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INTRODUCTION

The number of severe acute respiratory syndrome corona-
virus 2 (SARS-CoV-2) cases during the COVID-19 pan-
demic has exponentially increased, with over 260,522,651
confirmed cases worldwide and 5,187,665 reported deaths,
according to the World Health Organization (WHO)"?.
This infection typically presents with a wide range of symp-
toms, from asymptomatic individuals to severe cases that
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Abstract

Objective: Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-
CoV-2) causes a wide range of symptoms, including gastrointestinal
manifestations such as nausea, vomiting, diarrhea, and abdominal pain.
This study aimed to evaluate whether the presence or absence of these
gastrointestinal symptoms could be associated with more severe disease
progression, defined as death, the need for intensive care unit (ICU) ma-
nagement, mechanical ventilation, or bacterial coinfection. Patients and
Methods: An analytical observational cohort study was conducted with con-
firmed COVID-19 patients with gastrointestinal symptoms and a comparison
group without gastrointestinal symptoms. Patients included were over 18
years old, presented with symptoms suggestive of COVID-19, and had the
diagnosis confirmed by a polymerase chain reaction test. Results: A total
of 414 patients who met the selection criteria were analyzed, and it was
found that mortality was influenced only by age, while mechanical ventila-
tion and the need for ICU management were related to liver function profile.
However, no difference in severity was found between patients with gas-
trointestinal symptoms and those without. Conclusions: Gastrointestinal
symptoms alone do not represent a risk for the progression of SARS-CoV-2
disease, however, levels of alanine aminotransferase (ALT), aspartate ami-
notransferase (AST), and direct bilirubin (DB) should be included in the initial
assessment of these patients, as they provide prognostic value according to
the results of our study.

Keywords
COVID-19, Clinical Symptoms, Intensive Care Unit, Mechanical
Ventilation, Mortality, Bacterial Infections.

primarily affect the respiratory system, as well as other sys-
tems such as the gastrointestinal system®). Gastrointestinal
symptoms include diarrhea (3%-34%), nausea (1%-17%),
vomiting (1%-4%), abdominal pain (2%-5%), gastroin-
testinal bleeding (0%-13%), and even liver failure**).
Several studies propose a link between the presence of
angiotensin-converting enzyme 2 (ACE-2) receptors and
gastrointestinal symptoms, as these receptors are present
throughout the gastrointestinal epithelium and serve as an
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entry point for SARS-CoV-2. This receptor also influences
the expression of neutral amino acid transporters in the
intestine, altering the composition of the microbiota and
leading to inflammation of the mucosa”™®. While this recep-
tor is highly expressed in type II alveolar cells in the lungs,
which explains the primary clinical manifestations, it is also
found in high concentrations in the gastrointestinal tract
(keratinocytes of the esophagus, epithelial cells of the stom-
ach, intestinal cells, and colonocytes). Recent studies have
shown that SARS-CoV-2 can directly bind to cholangiocytes
via this receptor, causing liver damage, which explains its role
in liver function test abnormalities during infection®'°).

Some studies suggest that patients with gastrointestinal
symptoms may experience worse clinical outcomes, with evi-
dence that COVID-19 patients with gastrointestinal symp-
toms are up to seven times more likely to progress to acute
respiratory distress syndrome and liver failure. Additionally,
up to 50% of those who seek medical care may present with
elevated liver enzymes (alanine aminotransferase [ALT],
aspartate aminotransferase [AST], y-glucuronosyltransferase
[GGT]) and mild bilirubin elevation during the course of the
disease""). This is significant because the true impact of gas-
trointestinal symptoms on the natural history of COVID-19
remains unclear, but their presence has been directly associ-
ated with a poorer prognosis®!®12),

MATERIALS AND METHODS

An observational, analytical cohort study was conducted,
comparing a study group of COVID-19-positive patients
with gastrointestinal symptoms and a comparator group
without gastrointestinal symptoms. This study was
approved by the Corporate Ethics Committee of Fundacién
Santa Fe de Bogota and adheres to the principles of the
Declaration of Helsinki"® and Resolution 008430 of 1993
of the Republic of Colombia’s Ministry of Health for obser-
vational studies!¥.

