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L E T T E R  T O  T H E  E D I T O R S

Letter: how frequently does COVID-19 mimic an IBD flare 
when community transmission of SARS-CoV-2 is active?

EDITORS,
We read with interest the case series by Taxonera et al on the 

gastrointestinal symptoms accompanying SARS-CoV-2 infection1 
in patients with inflammatory bowel disease (IBD). The authors re-
ported SARS-CoV-2 infection in 12 patients with IBD, nine of whom 
reported diarrhoea at initial presentation, with two reporting diar-
rhoea as their only presenting symptom.

Gastrointestinal (GI) symptoms are frequently reported in 
COVID-19, with incidence of diarrhoea ranging from 2 to 49%.2 Both 
the SARS-CoV-2 receptor, angiotensin-converting enzyme 2 (ACE-
2), as well as the SARS-CoV-2 nucleocapsid protein have been de-
tected in gastrointestinal epithelial cells.3 This suggests a role for 
direct viral infection4-6 resulting in cytokine release and neutrophil 
degradation7 in GI presentation of COVID-19. These data raise con-
cerns that the high prevalence of diarrhoea reported in COVID-19 
could potentially mask an underlying IBD flare in susceptible indi-
viduals. Indeed, faecal calprotectin (FC), a biomarker of intestinal in-
flammation frequently used in assessment of IBD,8 rises in patients 
with SARS-CoV-2 RNA detected in stool samples.9

We performed a prospective, single centre study of IBD patients 
who reported symptoms suggestive of an IBD flare during the first 
wave of the COVID-19 pandemic (March-June 2020). Patients pro-
vided a stool sample as part of routine clinical care to measure FC. 
Following research ethics committee approval, a subset of patients 
provided a second stool sample for SARS-CoV-2 RNA testing. FC 
levels >150 g/dl were considered positive for an IBD flare, and 50-
150 g/dl indeterminate.

Of 249 patients reporting IBD flares during the study period, 158 
(63.5%) provided a stool sample for FC testing as part of their clinical 
assessment and 38 consented to providing an additional tool sam-
ple for SARS-CoV-2 RNA testing, of whom 21 (55%) complied. Of 
those providing two stool samples, there was a male preponderance 
(14/21, 66%) with a median age of 35.5 years (IQR 22-47). Crohn’s 
disease and ulcerative colitis accounted for 57% (12/21) and 43% 
(9/21), respectively, with a median duration of disease of 10.4 years 
(IQR 7-11). Seven patients were treated with biologic therapy alone, 
six with combination therapy, three with mesalazine (mesalamine) 

(5-ASA) and an immunomodulator, two with 5-ASA alone, and three 
with no therapy.

FC was positive in 8/21 (38%) and indeterminate in 4/21 (19%). 
SARS-CoV-2 RNA was not detected in any stool samples. Of the 
eight patients with suspected IBD flares and positive FC, one had 
Cryptosporidium, two were non-compliant with treatment, one was 
given a steroid enema, one commenced an immunomodulator and 
three had no change in their therapy.

Patients with IBD continue to present with disease flares during 
the COVID-19 pandemic. Our index of suspicion for considering 
COVID-19 as a possible cause of diarrhoea when SARS-CoV-2 com-
munity transmission should remain high. However, and reassuringly, 
we did not detect SARS-CoV-2 RNA in any stool samples, whether 
FC levels were elevated or not. These limited data suggest that 
SARS-CoV-2 infection is not a common cause of disease flare in pa-
tients with IBD, even during periods of high SARS-CoV-2 community 
transmission.
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