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ARE PATIENTS WITH IBD AT 

INCREASED RISK FOR INFECTION 

WITH SARS-COV-2 OR 

DEVELOPMENT OF 

COVID-19? 



 This is because control of the chronic 

inflammation  involves the use of 

immunosuppressive  

 Need to be at medical facilities may increase the 

risk of exposure to SARS-CoV-2 due to receiving 

infusions at infusion centers or having endoscopic 

procedures 



 Despite the potential for increased exposure to 

SARS-CoV-2, the limited available data suggest 

that patients with IBD do not appear to have a 

baseline increased risk of infection with SARS-

CoV-2 or development of COVID-19 



  Patients with IBD should maintain remission to 

reduce the risk of relapse and need for more 

intense medical therapy or hospitalization. 

 



DOES THE PRESENCE OF 

INFLAMMATION OF THE BOWEL 

IMPACT THE CLINICAL COURSE OF 

PATIENTS WITH 

COVID-19? 



 Diarrhea (patient-defined) was present in only 

10.1% of hospitalized patients with COVID-19 in 

Wuhan China (16.7% of those in the ICU) 

 Another study showed that  half of patients had 

digestive symptoms as part of their presentation 

to the hospital with COVID-19 and pneumonia, 

only one third had diarrhea 



WHAT ARE THE OUTCOMES IF A 

PATIENT WITH IBD DEVELOPS 

COVID-19? 



 It is too early to make definitive conclusions 

  But of 164 patients reported to the registry at 

the time of this writing, patients with severe IBD 

and COVID-19  are more likely to be hospitalized 

related to their IBD or COVID-19 (or both). 



DO IBD THERAPIES IMPACT THE 

RISK OF INFECTION WITH SARS-

COV-2? 



• We divide the considerations for therapy 

management in IBD into three categories 

•  1)the patient with IBD who is NOT infected with 

SARS-CoV-2,  

• 2) the patient with IBD who is 

• infected with SARS-CoV-2 and asymptomatic 

(e.g. IBD is in remission and has not developed 

manifestations of COVID-19) and  

• 3) the patient with IBD who has confirmed 

COVID-19, with or without active bowel 

inflammation or other digestive symptoms 



THE PATIENT WITH IBD WHO IS NOT 

INFECTED WITH SARS-COV-2 

• The available data and expert opinions suggest 

that patients with IBD are not at higher risk of 

infection with SARS-CoV-2. 

•  General recommendation is to stay on IBD 

    therapies with a goal of sustaining remission 

oboth symptomatic  and objectively confirmed 

inflammation control (endoscopic improvement 

and normalized laboratory values) 



• Patients should be advised to maintain their 

current regimens and to avoid relapse due to non-

adherence 

• Relapsing IBD will require steroid therapy or 

necessitate hospitalization, outcomes that are 

allworse than  IBD therapies. 

•  Similar  to the general population, patients with 

IBD should practice strict social distancing 



 Wuhan IBD Center experience of their 318 

patients demonstrates the benefit of this 

Approach 

 

 Despite being in the epicenter of COVID-19 in 

    Wuhan, none of their patients subsequently 

developed COVID-19 



• Infusion centers should have a protocol that 

includes : 

• pre-screening of patients for exposure or 

symptoms of COVID-19, fever checks at the door, 

adequate spacing between chairs (minimum of 6 

feet), masks and gloves used by providers and 

provided to patients, and adequate deep cleaning 

after patient departure. 



• Elective switching to injectable therapies is not 

recommended 

• Patients receiving infliximab who were switched 

to adalimumab was associated with relapses. 

•  In addition, switching to home infusions may 

seem appealing as a way to limit exposure, but 

this is not 

   recommended.  

 

 there is a serious risk that a nurseprovider 

traveling from home to home may become 

infected and act as a vector to other patients. 



THE PATIENT WITH IBD WHO IS 

INFECTED WITH SARS-COV-2 BUT 

WITHOUT 

MANIFESTATIONS OF COVID-19 



• Patients should be actively moved to lower doses 

of prednisone (<20 mg/d) or transition to 

budesonide  

•  Thiopurines, methotrexate, and tofacitinib 

should be temporarily held.  

• The available monoclonal antibody therapies 

(anti-tumor necrosis factor (TNF) therapies, 

ustekinumab, or vedolizumab) should have their 

dosing delayed for 2 weeks while monitoring for 

development of COVID-19. 



 Restarting therapy after 2 weeks if the patient 

has not developed manifestations of COVID-19 is 

reasonable. 

