis and interpretation of the data: KKZ, 
TPO, NM, CYY, RM, LYY
Drafting of the article: KKZ, TPO, NM, CYY, RM, 
MZF, LYY
Critical revision of the article for important 
intellectual content: KKZ, TPO, NM, CYY, RM, 
MZF, LYY
Final approval of the article: KKZ, TPO, NM, 
CYY, RM, MZF, LYY

Correspondence

Professor Dr Lee Yeong Yeh 
PhD (University of Glasgow), FACP, FRCP, 
FACG, AGAF 
Department of Medicine,
School of Medical Sciences,  
Universiti Sains Malaysia, 
16150 Kubang Kerian, Kelantan, Malaysia.
Tel: +609 766 3000
Fax: +609 7648277
E-mail: justnleeyy@gmail.com

References

1. Lu R, Zhao X, Li J, Niu P, Yang B, Wu H, et al. 
Genomic characterisation and epidemiology 
of 2019 novel coronavirus: implications for 
virus origins and receptor binding. Lancet. 
2020;395:565–574. https://doi.org/10.1016/
S0140-6736(20)30251-8

2. Wilson NM, Norton A, Young FP, Collins DW. 
Airborne transmission of severe acute respiratory 
syndrome coronavirus-2 to healthcare workers: a 
narrative review. Anaesthesia. 2020;75(8):1086–
1095. https://doi.org/10.1111/anae.15093

3. Marasco G, Cremon C, Barbaro MR, Salvi D, 
Cacciari G, Kagramanova A, et al. Prevalence 
of gastrointestinal symptoms in severe acute 
respiratory syndrome coronavirus 2 infection: 
results of the prospective controlled multinational 
GI-COVID-19 study. Am J Gastroenterol. 
2021:1–11.  https://doi.org/10.14309/
ajg.0000000000001541



www.mjms.usm.my 191

Brief Communication |  COVID-19 and GI

4. Kumar A, Arora A, Sharma P, Anikhindi SA, 
Bansal N, Singla V, et al. Gastrointestinal and 
hepatic manifestations of corona virus disease-19 
and their relationship to severe clinical course: a 
systematic review and meta-analysis. Indian J 
Gastroenterol. 2020;39(3):268–284. https://
doi.org/10.1007/s12664-020-01058-3

5. Luo S, Zhang X, Xu H. Don’t overlook digestive 
symptoms in patients with 2019 novel coronavirus 
disease (COVID-19). Clin Gastroenterol 
Hepatol. 2020;18(7):1636–1637. https://doi.
org/10.1016/j.cgh.2020.1003.1043

6. Pan L, Mu M, Yang P, Sun Y, Wang R, Yan J, et 
al. Clinical characteristics of COVID-19 patients 
with digestive symptoms in Hubei, China: a 
descriptive, cross-sectional, multicenter study. 
Am J Gastroenterol. 2020;115:766–773. https://
doi.org/10.14309/ajg.0000000000000620

7. Thabane M, Kottachchi DT, Marshall JK. 
Systematic review and meta-analysis: the 
incidence and prognosis of post-infectious 
irritable bowel syndrome. Aliment Pharmacol 
Ther. 2007;26(4):535–544. https://doi.
org/10.1111/j.1365-2036.2007.03399.x

8. D’Amico F, Baumgart DC, Danese S, Peyrin-
Biroulet L. Diarrhea during COVID-19 infection: 
pathogenesis, epidemiology, prevention, and 
management. Clin Gastroenterol Hepatol. 
2020;18:1663–1672. https://doi.org/10.1016/j.
cgh.2020.04.001

9. To KK, Tsang OT, Chik-Yan Yip C, Chan KH, 
Wu TC, Chan JMC, et al. Consistent detection of 
2019 novel coronavirus in saliva. Clin Infect Dis. 
2020;71(15):841–843. https://doi.org/10.1093/
cid/ciaa1149

10. Xu Y, Li X, Zhu B, Liang H, Fang C, Gong Y, et al. 
Characteristics of pediatric SARS-CoV-2 infection 
and potential evidence for persistent fecal viral 
shedding. Nat Med. 2020;26:502–505. https://
doi.org/10.1038/s41591-020-0817-4

11. Zhang W, Du R-H, Li B, Zheng X-S, Yang X-L, Hu 
B, et al. Molecular and serological investigation 
of 2019-nCoV infected patients: implication of 
multiple shedding routes. Emerg Microbes Infect. 
2020;9:386–389. https://doi.org/10.1080/22221
751.2020.1729071

12. Holshue ML, DeBolt C, Lindquist S, Lofy KH, 
Wiesman J, Bruce H, et al. First case of 2019 
novel coronavirus in the United States. N 
Engl J Med. 2020;382:929–936. https://doi.
org/10.1056/NEJMoa2001191

