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Overview 

The COVID-19 pandemic is an unprecedented challenge 
for all healthcare systems worldwide. 
Gastroenterologists and clinicians who actively manage 
patients with inflammatory bowel disease (IBD), 
including ulcerative colitis (UC), need to ensure they are 
taking steps to minimize the risk of infection for their 
patients. 

Russell D. Cohen, MD, shares his expert perspective as 
an author of the recently published AGA Clinical Practice 
Update on Management of Inflammatory Bowel Disease 
During the COVID-19 Pandemic. Dr. Cohen highlights 
emerging evidence and the potential risk of IBD patients 
for COVID-19, as well as recommendations for the 
treatment and management of patients with IBD during 
the coronavirus pandemic. In addition, he reviews the 
publicly accessible SECURE-IBD international registry and 
its impact tracking COVID-19 in patients with IBD. Dr. 
Cohen further discusses how to identify, appropriately 
manage, and monitor patients with UC who test positive 
for COVID-19, through the use of an algorithm to guide 
complex clinical decisions for those who are 
symptomatic with or without suspicion of active UC 
inflammation. 

Target Audience   

This activity was developed for gastroenterologists, 
physician assistants, nurse practitioners, nurses and 
other healthcare providers who manage patients with 
inflammatory bowel disease and other healthcare 
professionals who have an interest in ulcerative colitis 
during the COVID-19 pandemic. 

Learning Objectives   

At the conclusion of this activity, participants should be 
better able to: 

• Summarize the relative risk and signs of SARS-
CoV-2 infection among patients with ulcerative 
colitis (UC) 

• Modify management and education of UC 
patients not infected with SARS-CoV-2 in order 
to reduce the risk of such infection 

• Safely modify UC treatments in patients testing 
positive for SARS-CoV-2 but asymptomatic 

• Safely modify UC treatments in patients with 
symptomatic COVID-19, including those with 
active UC inflammation 
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Editor’s Note: This is a transcript of an audio webcast presented on July 1, 2020. 
 
Abbreviations: 
5-ASA, 5-aminosalicylates 
6-MP, 6-mercaptopurine 
ACE2, angiotensin-converting enzyme 2 
AGA, American Gastroenterological Association 
CFR, case fatality rates 
CMV, cytomegalovirus 
IOIBD, The International Organization for the Study of 
Inflammatory Bowel Diseases 
 
Dr. Russel Cohen: Thank you. I really appreciate this 
opportunity to present on behalf of the Annenberg 
Center. I really want to welcome everyone. This is going 
to be an exciting time for us, and I'm going to go through 
things. I do want to encourage you to please download 
the slides, because I'm not going to read every word on 
the slide to you. I am going to reference some slides, and 
you can go back to them later.  
 

 
 
This is actually a really nice program, because we're 
going to go through, step-by-step the issues about the 
risk of SARS-CoV-2 in IBD. What do you do with patients 
with IBD or ulcerative colitis who are not infected with 
the SARS CoV-2? And then the next step is, what if they 
test positive, but they're asymptomatic? And then the 
next step is what if they test positive and are 
symptomatic, but their IBD is okay? And the final step is, 
what if they test positive and are symptomatic with CoV 
and with their IBD? So, this should be a soup to nuts for 
you all.  
 

 
 
As you all know, COVID- 19 is the disease caused by the 
SARS CoV-2 virus. That was the original SARS CoV virus. 
That was CoV-1. They didn't call it one, because there 
was only one at the time. I think they were hoping it 
would stop there, but it didn't. And we're concerned, 
because as you know, patients with IBD have 
uncontrolled inflammation, and the therapies can be 
immune suppressant. So, are we putting our patients at 
higher risk?  
 

 
 
Globally, the COVID-19 issue is…Of course, the numbers 
are going to go up over time. This is a nice slide. It shows 
globally there's 10 million cases, and half of them are in 
the Americas.1 You can see the death rate across, on the 
far-right column, are the death rates or the death cases. 
You can calculate the rates to see, as well. So, certainly 
there is a problem in many parts of the world, 
particularly now in the Americas as we're, unfortunately, 
seeing.  
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And that brings me to the next slide here. I actually did 
this presentation about a week ago, and we were a lot 
better off a week ago than we are now in the country. I 
recommend you get involved in this New York Times 
interactive COVID map.2 It's amazing, very helpful. There 
is also some other great resources. You go to 
newyorktimes.com. As you can see here on the pink 
graph, March was wonderful. We heard about things, 
and it wasn't our problem, supposedly, and then you can 
see where April takes off. The red line, the dark red line 
is the seven-day average, and that gives you a better 
idea—so you don't get the peaks and troughs—of what's 
really going on. You can see, as we're heading out of May, 
into June, things are coming down nicely, even going 
about halfway through June. And then all of a sudden, 
things started increasing, which we presume is because 
the restrictions are opening up. I don't need to be the 
person to decipher that for you.  
 