Study Population

Patients over 18 years of age who presented to the emer-
gency department with symptoms suggestive of COVID-
19 and were confirmed with a polymerase chain reaction
(PCR) test were included, regardless of whether they
were managed as outpatients or hospitalized, and whether
or not they had gastrointestinal symptoms at the time of
admission (abdominal pain, nausea, vomiting, diarrhea, or
elevated liver function tests). Initial liver function measure-
ments were also considered for those patients who required
hospitalization, with most measurements taken before
admission to the intensive care unit (ICU).
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Patients who did not have a confirmatory test for the
virus or were diagnosed with a test other than PCR were
excluded, as well as those who initially consulted through
telemedicine or home care.

Data Systematization and Analysis

This ambispective cohort study collected data retrospec-
tively from the admission of the first positive patient
reported at Fundacién Santa Fe de Bogotd on March 6,2020,
and prospectively until September 2021. The information
was extracted from the medical records of patients admitted
through the emergency department who were confirmed
to have COVID-19 via PCR testing, regardless of the sever-
ity of the disease or whether hospitalization was required.
The data collection included sociodemographic variables,
relevant personal medical history (including a history of
liver disease), source or exposure to the infection, presence
of nausea/vomiting, diarrhea, abdominal pain, and clinical
outcomes, considering mortality, ICU stay, bacterial co-
infection, and the need for mechanical ventilation.

Statistical Analysis

Sample size calculation was performed using OpenEpi
software(!¥), estimating that the percentage of COVID-19
patients without gastrointestinal symptoms (unexposed)
would be 8.14%, while the percentage with gastrointestinal
symptoms (exposed) would be 22.97%. A standard devia-
tion of 0.5, a significance level of 5%, and a power of 80%
were used in the calculation. A 10% loss rate was factored
in, requiring an initial inclusion of 65 exposed patients and
194 unexposed patients. However, due to the patient vol-
ume, a total sample size of 414 patients was achieved, of
whom 105 had gastrointestinal symptoms.

For the statistical analysis, categorical variables were
described using frequency and percentages, and con-
tinuous variables were presented with frequency, mean,
median, interquartile range, and the Shapiro-Wilk test
to assess normal distribution. Bivariate analysis was con-
ducted to determine if the presence of gastrointestinal
symptoms was a risk factor for worse outcomes using the
chi-square test and Fisher’s exact test. Outcomes with a
p-value <0.2 were included in the multivariate analysis,
using a multivariate logistic regression model to identify
independent predictors. The multivariate analysis was con-
ducted using a multiple logistic regression model. Factors
that significantly explained the outcome were those with a
p-value <0.0S, along with their odds ratio (OR) and 95%
confidence interval (CI). Analyses were performed using
Real Statistics software, version 7.9, August 2021.
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RESULTS

A total of 414 patients who met the selection criteria were
analyzed (178 women and 236 men), aged between 18 and
94 years. Of these, 10S patients presented with at least one
gastrointestinal symptom at the time of admission, such
as diarrhea, nausea, vomiting, or abdominal pain, and had
outcomes including bacterial co-infection (12/402), need
for mechanical ventilation (102/312), ICU admission
(157/257), or death (19/395) (Table 1).

