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QIO

INTRODUCTION

Inflammatory bowel disease (IBD) includes ulcerative coli-
tis and Crohn’s disease. In Colombia, IBD has an estimated
prevalence of 87 cases per 100,000 inhabitants: For Crohn’s
disease, it is 17 per 100,000 inhabitants, and for ulcerative
colitis, it is 113 per 100,000 inhabitants". Although the
exact etiology of IBD remains studied, most agree that
there is tissue damage caused by an excessive immune res-
ponse against luminal bacterial flora in predisposed people
as aresult of the action of different environmental factors®.

Clinical approach and

Abstract

Crohn’s disease is considered a chronic immune-mediated disease, which
physiopathologically is characterized by being a multifactorial disease
in which environmental and genetic factors intervene, among others.
Patients have a risk to develop complications not only related to the di-
sease, but also because of the medication used to treat it. This risk plays
a relevant role today due to the 2019 coronavirus disease, an infection
that has been shown more serious in patients with comorbidities, which
increases morbidity and mortality. In this study is analyzed a young man
case with underlying Crohn’s disease with symptoms and signs of intesti-
nal obstruction and systemic inflammatory response. He was admitted for
the first time with a severe flare-up in the terminal ileum, compatible with
perforation associated with local collection and secondary adynamic ileus
and presents a co-infection with the severe acute respiratory syndrome
type 2 coronavirus (SARS-CoV-2). The case presentation, discussion, and
review of the literature on the diagnosis of a severe flare-up of Crohn’s
disease and SARS-CoV-2 coinfection, clinical approach and treatment are
carried out.
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These diseases are characterized by periods of remission
and outbreaks. These outbreaks are triggered by an immune
system that presents a chronic inadequate response and,
therefore, drug treatment includes a diverse number of
immunosuppressive drugs®. Currently, the new severe
acute respiratory syndrome due to the severe acute respira-
tory syndrome by coronavirus type 2 (SARS-CoV-2) is of
great concern in patients with IBD given their immunosup-
pressive status. Indeed, since the identification of the first
cases of the 2019 coronavirus disease (COVID-19) began
in Wuhan, China, at the end of 2019, this infection has
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spread precipitously to countries where IBD is more pre-
valent. It is of greater concern when there is a worse clinical
outcome in patients with comorbidities and coinfection of
SARS-CoV-2™. In patients with chronic diseases such as
IBD, the appearance of COVID-19 has generated uncer-
tainty in the approach and treatment since the effect of
this infection with the decompensation of the underlying
pathology, severity of symptoms, and immunosuppressive
management is not clear®. A case of a patient with Crohn’s
disease and SARS-CoV-2 coinfection is described below.

CLINICAL CASE

A 28-year-old young man with a 3-year history of non-
fistulizing Crohn’s disease with involvement of the distal
ileum of chronic ileitis and in the cecum of erosive chronic
colitis and pseudopolyps, with Montreal A2L.3B2 classifi-
cation. The patient attends a tertiary care clinic with gene-
ralized abdominal pain, fever, distended abdomen , nausea,
liquid stools without blood, and episodes of emesis of food
content. He has a history of resectioning neuroblastoma in
the adrenal gland in 1994 and laparotomy for complicated
appendicitis in 2019. He had suspended the pharmacologi-
cal management of mesalazine 2 g oral.

When admitted, his admission weight was 57 kg, his vital
signs were significant, with blood pressure (BP) of 119/82
mm Hg, heart rate (HR) of 136 beats per minute (bpm), oxy-
gen saturation (SatOZ) Of98% in ambient air and a tempera-
ture of 37 °C. The C-reactive protein (CRP) was 136 mg/L
(normal: < 8 mg/L). Blood, stool and urine cultures were
negative. Total abdominal computed tomography (CAT) on
admission reported a focal continuity solution of the termi-
nal ileum wall 3 cm from the ileocecal valve, compatible with
perforation, which communicates with a collection related
to the face of the right psoas muscle, at the level of its middle
third (approximate volume: 12 cm?). There was little free
fluid in this iliac fossa, a moderate inflammatory process of
the local intestinal walls and fatty tissue. The adynamic ileus
was secondary. He was evaluated by the specialties of gen-
eral surgery and coloproctology. Surgical management was
considered after initiating antibiotic treatment with ampicil-
lin/sulbactam 3g intravenous and nutritional support. He
showed improvement in the clinical picture.

Later, 7 days after admission, he again presented an epi-
sode of abdominal pain, fever, and mild blood-free liquid
bowel movements with a frequency of 2 to 3 times a day.
A new computed tomography (CAT) scan of the whole
abdomen was taken, which reported a partial resolution of
the signs of an inflammatory process in the ileocecal valve
region. There was no evidence of liquid collections in this
exam. The antibiotic staging was decided with piperacillin/
tazobactam 4.5 g intravenously.

520 Rev Colomb Gastroenterol. 2021;36(4):519-524. https://doi.org/10.22516/25007440.685

The patient showed clinical improvement during a week,
but again presented thermal spikes quantified at 41.5 °C.
It was decided to reculture with negative results, negative
infectious profile (human immunodeficiency virus [HIV],
tuberculosis, hepatitis B [HBV] and C [HCV]) And due
to persistent fever, it was decided to take the reverse-tran-
scription polymerase chain reaction (RT-PCR) test for
SARS-CoV-2 by positive nasopharyngeal swab. There were
no respiratory symptoms at any time, but chest CAT was
taken, which was reported within normal parameters.