 
 
But it's important because your patients are going to call. 
You're going to get a million calls from people asking, 
"Well, maybe I have it. I think I have it." So, what are the 
symptoms most common in patients who have COVID-
19. We colored them in red so it's easier to see.3–5 

Virtually all patients who are positive have fevers or chills 
and or a dry cough, or a cough. If your patients do not 
have fevers, chills, or a cough, they are unlikely to have 
it. Now, of course they may be asymptomatic carriers, 
but that's a different issue, because patients calling you 
with symptoms… If they're calling you with some 
symptoms, "Well, I may be having this. I'm not sure." 
You're going to say they have lymphopenia. You're not 
going to know from the patient telephone call. Just 
checking from blood counts, you could see that in 
patients who have a virus that may be helpful. Fatigue, 
that's kind of a nonspecific.  
 
I do want to point out that we heard early on that some 
studies showed over up to a third of patients had GI 
symptoms, but in most cases, those symptoms were, as 
you see on this slide in purple, anorexia. And being IBD 
centric, this presentation, that's not really an issue in IBD. 
Someone with IBD typically doesn't have anorexia, and if 
they do all of a sudden, it might be an indication of 
something else that's going on. It is not until you get to 
the gray boxes where you see diarrhea, nausea, 
vomiting. So, if you have patients who have isolated 
diarrhea calling you, as they probably will, or your nurse, 
which is even better than calling you, and say, "Well, I 
have diarrhea, and I may have COVID because I heard you 
have COVID, COVID can give you diarrhea." I would say, 
"Well, do you have fever, chills, or dry cough?" And if the 
answer is no, it is unlikely that they have COVID-19.  
 

 
 
This just basically says what I showed you. Most studies 
show about 10% with the diarrhea issues. There was one 
study in China where the patients who were hospitalized, 
about a third of them had diarrhea,6 but that's different 
than patients [who were] just outpatient, too. And then 
there were these theories. We don't know. The GI tract, 
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you could obviously swallow the virus; you're coughing 
up things. There's ACE2 expression. The intestines, and 
the acetylcholinesterase 2 receptor is where the virus 
binds, and there have been reports of finding the virus in 
the stool, even after patients have no further 
symptoms.7  
 

 
 
Apparently, and this was certainly not my research, 
patients with active Crohn's and colitis have a higher 
concentration of ACE2. So, the SARS CoV-2 virus has a 
spike protein, which is actually a very traumatic 
description.8–10 You picture this virus, bam, right into that 
ACE2 receptor, and pumping into it and all its viral 
particles to infect you. And there's higher searing 
protease levels in IBD patients. Maybe there's an 
increased risk of infection, but the numbers really 
haven't shown that to be true. 
 

 
 
They have found these ACE2 receptors in the esophagus 
and the small bowel ileum, the colon. And they [were] 
detected in the stool, as I mentioned. There is potential 
for shedding, but it hasn't been shown to happen in 
humans. The laboratories listed here that isolated the 
COVID-19 from the stool, they were able to show that 

cells could, in a cell Petri dish, could be in fact, but I'm 
not aware of any proof of patient-to-patient 
transmission.11–15 It was an interesting study a couple of 
months ago now from the Italian GI groups in Northern 
Italy, because they had unfortunately very low levels of 
personal protective equipment. And they showed that 
their rates of infection of their endoscopy staff was 
exceptionally low, even though they were treating COVID 
patients, because they had GI bleeds, whatever they may 
be, that they had to get a colonoscopy or upper 
endoscopy. And they had exceptionally low rates within 
their own staff.16 So, we don't believe that there's a high 
risk for transmitting through the stool to you or to other 
people through the stool. We're moving through months 
of this virus. We would think that there would be more 
data by now if that were the case. So, hopefully it's not, 
being a gastroenterologist.  
 

 
 
It's hard for us to know whether IBD increases the risk of 
SARS-CoV-2 or COVID-19. Well, why? Well, because, 
even starting out right away in China, when things 
started getting crazy there, and they realized they had 
this virus, they reached out to their IBD patients and their 
rheumatoid arthritis patients and other patients on 
immunosuppressants, and they said, "Hey, if I were you, 
I would stay inside, wear a mask, social isolate." And 
many of you, if you do have patients with Crohn's and 
colitis know that they're not going out of their house. I 
mean, you have to like almost lure them out with a brick 
of gold on the end of a fishing line. They're not going out 
of the house for anything because they're petrified. It's 
hard to know, actually, if it increases the risk because our 
patients are very much taking the precautions that we're 
asking them to, which is nice, obviously. 
 



 
 

6 

As a result, since we don't have higher rates that we're 
aware of, we do not recommend that our patients stop 
their medicines. I'm going to go through this repeatedly. 
So, patients who call and say, "Oh yeah, I heard there was 
SARS and CoV-2, and I'm afraid. Should I stop my 
medicines?" The answer is always going to be no. I'm 
going to go into more details in that briefly, too.  
 