Table 1. Demographic Description of the Study Population (n = 414)

Variable % ]

Female 42.99 178
Sex

Male 57.24 236
Mechanical ventilation 24.63 102
ICU 37.92 157
Mortality 4.58 19
Bacterial co-infection 2.89 12
Gastrointestinal Diarrhea 11.83 49
symptoms Vomiting ~ 2.65 "

Nausea 6.28 26

Abdominal  8.21 34

pain

Average SD

Age n =414 54.51 17.97282532
BMI (kg/m?) n =414 26.72 4.605037009
ALT (UL) n =298 123.44 846.6107765
AST (U/L) n =298 82.19 343.6445574
Direct bilirubin (mg/dL)  n =263 0.22 0.294993885
ALP (U/L) n=104 17.21 78.326
GGT (U/mL) n=7 159 36.42043547

ALT: alanine aminotransferase; AST: aspartate aminotransferase;
SD: standard deviation; ALP: alkaline phosphatase; GGT:
v-glutamyltransferase; BMI: body mass index; ICU: intensive care unit.
Author’s own research.

Among patients with COVID-19 who required mechani-
cal ventilation as part of their treatment, the factors asso-
ciated with this outcome were age (mean: 63.56 [33-87
years]; p = 0.025), BMI (27.80 [18.50-44.30 kg/m?]; p
=0.001), ALT (252.09 [14.00-171.13 U/L]; p = 0.007),
alkaline phosphatase (ALP) (71.37 [0.0-372.0]; p = 0.000),

and direct bilirubin (DB) (0.23 [0.003-1.08]; p = 0.003).
Regarding variables that could explain ICU admission,
BMI (27.62 [18.40-46.7]; p = 0.015), ALT (186.66 [0.00-
17,113]; p = 0.001), ALP (54.33 [372-0]; p = 0.000), and
DB (0.23 [0.00-1.39]; p = 0.028) were found to be related
to this outcome. As for the risk of concomitant bacterial co-
infection with SARS-CoV-2, ALP (25.08 [0.00-156.00]; p
=0.048) and DB (0.30 [0.00-1.08]; p = 0.006) were associ-
ated with this outcome. Regarding the risk of death from
COVID-19, the only factor found to be related was age
(74.84 [60-94]; p = 0.002) (Table 2).

Regarding specific gastrointestinal symptoms such as
nausea/vomiting, diarrhea, and abdominal pain, no associ-
ation was found between their presence and severe disease
outcomes, such as the need for ICU admission (p = 0.823),
mechanical ventilation (p = 0.239), bacterial co-infection
(p = 0.813), or death (p = 0.284). In other words, there
were no individual factors explaining these proposed out-
comes. Likewise, other measured variables, such as GGT
levels, did not show any relationship with the outcomes.

When comparing patients with gastrointestinal symp-
toms to those without, no differences were found in severity
outcomes, such as the need for ICU admission (p = 0.823),
mechanical ventilation (p = 0.239), bacterial co-infection
(p =0.813), or death (p = 0.284). Thus, no individual fac-
tors could explain these outcomes (Table 2). Similarly,
other variables, such as GGT levels, were not associated
with the outcomes.

DISCUSSION

The multisystemic involvement caused by COVID-19
is a critical factor in the diagnosis, treatment, and overall
clinical management of patients. Among other areas, the
literature has focused on investigating whether gastroin-
testinal symptoms are associated with an increased risk of
developing severe or critical illness and acute respiratory
failure('®.

While the results of publications on this topic are incon-
clusive, some authors have indicated that there is no statis-
tically significant difference in severe cases presenting with
gastrointestinal symptoms compared to those without,
whereas others, such as Wang and colleagues, found that
the proportion of gastrointestinal symptoms was signifi-
cantly higher in patients admitted to the ICU due to coro-
navirus infection'”. Others have reported a link between
the presence of gastrointestinal bleeding and abdominal
pain with more severely ill patients!'®), while Cai and col-
leagues demonstrated that liver injury occurred more fre-
quently in patients with severe disease than in those with
milder forms, with an incidence of up to 78% in patients
who died from the virus'?. However, none of these stud-
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Table 2. Multivariable Logistic Regression Evaluating the Relationship Between Gastrointestinal Symptoms, Liver Function, and Outcomes