13. Xiao F, Tang M, Zheng X, Liu Y, Li X, Shan H. 
Evidence for gastrointestinal infection of SARS-
CoV-2. Gastroenterology. 2020;158(6):1831–
1833. https://doi.org/10.1053/j.
gastro.2020.02.055

14. Lescure FX, Bouadma L, Nguyen D, Parisey M, 
Wicky PH, Behillil S, et al. Clinical and virological 
data of the first cases of COVID-19 in Europe: a 
case series. Lancet Infect Dis. 2020;20:697–706. 
https://doi.org/10.1016/S1473-3099(20)30200-0

15. Cheung KS, Hung IF, Chan PP, Lung KC, Tso 
E, Liu R, et al. Gastrointestinal manifestations 
of SARS-CoV-2 infection and virus load in 
fecal samples from the Hong Kong cohort 
and systematic review and meta-analysis. 
Gastroenterology. 2020:159(1):81–95. https://
doi.org/10.1053/j.gastro.2020.03.065

16. Liu K, Chen Y, Lin R, Han K. Clinical features 
of COVID-19 in elderly patients: A comparison 
with young and middle-aged patients. J Infect. 
2020;80:e14–e18. https://doi.org/10.1016/j.
jinf.2020.03.005

17. Niu S, Tian S, Lou J, Kang X, Zhang L, Lian H, 
et al. Clinical characteristics of older patients 
infected with COVID-19: A descriptive study. Arch 
Gerontol Geriatr. 2020;89:104058. https://doi.
org/10.1016/j.archger.2020.104058

18. Hosoda T, Sakamoto M, Shimizu H, Okabe N. 
SARS-CoV-2 enterocolitis with persisting to 
excrete the virus for approximately two weeks 
after recovering from diarrhea: A case report. 
Infect Control Hosp Epidemiol. 2020;41:753–
754. https://doi.org/10.1017/ice.2020.87

19. Pan Y, Zhang D, Yang P, Poon LLM, Wang Q. 
Viral load of SARS-CoV-2 in clinical samples. 
Lancet Infect Dis. 2020;20:411–412. https://doi.
org/10.1016/S1473-3099(20)30113-4



Malays J Med Sci. 2021;28(6):186–193

www.mjms.usm.my192

20. Wang W, Xu Y, Gao R, Lu R, Han K, Wu G, et al. 
Detection of SARS-CoV-2 in different types of 
clinical specimens. JAMA. 2020;323:1843–1844. 
https://doi.org/10.1001/jama.2020.3786

21. Zhang H, Penninger JM, Li Y, Zhong N, Slutsky 
AS. Angiotensin-converting enzyme 2 (ACE2) as a 
SARS-CoV-2 receptor: molecular mechanisms and 
potential therapeutic target. Intensive Care Med. 
2020;46:586–590. https://doi.org/10.1007/
s00134-020-05985-9

22. Hoffmann M, Kleine-Weber H, Schroeder S, 
Krüger N, Herrler T, Erichsen S, et al. SARS-
CoV-2 cell entry depends on ACE2 and TMPRSS2 
and is blocked by a clinically proven protease 
inhibitor. Cell. 2020;181(2):271.e8–280.e8. 
https://doi.org/10.1016/j.cell.2020.02.052

23. Kumar A, Faiq MA, Pareek V, Raza K, Narayan 
RK, Prasoon P, et al. Relevance of enriched 
expression of SARS-CoV-2 binding receptor 
ACE2 in gastrointestinal tissue with pathogenesis 
of digestive symptoms, diabetes-associated 
mortality, and disease recurrence in COVID-19 
patients. BioRxiv. 2020:144:110271. https://doi.
org/10.1101/2020.1104.1114.040204

24. Ma ZF, Yusof N, Hamid N, Lawenko RM, 
Mohammad W, Liong MT, et al. Bifidobacterium 
infantis M-63 improves mental health in victims 
with irritable bowel syndrome developed 
after a major flood disaster. Benef Microbes. 
2019;10:111–120. https://doi.org/10.3920/
BM2018.0008

25. Effenberger M, Grabherr F, Mayr L, Schwaerzler 
J, Nairz M, Seifert M, et al. Faecal calprotectin 
indicates intestinal inflammation in COVID-19. 
Gut. 2020;69:1543–1544. https://doi.
org/10.1136/gutjnl-2020-321388

26. Garg M, Royce SG, Tikellis C, Shallue C, 
Batu D, Velkoska E, et al. Imbalance of the 
renin-angiotensin system may contribute to 
inflammation and fibrosis in IBD: a novel 
therapeutic target? Gut. 2020;69:841–851. 
https://doi.org/10.1136/gutjnl-2019-318512