 
 
What do we know? Immunocompromised people who 
are at higher risk for... It says every aspect of the 
infection. So, for getting the infection and getting 
hospitalized for infection and ending up in the ICU and 
intubated, and unfortunately perhaps dying from it... It’s 
older patients, people with comorbidities, such as 
diabetes, obesity, hypertension, corticosteroid use—and 
we're going to come back to that—and patients who 
already have lymphopenia neutropenia, with liver and 
other solid-organ transplant recipients.17–19 Now that 
does overlap with some of us, with our patients who are 
on the immunosuppressants azathioprine, 6-MP [6-
mercaptopurine], perhaps methotrexate. So, while we 
are going to come back to this, we're kind of not starting 
those medicines right now unless we need to because we 
don't want patients to have very low blood counts 
because of the medicines. As you probably know, the 
biologic medicines do not plummet those blood counts.  
 

 
 
This slide has a little picture, a Chinese flag. Showed that 
it's bad news if you're on immunosuppressants or if 
you're immunosuppressed. Diabetes increased the 
mortality rate 3-fold, and case fatality rates (CFR) of 
10.5% if you had cardiovascular disease, and 7.3% with 
diabetes, while people without any prior disease was less 
than 1%.20–22 Again, you're not going to really have much 
data on IBD there.  
 

 
 
It seems like eons ago, at the end of March, early April, 
Dave Rubin and I were approached by the AGA to do a 
clinical practice update and get it out as soon as possible, 
which we did.23 The information I'm going to run through 
here. This slide shows what you should be telling 
everybody about washing your hands. Don't touch your 
face. I think that's one of the reasons why the masks also 
helped, too. Think about it. If you're wearing a mask, 
you're not touching your mouth. Cough etiquette, social 
distancing, avoiding crowds, and wearing a mask in 
public. Really reemphasize that with your patients and 
everybody in your social circles despite what you may 
hear from people who should be taking the responsibility 
of providing better information to us. 
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We do recommend, as do all the other groups, staying on 
therapies. Do not tell your patients, "Don't go to your 
infusions." You should tell them to go their infusions. 
They should do the appropriate social distancing. As I 
explained to my patients, people at the infusion centers 
are more afraid of you than you are of them. And, 
remember the infusion centers have to deal with 
chemotherapy patients, too. So, they're very, very 
cautious there. They should be. You can verify if you use 
offsite centers that they're doing fever checks at the 
door, adequate spacing between the chairs, and 
adequate personal protective equipment, and deep 
cleaning.23 I'd be shocked if they aren't already doing it. 
It seems that they're the ones teaching us on these, as 
well.  
 

 
<<Slide 18: Joint Society Recommendations>>  
 
You know that something's great when all the GI 
organizations hop on board, right? The joint society 
recommendations, you’ve got all those little insignias 
there of the different organizations. And if you want, you 
can join each of them and stick a patch on here and show 
them off to your kid. Pretty much across the board, we're 
recommending that if you just have patients who have 

IBD, they're saying, "Oh, I'm scared. I heard about COVID. 
What should I do?" You keep them on their medicines. 
Although we are trying to get them off of steroids and 
onto non-steroid therapies, or at least off of systemic 
steroids and onto budesonide, if possible.24, 25 And you 
really want to emphasize the social issues that we talked 
about, too.  
 

 
 
Similar things, I want to point out on the left side of this, 
it mentions “reduce dose or stop steroids.” We can 
mention there was recent data, as you may know, sick 
COVID patients who are in the hospital, who do better 
with dexamethasone, which isn't surprising because 
those patients are having this horrible immune response 
to the virus, but for people on the outside, we do not 
want them on steroids.24,25 I'm going to show you data in 
IBD clearly showing that steroids are bad. Get your 
patients off systemic steroids and onto budesonide, if 
possible, or onto a biologic. We're not really going on to 
azathioprine, 6-MP, or methotrexate right now.  
 
On the right side, this information somewhat changes as 
your states go through various stages or your localities, 
because it shouldn't just be by state. Initially, we were 
only able to do urgent procedures and then semi-urgent 
procedures. Now, if you're getting up to probably a stage 
4 in your state or phase 4, you can probably start doing 
your more elective procedures. You don't want patients 
to end up with colon cancers later on because they put 
things off worked better that are not treatable, just 
because they put things off because a COVID and you 
need to protect your staff and everyone involved from 
getting mandatory COVID testing. I live in Illinois. The 
state of Illinois requires 72 hours, within 72 hours of any 
procedure that the patients get tested by a reliable test. 
So again, as I mentioned, if they don't have a fever or 
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respiratory symptoms, it's unlikely that they have SARS-
CoV-2. If you suspect, you can certainly send them for 
testing, and you actually want to monitor because some 
of the tests may be negative.  
 