Coeff b p-Value exp(b) Lower Upper
Logistic regression for mechanical ventilation
- Intercept -5.69 0.000 0.00
- Age 0.04 0.000 1.04 1.02 1.06
- BMI (kg/m?) 0.06 0.039 1.06 1.00 1.12
- ALT (ULL) 0.01 0.007 1.01 1.00 1.02
- ALP (UL) 0.01 0.000 1.01 1.01 1.02
- Direct bilirubin (mg/dL) 249 0.003 0.08 0.02 0.43
- Indirect bilirubin (mg/dL) 0.49 0.366 1.64 0.56 4.75
- AST (ULL) 0.00 0.317 1.00 0.99 1.00
- GGT (U/mL) -0.01 0.142 0.99 0.98 1.00
- Gastrointestinal symptoms -0.37 0.239 0.69 0.37 1.28
Logistic regression for ICU admission
- Intercept -6.22 0.000 0.00
- Age 0.05 0.000 1.06 1.04 1.07
- BMI (kg/m?) 0.07 0.015 1.07 1.01 1.13
- ALT (UL) 0.02 0.001 1.02 1.01 1.03
- ALP (UL) 0.01 0.000 1.01 1.00 1.01
- Direct bilirubin (mg/dL) -1.70 0.028 0.18 0.04 0.83
- Indirect bilirubin (mg/dL) 0.41 0.444 1.51 0.53 4.30
- AST (ULL) 0.00 0.799 1.00 0.99 1.01
- GGT (U/mL) 0.00 0.569 1.00 0.98 1.01
- Gastrointestinal symptoms -0.06 0.823 0.94 0.55 1.62
Logistic regression for bacterial co-infection
- Intercept -6.72 0.002 0.00
- ALP (UL) -0.01 0.048 0.99 0.98 1.00
- Direct bilirubin (mg/dL) 4.67 0.006 106.35 3.83 2951.62
- Gastrointestinal symptoms 0.16 0.813 1.18 0.30 4.59
- BMI (kg/m?) 0.07 0.278 1.07 0.94 1.22
- Age 0.03 0.168 1.03 0.99 1.07
- ALT (UL) 0.00 0.988 1.00 0.99 1.01
- AST (ULL) 0.00 0.929 1.00 0.98 1.02
- GGT (U/mL) -0.55 0.997 0.58 0.00 1.05
- Indirect bilirubin (mg/dL) 248 0.092 0.08 0.00 1.49
Logistic regression for mortality
- Intercept -11.03 0.000 0.00
- Age 0.10 0.000 1.10 1.05 1.16
- Direct bilirubin (mg/dL) 1.48 0.292 4.38 0.28 68.37
- Indirect bilirubin (mg/dL) 1.33 0.140 3.78 0.65 22.04
- BMI (kg/m?) 0.05 0.452 1.05 0.93 1.19
- AST (ULL) 0.01 0.172 1.01 1.00 1.02
- GGT (U/mL) 0.01 0.373 1.01 0.99 1.03
- ALP (UL) -0.01 0.227 0.99 0.98 1.00
- ALT (UL) -0.02 0.085 0.98 0.96 1.00
- Gastrointestinal symptoms -0.81 0.284 0.44 0.10 1.96

ALT: alanine aminotransferase; AST: aspartate aminotransferase; coeff b: b coefficient; exp(b): odds ratio; ALP: alkaline phosphatase; GGT:
v-glutamyltransferase; BMI: body mass index; ICU: intensive care unit. Author’s own research.
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ies considered gastrointestinal signs and symptoms as
potential prognostic factors for unfavorable outcomes,
such as mortality and acute respiratory distress syndrome
(ARDS), in patients testing positive for SARS-CoV-2®).
Another analysis found no significant differences in mor-
tality between the two groups but did indicate that patients
with gastrointestinal symptoms had a significant risk of
developing ARDS®V.