27. Wittkowski KM. The first three months of the 
COVID-19 epidemic: epidemiological evidence 
for two separate strains of SARS-CoV-2 viruses 
spreading and implications for prevention 
strategies. medRxiv. Preprint; 2020. https://doi.
org/10.1101/2020.03.28.20036715 

28. Jablaoui A, Kriaa A, Mkaouar H, Akermi N, 
Soussou S, Wysocka M, et al. Fecal serine protease 
profiling in inflammatory bowel diseases. Front 
Cell Infect Microbiol. 2020:10:1–7. https://doi.
org/10.3389/fcimb.2020.00021

29. An P, Ji M, Ren H, Su J, Ding NS, Kang J, et 
al. Prevention of COVID-19 in patients with 
inflammatory bowel disease in Wuhan, China. 
Lancet Gastroenterol Hepatol. 2020;5:525–527. 
https://doi.org/10.1016/S2468-1253(20)30121-7

30. Papa A, Gasbarrini A, Tursi A. Epidemiology 
and the impact of therapies on the outcome 
of COVID-19 in patients with inflammatory 
bowel disease. Am J Gastroenterol. 
2020;115:1722–1724. https://doi.org/10.14309/
ajg.0000000000000830

31. Macaluso FS, Orlando A. COVID-19 in 
patients with inflammatory bowel disease: a 
systematic review of clinical data. Dig Liver Dis. 
2020;52:1222–1227. https://doi.org/10.1016/j.
dld.2020.09.002

32. Neurath MF. COVID-19 and immunomodulation 
in IBD. Gut. 2020;69:1335–1342. https://doi.
org/10.1136/gutjnl-2020-321269

33. Jin X, Lian JS, Hu JH, Gao J, Zheng L, Zhang 
YM, et al. Epidemiological, clinical and virological 
characteristics of 74 cases of coronavirus-infected 
disease 2019 (COVID-19) with gastrointestinal 
symptoms. Gut. 2020;69(6):1002–1009. https://
doi.org/10.1136/gutjnl-2020-320926

34. Zhang C, Shi L, Wang FS. Liver injury in 
COVID-19: management and challenges. Lancet 
Gastroenterol Hepatol. 2020;5:428–430. 
https://doi.org/10.1016/S2468-1253(20)30057-1

35. Richardson S, Hirsch JS, Narasimhan M, 
Crawford JM, McGinn T, Davidson KW, et al. 
Presenting Characteristics, comorbidities, and 
outcomes among 5700 patients hospitalized with 
COVID-19 in the New York city area. JAMA. 
2020;323:2052–2059. https://doi.org/10.1001/
jama.2020.6775

36. Guan W, Ni Z, Hu Y, Liang W-h, Ou C-q, He 
J-x, et al. Clinical characteristics of coronavirus 
disease 2019 in China. N Engl J Med. 
2020;382:1708–1720. https://doi.org/10.1056/
NEJMoa2002032



www.mjms.usm.my 193

Brief Communication |  COVID-19 and GI

37. Cai Q, Huang D, Ou P, Yu H, Zhu Z, Xia Z, et al. 
COVID-19 in a designated infectious diseases 
hospital outside Hubei Province, China. Allergy. 
2020:75(7):1742–1752. https://doi.org/10.1111/
all.14309

38. Chau TN, Lee KC, Yao H, Tsang TY, Chow TC, 
Yeung YC, et al. SARS-associated viral hepatitis 
caused by a novel coronavirus: report of three 
cases. Hepatology. 2004;39:302–310. https://
doi.org/10.1002/hep.20111

39. Chai X, Hu L, Zhang Y, Han W, Lu Z, Ke A, et 
al. Specific ACE2 expression in cholangiocytes 
may cause liver damage after 2019-nCoV 
infection. BioRxiv. Preprint; 2020. https://doi.
org/10.1101/2020.02.03.931766

40. Elfiky AA. Anti-HCV, nucleotide inhibitors, 
repurposing against COVID-19. Life Sci. 
2020;248:117477. https://doi.org/10.1016/j.
lfs.2020.117477

41. Kandeel M, Al-Nazawi M. Virtual screening 
and repurposing of FDA approved drugs 
against COVID-19 main protease. Life Sci. 
2020;251:117627. https://doi.org/10.1016/j.
lfs.2020.117627

42. Lythgoe MP, Middleton P. Ongoing clinical trials 
for the management of the COVID-19 pandemic. 
Trends Pharmacol Sci. 2020;41:363–382. 
https://doi.org/10.1016/j.tips.2020.03.006