 
 
So, what do we do with patients who have ulcerative 
colitis who are not infected with SARS-CoV-2? We want 
to keep them in remission. And we also want to keep 
them out of the hospital, particularly if they... 
Unfortunately, as you know the rates are going up in 
certain states, and potentially in my state, too. I mean, in 
Chicago, we finally got ahold of things, and things were 
going great, but we'll have to see. The medical resources 
are limited. We don't want people coming into the 
hospital that don't need to be. So, you really want to 
emphasize to your patients, stay on therapy, because if 
you don't, you may end up in the hospital, and then 
you're really going to be sorry that you didn't do that. 
This slide actually is great because it has a little picture, 
and it shows the little thing. It's too bad we can't spin it 
around, but all this information is stuff that we covered 
already. 
 

 
 

You should be aware of the rates in your community or 
where your patients live. I’ve got to tell you, this website, 
this covidactnow.org...26 I don't want to tell you to go to 
right now because then you won't be paying attention to 
what I'm doing. But right after we're done, go to 
covidactnow.org. It's interactive. It shows your state. It 
even shows the states and the counties, where the rates 
are. It tells you what percent of the tests are positive that 
are done. So, in New York right now, only 1.1% of the 
tests that are done are positive. While in some states, it's 
14% to 16% or 18% of the tests that are done, which is 
absurd. Then you can follow it over time, too. It's a great 
resource. 
 

 
 
For those who don't know, the IOIBD is the International 
Organization for the Study of Inflammatory Bowel 
Diseases, or something like that. Similar to the AGA, the 
same idea is getting patients off steroids. Don't do 
elective procedures. We do want to encourage patients 
to stay in clinical trials. The clinical trials are very 
regimented, and as long as the correct protective steps 
are taken, they should stay in the trials.27 We don't want 
them to be kicked out of the trial and lose the 
opportunity to get valuable medicines for IBD at this 
point. Also, as you may know, some of the medicines 
we're studying in trials, they're also studying as a possible 
treatment for people who are sick with COVID, too. But 
we can talk about that in a bit. 
 
And, certainly, address your patient’s anxiety. You have 
to emphasize, especially if there are areas of the country 
or within their state where the rates are very low to at 
least get them outside, and the weather's probably nice 
somewhere. Explain to them that when they are near 
people, they have to be cautious, but also don't let them 
be hermits. They do need to go to get their infusions, and 
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they should get their appropriate blood tests for proper 
monitoring, as well too.  
 

 
 
There are patient resources, and as I mentioned, you can 
download these slides, and take a picture of it if you 
want, and you can go to these websites as well too.  
 

 
 
The next scenario is you have a patient with IBD, 
ulcerative colitis, and they contact you, and they say, "I 
tested positive for SARS-CoV-2, but I'm not having 
symptoms." So, what do we do in that situation? In other 
words, they tested positive. Maybe someone in their 
workplace was tested, and everyone else had to get 
tested, and they turn up positive. But they're not having 
any COVID symptoms, and their IBD is okay.  
 

 
 
What should you do? Number one, try to get them off 
their steroids or reduce their dose. If they're on 
prednisone, try to get them below 20 mg. Of course, we 
don't want them getting sick if they're doing that. 
Remember, with ulcerative colitis, many patients, most 
of their symptoms are from the distal disease. Put them 
on mesalamine enemas, budesonide foam, 
hydrocortisone, if you need to. That may help, although 
some of the hydrocortisone is systemically absorbed. Try 
to give you budesonide when feasible. Oral and rectal 
budesonide. The nameofthedrug.com often has patient 
assistance cards that are independent of the patient's 
income. (Unfortunately, I don't believe that they can be 
used by people with government insurance.) Also, we're 
suggesting if you get contacted by an IBD patient who is 
on azathioprine, 6-MP, methotrexate, or tofacitinib, hold 
off on the therapy at this point. You should restart after 
they're completely better, if they had symptoms, or if 
they had follow-up testing that was negative or serologic 
testing.23  
 
Right now, we're also suggesting that… hold off on the 
monoclonal antibodies for 2 weeks.23 Again, these are 
patients who have IBD; they're on whatever therapy you 
have them on, and they tested positive for COVID, but 
they don't have COVID symptoms. Just to be on the safe 
side, probably within 2 weeks, you'll know within 2 
weeks whether they develop COVID symptoms. If they 
do develop COVID symptoms, well, that's going to be our 
next module. But if they don't develop the COVID 
symptoms, then you can probably restart them after a 
couple of weeks.  
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As you know, as you get more testing, you may reveal 
obviously more cases. Generally… this slide is a little 
outdated because it is required to test patients before 
undergoing any endoscopic procedures or surgeries, 
regardless of who they are. (Note, slide has been 
updated since the recording to reflect current practice). 
Generally, we do not—even though the slide says—we 
don't test IBD patients who have diarrhea for SARS-CoV-
2. I'm sorry. There's a little error on this slide. That is not 
a recommendation because as I showed you earlier, if 
they don't have a fever and/or chills and/or cough, it's 
highly unlikely that they have the infection. We'll just skip 
over this to the next slide because that was an early slide 
that has been discounted by more studies, subsequently. 
 