In this study, none of the gastrointestinal symptoms, such
as diarrhea, nausea, vomiting, or abdominal pain, were sig-
nificantly associated with a specific outcome. However, liver
function was related to certain outcomes. ALT was found
to be associated with the risk of developing acute respira-
tory failure requiring mechanical ventilation, as well as the
need for ICU admission. Importantly, these measurements
were mostly taken before ICU admission, eliminating any
confounding factors related to medications and ICU care.
Additionally, there was a significant association between
ALP and bacterial co-infection, mechanical ventilation, and
ICU support requirements. Mortality, on the other hand,

REFERENCES

was the only outcome that showed no relationship with
any gastrointestinal symptoms or liver function indicators.
This finding aligns with international literature, where liver
damage has been associated with disease progression but
not with increased mortality®'>'?). Therefore, based on
this study, it is recommended to include ALT, AST, and DB
levels in the initial assessment of these patients, as they pro-
vide valuable prognostic information.

CONCLUSION

It is important to highlight that, when comparing patients
with and without gastrointestinal symptoms, no statisti-
cally significant relationship was found regarding severe
outcomes. However, a potential bias in this study is the
inclusion of all patients, with or without gastrointestinal
symptoms, as described, and not all had liver function
measurements. This could be a limitation in terms of the
total sample, although the number of patients with ALT
and AST levels is still representative.

1. World Health Organization. COVID-19 cases | WHO
COVID-19 dashboard [Internet]. Datadot [consultado el
30 de noviembre de 2021]. Disponible en:
https://covid19.who.int/

2. Johns Hopkins Coronavirus Resource Center. COVID-
19 Map - Johns Hopkins Coronavirus Resource Center
[Internet]. Johns Hopkins Coronavirus Resource Center
[consultado el 30 de noviembre de 2021]. Disponible en:
https://coronavirus,jhu.edu/map.html

3. Sierra-Arango F, Vergara-Cabra C, Vasquez-Roldan M,
Pérez-Riveros ED. Acute surgical-like abdomen as a gas-
trointestinal manifestation of COVID-19 infection: a case
report in Colombia. BMC Gastroenterol. 2021;21(1):187.
https://doi.org/10.1186/s12876-021-01762-0

4. ZhuN, Zhang D, Wang W, Li X, Yang B, Song J, et al. A
Novel Coronavirus from Patients with Pneumonia in
China, 2019. N Engl ] Med. 2020;382(8):727-33.
https://doi.org/10.1056/NEJM0a2001017

S.  Ministerio de Salud y Proteccion Social. Asi va el aplana-
miento de la curva epidemiolégica en el pais [Internet].
Ministerio de Salud y Proteccién Social [consultado el
30 de noviembre de 2021]. Disponible en: https://www.
minsalud.gov.co/Paginas/Asi-va-el-aplanamiento-de-la-
curva-epidemiologica-en-el-pais-.aspx

6. Instituto Nacional de Salud. Coronavirus Colombia
[Internet]. Instituto Nacional de Salud [consultado el 30 de
noviembre de 2021]. Disponible en: https://www.ins.gov.
co/Noticias/paginas/coronavirus.aspx

7. Azwar MK, Kirana F, Kurniawan A, Handayani S, Setiati S.
Gastrointestinal Presentation in COVID-19 in Indonesia:
A Case Report. Acta Medica Indones. 2020;52(1):63-7.

8. Nobel YR, Phipps M, Zucker J, Lebwohl B, Wang TC,
Sobieszczyk ME, et al. Gastrointestinal Symptoms and
Coronavirus Disease 2019: A Case-Control Study From the
United States. Gastroenterology. 2020;159(1):373-375.e2.
https://doi.org/10.1053/j.gastro.2020.04.017

9. Suresh Kumar VC, Mukherjee S, Harne PS, Subedi A,
Ganapathy MK, Patthipati VS, et al. Novelty in the gut: a
systematic review and meta-analysis of the gastrointestinal
manifestations of COVID-19. BMJ Open Gastroenterol.
2020;7(1):e000417.
https://doi.org/10.1136/bmjgast-2020-000417