   Perform serial testing for SARS-CoV-2 or look 

for disappearance of IgM and development of IgG 

antibodies in order to know which phase of 

infection the patient has entered 



 Given that SARS-CoV-2 can persist in stool 

longer than what is detected from 

nasopharyngeal swabs, it is not known whether 

this should be a preferred test. 

 

 However serial stool testing is not likely to be 

adopted. 



THE PATIENT WITH IBD WHO HAS 

CONFIRMED COVID-19 WITH OR 

WITHOUT 

BOWEL INFLAMMATION 



 

 Anti-cytokine-based treatments are being studied 

for COVID-19 therapy 

  it is possible that  continuing anti-TNF therapies 

might reduce progression to acute respiratory 

distress syndrome and multi-organ system 

failure 



• The interleukin-6 blocker tocilizumab. Used in 

rheumatoid arthritis and giant-cell arteritis, this 

agent also has proven efficacy (and FDA 

approval) for the  treatment of cytokine-release 

syndrome,  Tocilizumab had positive phase  data 

published in CD  and will be actively studied in 

COVID-19 patients as well as anti-IL agent 

sarilumab. 

•  The Janus kinas inhibitor baracitinib (but not 

tofacitinib), may interfere with the virus entering 

cells 



 IBD therapies, aminosalicylates, topical rectal 

therapy, dietary management, and antibiotics are 

considered safe and may be continued. 

  Oral budesonide is likely safe as well and can 

continue if it is needed for ongoing control of the 

IBD. 

  Systemic corticosteroids should be avoided and 

discontinued quickly 



• Thiopurines, methotrexate, and tofacitinib should 

be discontinued during the acute illness. 

• Anti-TNF therapies and ustekinumab should also 

be held during the viral illness. 

• IOIBD group was uncertain if holding 

vedolizumab was necessary in this situation, but 

in a patient whose IBD is stable, holding it 

during the time of viral illness is appropriate. 



INVESTIGATING THE CAUSE OF 

THE DIGESTIVE SYMPTOMS IN AN 

IBD PATIENT WITH COVID-19 



• First, exclude known enteric infections such as 

Clostridioides difficile or other GI pathogens.  

• Second, confirm active inflammation with non-

endoscopic approaches including C-reactive 

protein, fecal calprotectin, or cross-sectional 

imaging,  

•  If the results suggest relapsing IBD, treatment 

of the IBD should be based on the activity of the 

inflammation and severity of the IBD. 



• Only urgent and emergent endoscopic procedures 

should be performed 

•  Scenarios that might prompt endoscopy during 

this pandemic include the need to obtain biopsies 

to diagnose new severe IBD, to exclude 

cytomegalovirus (CMV) if non-invasive tests are 

equivocal, or 

•  In patients with severe disease or suspected 

cancer where mucosal inspection might direct 

surgical intervention 



   AGA Institute presently recommends the use of 

N95 (or N99 or PAPR) masks, instead of surgical 

masks, 

   Double-gloving as part of appropriate personal 

protective equipment for health care workers 

performing both upper and lower GI 

   endoscopies, regardless of COVID-19 status 



 For an outpatient with mild COVID-19 

symptoms, IOIBD supports using any of the 

usual treatments that would be considered pre-

COVID-19 



 It is of interest that clearance of CMV is 

enhanced when IBD therapy is added to 

ganciclovir 

   thiopurines and cyclosporine may have anti-

coronavirus properties. 



  During the pandemic, CMV testing may be done 

as a serum PCR to avoid need for colonoscopic 

procedures, and ganciclovir started if 

quantitatively suggestive of active inflammation 



TAKE-HOME POINTS 



 COVID-19 is the disease caused by the SARS-

CoV-2 virus, but patients with IBD do not 

   appear to be at a higher risk for infection with 

SARS-CoV-2 or development of COVID-19. 



 Patients with IBD who do not have infection with 

SARS-CoV-2 should NOT discontinue 

   their IBD therapies and should continue infusion 

schedules at appropriate infusion 

   centers 



 Patients with IBD who have known SARS-CoV-2 

but have not developed COVID-19 

   should hold thiopurines, methotrexate, and 

tofacitinib. Dosing of biological therapies 

   should be delayed for 2 weeks monitoring for 

symptoms of COVID-19. 



 Patients with IBD who develop COVID-19 should 

hold thiopurines, methotrexate, 

   tofacitinib, and biological therapies during the 

viral illness. These may be restarted after 

   complete symptom resolution or, if available, 

when follow-up viral testing is negative or 

   serologic tests demonstrate the convalescent 

stage of illness 