 
 
So, what about the infusions? Like we said, patients 
should show up for their infusions, but not if they have 
active COVID-19. Remember, most of these patients in 
the infusion centers or chemo patients— patients 
receiving chemotherapy. So, if your patient has 
symptoms with COVID-19, they should be screened for 
symptoms and fever, and occasionally you might need 
other IBD therapies, if necessary.24 And if you have your 
staff… you want to protect your staff, as well. You don't 

want to lose your whole staff just because one turns 
positive. Consider having staff in maybe every other day, 
like a Monday, Wednesday, Friday staff, and a Tuesday, 
Thursday staff in your infusion area, that way... And even 
in your endoscopy area, maybe having rotating staff, so 
that way, if one of the group turns positive, you don't 
have to wipe out your entire staff for 2 weeks, but only 
those who were working those days with that group. 
 

 
 
Right now, until very recently... So again, these slides 
change as you go to the next phase, and you're 
reopening. In Illinois, now we're in phase 4, so we are 
starting to do our surveillance procedures again, but we 
weren't before then. Certainly, depending on the 
prevalence of the virus in the community would 
determine when you can start doing those type of 
procedures. But also, as this slide points out, try to assess 
your patient's in non-endoscopic ways: biomarkers, so 
CRP, fecal calprotectin, fecal lactoferrin, radiology, when 
appropriate.24 Capsule endoscopy is probably a little 
hard to argue doing that. I guess if you're maybe looking 
for a GI bleed or are trying to find a source, but just 
remember that if the capsule gets stuck, someone's got 
to go in and get it out, so probably think hard before 
you're do any capsule in these patients. I mean, at this 
time.  
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As far as the imaging, be respectful of that. The radiology 
areas until things are opening up, are also going to be 
limited, as well. Again, the slides says that as we go into 
better phases, now you're in a phase where if you're in a 
state where there's very low rates, and the radiology 
people want all the money back that they haven't been 
making, so, now they're opening up again, too. Just be 
aware of the availability. 
 

 
 
Surgery, as you may have heard initially, patients who 
were sick with COVID or who are asymptomatic but had 
COVID and underwent surgery did very poorly. So, 
everyone drew back, and that was probably more in 
April. Now into May, now that we've had better testing 
and more testing, while we still do not want to do surgery 
on COVID patients, we are able to open up these surgical 
suites as the rates have gone down as well, too. And as I 
mentioned, you want to protect your staff and maybe 
having rotating groups that come in as well, too. 
 
Sometimes if you want to avoid a very long surgery in a 
patient, let's say they do have COVID, but they have a 
bowel obstruction, they need it. Bringing up a loop 
ileostomy may be the way to go. Even if they have severe 

colitis, because that'll at least defer things, and then 
subsequently a longer surgery can be done in a less risky 
time.24  
 

 
 
So, the clinical trials, I mentioned earlier, don't let your 
patients fall out of the clinical trials. But in reality, you 
have to protect the patient. They come first. As things 
open up, and as we get to better levels of reopening as 
where we are now, at least in Illinois, and some other 
states, we're allowing the clinical trials to move forward. 
When things were bad with the infection rates, we were 
not doing the scopes, the clinical trials. Companies 
allowed us to skip the endoscopy or colonoscopies 
because it really wasn't something that we could justify, 
but they let the patients stay on the on therapy. 
Hopefully, we'll be emerging from that too. 
 

 
 
Let us say you have a different scenario, and then moving 
along, the patient tests positive for COVID-19 and they 
have symptoms of COVID-19, but their IBD has been fine. 
So, they have the fevers and chills or whatever, the 
cough, and they said, "Hey, I had this fever and cough. 
They tested me for COVID. I'm positive. My ulcerative 
colitis is doing fine. What do I do?" Well, if the patients 
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are well... We already went through some of the 
guidelines, and I do recommend you download them. 
Right now, we try to avoid things that cause more 
inflammation. And we're going to talk a little bit about 
dosing of medicines. So, I'm going to show you some of 
the recommendations from Dave Ruben’s and my paper 
in Gastroenterology.23 Most of these are legitimate 
based on what we believe is true. I'm going to show you 
a little data later that raises some questions about it. 
 

 
 
So, first line therapies we believe should be safe: 5-ASA 
(aminosalicylates), sulfasalazine, topical therapies... 
Although, remember that hydrocortisone enemas, up to 
40% of the 100 mg of hydrocortisone is systemic, which 
is about 10 mg of prednisone systemically, so perhaps 
use something different than that. Try dietary 
adjustment. Antibiotics, probably is more of a Crohn's 
thing than an ulcerative colitis thing. And budesonide.23 
There's oral budesonide, there's different formulations. 
There's a controlled ileal release, which releases in the 
small bowel, right colon, which is usually used more for 
Crohn's. And there is the multi-matrix release, the 9-mg 
once-a-day pill that is colonic release. And there's a 
budesonide foam. Other countries may have other 
formulations for budesonide as well, too. 
 