10. Dong Z, Xiang B-], Jiang M, Sun M, Dai C. The Prevalence
of Gastrointestinal Symptoms, Abnormal Liver Function,
Digestive System Disease and Liver Disease in COVID-19
Infection: A Systematic Review and Meta-Analysis. J Clin
Gastroenterol. 2021;55(1):67-76.
https://doi.org/10.1097/MCG.0000000000001424

11. Wong SH, Lui RN, Sung J]J. Covid-19 and the digestive sys-
tem. ] Gastroenterol Hepatol. 2020;35(5):744-8.
https://doi.org/10.1111/jgh.15047

12. Mao R, QiuY, He JS, Tan JY, Li XH, Liang J, et al.
Manifestations and prognosis of gastrointestinal and liver
involvement in patients with COVID-19: a systematic
review and meta-analysis. Lancet Gastroenterol Hepatol.

Morbidity and Mortality in COVID-19 Patients With and Without Gastrointestinal Symptoms 285



13.

14.

2020;5(7):667-678.
https://doi.org/l().1016/52468-1253(20)30126—6

World Medical Association. Declaracién de Helsinki

de la AMM - Principios éticos para las investigaciones
médicas en seres humanos [Internet]. The World Medical
Association [consultado el 30 de noviembre de 2021].
Disponible en: https://www.wma.net/es/policies-post/
declaracion-de-helsinki-de-la-amm-principios-eticos-para-
las-investigaciones-medicas-en-seres-humanos/
Ministerio de Salud y Proteccion Social. Resolucion 8430
de 1993, por la cual se establecen las normas cientificas,
técnicas y administrativas para la investigacion en salud
[Internet]. Ministerio de Salud y Proteccién Social [consul-
tado el 30 de noviembre de 2021]. Disponible en: https://
www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital /
RIDE/DE/DIJ/RESOLUCION-8430-DE-1993.PDF

1S. JinX, Lian J-S, HuJ-H, Gao J, Zheng L, Zhang Y-M, et al.

16.

286

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

Tariq R, Saha S, Furqan F, Hassett L, Pardi D, Khanna S.
Prevalence and Mortality of COVID-19 Patients With
Gastrointestinal Symptoms: A Systematic Review and
Meta-analysis. Mayo Clin Proc. 2020;95(8):1632-1648.
https://doi.org/10.1016/j.mayocp.2020.06.003

Revista. colomb. Gastroenterol. 2024;39(3):281-286. https://doi.org/10.22516/25007440.1051

17.

18.

19.

20.

21.

Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical
Characteristics of 138 Hospitalized Patients With 2019
Novel Coronavirus-Infected Pneumonia in Wuhan, China.
JAMA. 2020;323(11):1061-1069.
https://doi.org/10.1001/jama.2020.1585

Tian Y, Rong L, Nian W, He Y. Review article: gastrointesti-
nal features in COVID-19 and the possibility of faecal trans-
mission. Aliment Pharmacol Ther. 2020;51(9):843-51.
https://doi.org/10.1111/apt.15731

Cai Q Huang D, Yu H, Zhu Z, Xia Z, Su Y, et al.
COVID-19: Abnormal liver function tests. ] Hepatol.
2020;73(3):566-74.
https://doi.org/10.1016/j.jhep.2020.04.006

Gul F, Lo KB, Peterson ], McCullough PA, Goyal A,
Rangaswami J. Meta-analysis of outcomes of patients with
COVID-19 infection with versus without gastrointestinal
symptoms. Bayl Univ Med Cent Proc. 2020;33(3):366-9.
https://doi.org/10.1080/08998280.2020.1771164

Wang H, Qiu P, Liu J, Wang F, Zhao Q. The liver injury and
gastrointestinal symptoms in patients with Coronavirus
Disease 19: A systematic review and meta-analysis. Clin
Res Hepatol Gastroenterol. 2020;44(5):653-661.
https://doi.org/10.1016/j.clinre.2020.04.012

Original article