The specialty of infectology evaluated him, and conside-
red to recommend avoiding major surgery because of the
high likelihood of complications due to the active IBD and
SARS-CoV-2 coinfection. In that order of ideas, the colo-
proctology specialty decided to defer surgical management
on the recommendation of the infectiology specialty and,
given that the laparoscopic surgery for the pneumoperito-
neum that is required would become an aerosol-generating
medical procedure, with a high probability of nosocomial
infection to health personnel, the procedure was deferred
until a negative result of RT-PCR for SARS-CoV-2.

The patient continues to be followed up by internal
medicine and gastroenterology specialties. According to
the Crohn>s disease activity index (CDAI), it is classified
as severe activity (466 points) according to the clinical
manifestations of the patient>s admission (weight: 57 kg,
ideal weight: 74 kg, sex: male, total number of stools in
the previous 7 days: 21, abdominal pain: severe, general
condition: terrible, abdominal mass: doubtful, hematocrit:
37%, fever: yes). It was decided to give an initial dose of
ivermectin, 1 drop per kg weight, with a second dose at 10
days, and metronidazole 500 mg intravenously was added
to the antibiotic administration. Steroids were started with
methylprednisolone 45 mg intravenously/day for S days
(prednisolone equivalent to 1 mg/kg/day). An entero-
resonance was performed that reported stenosis of the
most distal aspect of the last loop of the ileum due to focal
concentric thickening of its walls. There are no signs of an
acute inflammatory process, fistula, or liquid collections.

The patient showed improvement in his clinical picture
with a CDAI of 207 points and was decided to discharge
on day 25 of hospitalization with pharmacological manage-
ment of prednisolone 50 mg oral with progressive reduc-
tion, azathioprine (2 mg/kg/day) SO mg orally every 12
hours and extended-release granules of mesalazine 2g
every 12 hours due to ileal and right colon involvement.
The RT-PCR test for SARS-CoV-2 was repeated by naso-
pharyngeal swab twice and was eventually negative after 42
days of initial presentation. A fecal calprotectin was taken
with a result of 414 pg/g (normal: < 50 pg/g).

The colonoscopy biopsy report resulted in acute and
chronic ileitis with erosion, acute, and severe chronic ulcer-
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ative colitis. In the endoscopy biopsy report, superficial
chronic gastritis and Helicobacter pylori were observed in
small amounts (Figure 1). He was followed up in the out-
patient control with gastroenterology and infectology spe-
cialties. As a health worker, the patient had the complete
vaccination schedule, so the specialties determined that
the most recommended biological management accord-
ing to the clinical and social situation of the patient was
with vedolizumab 300 mg with an induction and mainte-
nance scheme, and with nutritional support due to mod-

erate protein-calorie malnutrition. The infectology service
recommended, due to immunosuppression and real risk
of reinfection, not to work in an area where patients with
COVID-19 are managed. The patient reported improve-
ment in his gastrointestinal symptoms, weight gain and
improvement in quality of life, controls with negative CRP
and erythrocyte sedimentation volume (ESR). He pre-
sented a CDAI at the beginning of the management with a
fall of more than 100 points and is currently <150 points,
which indicates clinical remission.

Figure 1. Findings of total colonoscopy. It was explored retrogradely from the anus to the distal ileum, revealing a wide ulcerated
lesion in the cecum, with raised edges and a mamelon appearance, which compromised the ileocecal valve.

Severe flare-up in a patient with Crohn’s disease and coinfection by SARS-CoV-2: Clinical approach and treatment 521



DISCUSSION

This case is interesting for different reasons; firstly, because
of the specific manifestations of COVID-19 in patients with
IBD. The main clinical picture of this infection in this group
of patients is similar to that of the general population, with
fever and cough in most of them (77%-90% and 66%, res-
pectively)(©”). In our patient, there were never respiratory
symptoms or lung involvement, but in this viral infection,
it can be found that in up to 61% of cases gastrointestinal
symptoms such as anorexia (35%), diarrhea (34%) and
nausea (26%) are present®). This observation recommends
that in IBD patients who develop new digestive symptoms
during the SARS-CoV-2 pandemic, especially if it is diarr-
hea, this infection should be considered within the diffe-
rential diagnosis®.

Second, it should be determined whether there is an
increased risk of infection in patients with IBD. Different
studies have been conducted to find a relationship between
IBD and COVID-19; SARS-CoV-2 has been found to use
the angiotensin-converting enzyme II (ACE-II) as an input
receptor and the protease TMPRSS2 to enter the cell!*12).
An increase in the expression of this receptor in the inflamed
intestine of patients with IBD has also been reported'?.
These findings show an increased risk of acquiring and faci-
litating the entry of SARS-CoV-2 into the body, but one
should still wait until direct clinical evidence is found¥.

Third, the patient tested positive for a prolonged SARS-
CoV-2 infection. Studies show that the average positivity
duration for the virus is approximately 12 days'¥. In the
case of our patient, it should be studied whether the use of
immunomodulators and immunosuppressants could lead
to a prolonged SARS-CoV-2 infection.

Finally, the approach to medical and pharmacological
management of patients with IBD and COVID-19 is based
primarily on prevention, biosafety measures and conti-
nuous monitoring. This is due to recommendations made
by international organizations such as the European Crohn’s
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