 
 
As I mentioned earlier, so this is again a patient who has 
COVID and is symptomatic with COVID, we would 
certainly stop the thiopurines, azathioprine, 6-MP, 
methotrexate. Right now we're saying tofacitinib. It may 
be a role for the JAK inhibitors in treating COVID, but 
we'll get back to that. And right now, if someone has 
COVID with symptoms, we're holding their anti-TNF, 
their ustekinumab. We are holding vedolizumab. It 
probably doesn't matter. I mean, vedolizumab is typically 
only given every 2 months. And the every 2-month data 
is similar to every 3-month data in stable patients, so it's 
probably fine just to hold off on that, too. We don't think 
that is going to increase your infection risk. But it's 
important that once patients are better, and they are 
recovered, ideally, if they have proof that they don't have 
the virus—although, we don't necessarily rely on them 
entirely—you'd want to restart the biologics. Probably 
still hold off on the immunosuppressants in those 
cases.23 
 

 
 
Remember earlier on, I said, "Make sure you download 
the slides." You definitely want to download this slide 
because I'm not going to read this whole thing to you. It's 
a long one. Dave and I, Dave Ruben, along with Joe 
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Feuerstein and Andrew Wang, published this in 
Gastroenterology.23 It's an algorithm, and it gives you 
different scenarios. What do you do (on the left-hand 
side of the top) if someone has IBD symptoms, vs (on the 
right-hand side of the top) if they are in remission. And 
then you go down, well, what if they have symptoms of 
COVID-19, yes or no? And then once they get tested, if 
it's positive, where do you go? If it's negative, where do 
you go? A lot of this I'm covering in the presentation, and 
I'm not going to read you this entire slide. It is somewhat 
what I already said, but it is helpful. And if you print it 
out, you can have it for your reference, as well. I believe 
if you go to the AGA website, gastrojournal.org, it's a 
PDF, so I believe you can download that, as well. 
 

 
 
So, one of the exciting things that was done is, very soon 
after things started with COVID-19, a bunch of IBD 
specialists from around the country, and even some 
international colleagues, created this Surveillance 
Epidemiology of Coronavirus Under Research Exclusion, 
or SECURE-IBD Database.28 We call it the SECURE-IBD 
Database for obvious reasons. And what this is, and if 
you are a provider, please do this: If you have a patient 
with IBD who tests positive for the COVID-19, for the 
SARS-CoV-2, so for the virus, please report the case in 
this database.28 It's free. Anybody can access it. You can 
access it right now, except you're paying attention to 
what I'm saying, and you will be contributing to the data. 
But it's only if they have IBD and they test positive for the 
virus. It's very easy. It's covidibd.org. It's updated daily. 
 

 
 
You can get all this information. I'm going to go through 
some of the data in a few minutes, and it's really giving 
us terrific information about what happens to IBD 
patients who test positive for the SARS-CoV-2. It does not 
tell us what's the risk of getting SARS-CoV-2 and what 
happens to IBD patients who don't have SARS-CoV-2. 
That's not included. And you can see the case-form 
information here, which I am not going to read to you.  
 

 
 
So, what do we know so far? This recent update, this was 
assessed yesterday. No, 2 days ago, June 29th, 2020. You 
can see that most of the cases reported are from the 
United States and then Spain, France, and going down. 
This is not a reflection of where IBD cases who have 
COVID are located. It's just where they have been 
reported.29 
 
 
Look at this beautiful map they have showing you... And 
you can even change the date on the bottom to show the 
change in color in time. And I believe many, if not most 
of the people on today's program are living in the United 
States, and you can see it doesn't look very good for us. 
Spain, in particular doesn't look good, too. It's actually a 
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nice geography test for your kids, too, or maybe your 
spouse… and gives you the dates, the cases, the 
hospitalizations, the deaths, whatever may be.29  
 

 
 
So, what's some of the data? Well, COVID-19, or the virus 
at least, does not discriminate by gender. You can see of 
the cases that are reported, they are equal gender and 
about equal in Crohn's and ulcerative colitis. And most of 
the patients are in remission or just mild disease. So, 57, 
right? And 18, right? It's like 75%.29 So, three quarters of 
the patients are in remission or mild disease, which is 
good. It means that we're doing a good job, if patients 
are in remission or mild disease. And especially going into 
the pandemic with patients on immune suppressants, it's 
nice that they're already well, and hopefully well off of 
steroids.  
 

 
 
So, patients with COVID-19 recent hospitalization. It 
turns out that, and this is important, patients who have 
active IBD are more likely to be hospitalized, especially 
severe IBD, are more likely to be hospitalized than those 
with mild-to-moderate symptoms. And you can see the 
numbers, I think we just showed, and here's the 

hospitalized numbers: 25% of Crohn's, 34% ulcerative 
colitis.29  
 

 
 
An initial publication came out summarizing some of the 
data.30 These were actually kind of surprising. We would 
suspect, "Well, you're in trouble if you're on a biologic." 
Not true. People on monotherapy with an anti-TNF or an 
anti-12/23, so the anti-12/23 right now for IBD is 
ustekinumab. The anti-TNFs are infliximab, adalimumab, 
golimumab, and certolizumab. They have a lower 
association for patients with severe COVID who require 
hospitalization, ICU, intubation, or death. Lower. I'm 
going to show you the numbers in a minute. 
 
But what is the risk factors for patients who have the 
COVID-19 infection getting bad, being bad and being 
hospitalized or worse? It's increasing age and the use of 
steroids. It also showed up for sulfasalazine or 5-ASA. I 
mentioned that a little earlier. I think that that's probably 
an issue with the patients and the data, but we can look 
into that more. And what was the risk factor for having 
severe disease? Increased age or a number of 
comorbidities. And the strongest risk factor was systemic 
steroid use. Patients had a 6-fold increase of getting 
severe COVID if they were on steroids. So, we really don't 
want our patients on steroids. 
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Here's some of the data. And the next 2 slides show this. 
On the left is the medicine. And these are the 
mesalamines and the steroids and the 
immunosuppressants. And then it shows you the total 
number. So again, everybody has IBD, and they all tested 
positive for SARS CoV-2 and were reported by their 
provider. You can see the percentage that are 
outpatient, the percentage that are hospitalized, the 
percentage—I'm going across—ICU, ventilator, death, or 
combined.  
 
Look in the middle row: oral/parenteral steroids. 
Hospitalized, so the fourth column down, half of them, 
56% of them are hospitalized; 16% in the ICU, 12% on a 
ventilator, 9% death, 20% combined ventilator death.29 
It's much higher than the other rows. 
 
What's even more impressive is when you go to the more 
"serious medicines" (the top row here), anti-TNF 
monotherapy: hospitalized was only 16%, 2% in ICU, 1% 
in ventilation, 1% death, 2% ventilator or death. I mean, 
I'm actually just going to go back if I can. So, compared to 
56% hospitalized if they're on steroids, you have 16%. 
That's a 40% decrease. And virtually nobody is going on 
a ventilator or dying on the anti-TNFs. The rates, if you're 
on anti-TNF combined immunosuppression, are a little 
higher. You go down next, anti-integrin, you're again very 
low rates of hospitalization. The anti-IL-12/23, very low 
rates, the same as the anti-TNF.29 Virtually nobody got 
very sick. The JAK inhibitors, there were only 22 patients. 
It's hard to make conclusions on that. We think that they 
may be somewhere protective based on some other 
data, perhaps with other JAK inhibitors that we don't use 
right now. 
 

 
 
So, these are numbers you can access right now or 
anytime you want. And you can tell your patients who 
are on ... most of your patients who are on biologics and 
don't want to be taking them. You would say, "No, 
actually you do want to be taking them, because if you're 
not going to take them, you're going to get sick and end 
up on steroids. And then you're going to have bad 
outcomes." 
 

 
 
The last module of the group are the people who not only 
do they have COVID-19 and are sick with it, but they also 
have active IBD. And that can be tough.  
 

 
 



 
 

16 

We already told you that we don't want to give steroids, 
but you might have to. And it may not be as bad if they 
have active COVID, as we'll talk about in a minute. You 
may still have to do endoscopy, but probably not. 
Probably try to, if you think someone has CMV 
[cytomegalovirus], you may even do a flex sig [flexible 
sigmoidoscopy]. You can check sim serum CMV. 
Obviously, a cancer patient, you may have to do that. You 
can do imaging, but you might have to do scopes.23 
 

 
 
As we mentioned, it's probably okay to be on the first-
line therapies for IBD. But if someone's really sick, then 
you might be in a bind. We're leaning more towards 
giving those patients biologics, but now given the data 
with the dexamethasone—and unfortunately, I don't 
believe we've seen the full data yet, we just had the press 
release, although I might be incorrect. They may have 
released that. We're now saying, "Well, if the patients 
really need IV steroids, then perhaps they should get it." 
Give them topical therapies, and watching with the 
surgeons as well, too. And again, you can download 
these slides. 
 

 
 

We tried to limit in the IV steroids to 3 days. However, all 
what I'm telling you right now may be changed… since 
remember, these are patients who are sick with COVID 
in the hospital and have IBD that is active. But the 
infectious disease people may say, "No, we actually want 
you to continue the steroids based on this newer data 
with the dexamethasone." So, you're going to certainly 
have to work with them in that case. And as we 
mentioned, bad things happen to people with active 
COVID if they go to surgery. I certainly would prefer 
giving someone steroids or biologics than sending them 
to surgery and having very poor outcomes and expose 
the entire OR and the staff to COVID.31–33  
 

 
 
So, now all of a sudden, you're going to see patients, or 
you're going to have virtual video visits or telephone 
visits with your patients, and guess what? They stopped 
their medicines months ago. Right? They saw the news, 
they turned off the television, they ran into the 
bathroom, and they throw them out. They threw their 
injectables into a dartboard. Who knows what they did? 
And now they're saying, "Well, what do I do?" Well, you 
try to get people back on therapy, even if they're feeling 
well, because you want to prevent relapses. It's usually 
very easy to restart therapies in patients and emphasize 
to them the data that the IBD medicines are good, and 
that not being on them is bad. You want to assess their 
adherence and reinforce that they need to stay on their 
medicines, and certainly [encourage them] to contact 
you if they have concerns with symptoms of COVID. You 
can review with them what those are as well, too, as well 
as what resources are available for them. 
 
As I mentioned, as your states and your localities are 
opening up, particularly people with symptoms, you got 
to bring them in for scopes. I mean, we just had a recent 
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patient, this person was failing, failing their IBD therapy, 
miserable, they had to come in the hospital, whatever it 
may be. I actually didn't do the scope, because I'm talking 
to you, but my fellow, my partner just texted me while I 
was talking to you. But nevertheless, they contacted me, 
and they said that her colon was virtually normal, that 
the IBD was not active. So, look and see. Goodness, we 
would have been giving this patient high-dose steroids 
and all this and that, too. If you don't want to look and 
see, check the faecal calprotectin, especially if you know 
people make faecal calprotectin. Take a CRP, especially if 
they make CRP. Not everyone does. With this patient, 
this individual, I'm kind of cheating a little bit because we 
got her CRP, and she makes CRP when she has 
inflammation, and it was normal. But she was already on 
the endoscopy schedule and we wanted to see what's 
going on anyway.  
 
Try to use noninvasive methods, like I said, too. But at 
the same time, especially if the rates are low, all the 
patients now, or at least in Illinois, are tested COVID 
negative. And ulcerative colitis, just do a flex sig. You just 
stick a scope in and see what's going on.  
 
You may have had patients who you were supposed to 
do follow up for dysplasia. Okay? So, things kind of shut 
down in March. So, now we're in July. That's right, July 
4th this weekend. You were holding off their annual 
dysplasia, or maybe every 6 months dysplasia screening, 
and that was supposed to be 4 months ago. You're going 
to be kind of behind the 8 ball. So, maybe bring those 
patients in, maybe not the patients who are just routine 
surveillance, if you're not ready for that, yet. But 
certainly, and in being gastroenterologists, consider that 
patients who have rectal bleeding, as you know, 
unfortunately some of them have colon cancers. And 
we've seen that even in young people, and the ones who 
were told it's hemorrhoids by the college nurse or 
whoever, and it turns out that the thin young person 
never had hemorrhoids. Consider being a 
gastroenterologist again, getting the patients in, 
reassuring them about the procedures, about the 
locations, and as I mentioned in IBD, about their 
therapies. 
 

 
 
As we're finishing up the formal presentation, and before 
we open up for questions, I really want to encourage you 
to be active in these patients' care. They're terrified of 
SARS and COVID. You probably know that from your 
patient calls and your staff, as well, too. Knowing what 
you do either before my presentation or afterwards, that 
steroids are bad, that IBD medicines are generally good 
other than steroids. Try to get your patients off of 
steroids, but also really encourage them to go back on 
their therapies to stay well. We don't want a bunch of 
sick IBD patients running into our hospital in the middle 
of a COVID flare or whatever, this and that too. We don't 
want them to go into surgery. We don't want to have to 
do an endoscopy in those situations. Don't stop their 
anti-TNFs or their other biologics unless they're 
diagnosed with active SARS COV-2, and then you'd hold 
off for 2 weeks, as I mentioned. And if they're sick, 
maybe longer. 
 
Don't tell them to avoid the infusion centers, and get 
them back in. Like I said, you can verify these centers are 
taking the steps they need to be. I'd be shocked if they 
weren't considering the patients that go there are mostly 
chemotherapy patients. And another issue I brought up, 
I didn't bring up, but I want to, is that some of our 
patients on combination therapy who have been doing 
well… we're stopping the azathioprine, 6-MP, or 
methotrexate in this setting, because those patients 
from that database I showed you—the covidibd.org 
database—didn't seem to do as well as the 
monotherapies. We're not doing that if patients really 
need to be on combo therapy. People have made 
antibodies against their previous anti-TNF; patients who 
had tough perianal disease or failed multiple biologics. 
But I am someone who routinely was giving combo 
therapy to my anti-TNF patients. It's probably less 



 
 

18 

necessary with the other therapies, but this may be a 
time to get them off the combo and onto monotherapy 
if they've been well, documented well, endoscopic 
remission when the last time you saw [them], clinically in 
remission, as well too. It may help the patient with their 
stress and anxiety, as well too.17, 28, 34, 35 
 
Do report your cases to the database. You can become 
one of the valiant caregivers to help us find out more 
information about what happens to IBD patients who 

test positive with COVID. It's not a dog of a questionnaire 
for you to fill out. Because some of them are ridiculous. I 
mean, they ask you the name of your grandmother's pet 
cat or something. This is pretty straightforward. They just 
[ask for] the information that you need. It is allowed 
through the database. Well, it did get approval through 
the University of North Carolina, through their IRB, so 
that it can be done without concerns for HIPAA. They 
don't get the patient's name and things. They don't reach 
out to the patient and contact them either. 
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