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A severe coronavirus disease 2019 patient
with high-risk predisposing factors died
from massive gastrointestinal bleeding: a
case report
Taojiang Chen4†, Qin Yang5† and Hongyu Duan1,2,3*

Abstract

Background: SARS-CoV-2 is highly infectious and has been a significant public health threat. Despite typical
manifestations of illness are dominated by respiratory symptom, some patients have concurrent gastrointestinal
manifestations, including nausea, diarrhea, and vomiting. Massive gastrointestinal bleeding, however, has rarely
been reported.

Case presentation: We herein described a case of severe SARS-CoV-2 infected patient with several risk factors for
poor prognosis, including male, hypertension, old age, mixed bacterial infection and multilobular infiltration on
radiological imaging. After improvement of respiratory status, the onset of gastrointestinal bleeding occurred,
probably resulting from direct viral invasion as evidenced by the positive findings for SARS-CoV-2 in the repeat
stool specimens. Although aggressive resuscitation was administered, hematochezia was uncontrolled. The patient
rapidly deteriorated, suffered from cardiac arrest, and expired.

Conclusions: Digestive symptoms could be severe in SARS-CoV-2 infected patients, especially for the high-risk
individuals with predisposing conditions. A more thorough protocol for preventing cross-infection through faecal-
oral transmission should be implemented in the process of patient care and infection control.
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Background
Since December 2019, SARS-CoV-2 has become a sig-
nificant public health threat around the world. SARS-
CoV-2 is an enveloped, non-segmented, positive-sense
RNA virus belonging to the beta genus of the corona-
virus family. It has been shown to possess a strong

capability to infect humans through a binding of the
viral S protein to angiotensin converting enzyme II
(ACE2) on human cells [1]. Although most patients have
mild symptoms and good prognosis, several predisposing
factors including male, hypertension, old age, mixed bac-
terial infection and multilobular infiltration on radio-
logical imaging have been proposed to be associated
with poor outcomes [2]. Therefore, for the vulnerable in-
dividuals with aforementioned risk factors, prompt and
effective management to interrupt disease progression is
of crucial importance in reducing complications and
mortality. Relevant experience, however, appears to be
very limited in our knowledge.
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Additionally, despite the clinical manifestations of cor-
onavirus disease 2019 (COVID-19) are dominated by re-
spiratory symptoms, evidences from recent studies have
suggested that SARS-CoV-2 has the ability to actively in-
fect and replicate in the gastrointestinal tract [3]. Gastro-
intestinal manifestations including nausea, diarrhea, and
vomiting has been observed in cases with SARS-CoV-2
infection. Referring to massive gastrointestinal bleeding
(GIB), rare data is available in the relevant literature. It
has been reported that most of the patients with SARS-
CoV-2 with GIB responded well to conservative manage-
ment with careful monitoring, transfusion of red blood
cells as needed, and medical therapy. The severity of
their respiratory failure was far more responsible for the
mortality risk than that of GIB. The deaths directly re-
lated to GIB was uncommon [4–7].
Herein, we described an old-aged COVID-19 patient

with multiple risk factors for severe disease and ultim-
ately died from massive GIB at Wuhan Union Hospital.
We aimed to share some experience for prevention of
disease progression in COVID-19 patients with defined
risk factors, in order to improve the outcomes in such
patients. We also hoped our findings could shed some
light on gastrointestinal aspects of the disease.

Case presentation
A 84-year-old man presented to a fever clinic of his liv-
ing community in Wuhan, with a 15-day history of fever,
cough, chest discomfort and fatigue. Except for histories
of hypertension effectively controlled by oral intake of
nifedipine and candesartan and surgery for disc hernia-
tion, the patient was a nonsmoker without other previ-
ous chronic underlying diseases. After 4 days of the
antibiotic treatment (moxifloxacin, 0.4 g per day), his
cough and chest discomfort worsened, but the fever was
resolved. His two separate oropharyngeal swabs at>24 h
intervals were both positive detected by a real-time
reverse-transcriptase-polymerase chain reaction (rRT-
PCR) assay for SARS-CoV-2. Finally, he was confirmed
with the diagnosis of COVID-19 pneumonia, and trans-
ferred to Wuhan Union Hospital. On arrival, he was
afebrile, no tachypnea, no tachycardia, no hypotension
(blood pressure, BP: 120/75 mmHg), and no hypoxia
(SpO2: 95% on room air). Other than rough respiratory
sounds, the rest of his physical examination was
unremarkable.
Initial laboratory investigations revealed increased leu-

kocytes (15,400/μm) with 91% neutrophils and 3.8% lym-
phocytes, a normal hemoglobin (15.0 g/dL), normal
platelets (23.0 × 104/μL), and elevated C-reactive protein
(CRP) (1.62 mg/dL). Occult blood and rRT-PCR for
SARS-CoV-2 in stool specimens were both negative.
Liver/renal function, myocardial troponin I, electrolytes,
total cholesterol, blood gas, and glucose were also

normal. The patient received antiviral treatment (arbidol,
orally 200mg thrice daily), but worsening respiratory
distress with percutaneous oxygen saturation of 89%
even via a face mask was noted on hospital day 5. Inter-
mittent fevers and rales in both of lung areas were also
found. Laboratory results reflected increased leukocyte
(21,200/μm), procalcitonin (PCT) (1.2 ng/mL), and CRP
(6.41 mg/mL). An enhanced chest computed tomog-
raphy (CT) demonstrated multiple patchy ground-glass
opacities, and consolidations of the middle and inferior
lobes in both lungs, associated with crazy paving pattern
(Fig. 1). According to the severity of hypoxemia, the case
was defined as the severe SARS-CoV-2 infected pneu-
monia [8]. High flow nasal oxygen therapy (HFNO),
methylprednisolone (intravenously 80 mg per day for 3
consecutive days), piperacillin-tazobactam, intravenous
immunoglobulin (IVIG), and Chinese herbs were given,
combined with omeprazole and hydrotalcite for preven-
tion of stress-induced GIB.
The respiratory symptoms of the patient were grad-

ually relieved. The repeat chest CT on hospital day 9 re-
ported no exacerbations of lesions (Fig. 2). The patient’s
oxygen saturation was stable on a nasal cannula at 2 L/
min of supplemental oxygen. However, passage of dark
red stools was present on hospital day 17. Laboratory re-
sults showed normocytic anemia (hemoglobin 8.8 g/dL),
in the absence of coagulation dysfunction. Noticeably,
the repeat rRT-PCR for SARS-CoV-2 testing was nega-
tive in respiratory specimens, but positive in stool
specimens. The serum testing for tumor markers were
all within normal ranges. Discouragingly, the site and
causes of GIB weren’t well-established by the enhanced
abdominal CT and CT angiography. Fasting and
parenteral nutrition formulations were implemented.
Intravenous resuscitation was started via 0.9% sodium
chloride combined with 6 units of red blood cells within
48-h time period. Octreotide, hemocoagulase, and
esomeprazole were administered for achieving
hemostasis. However, refractory hematochezia was un-
controlled. The patient developed altered mental status,
tachycardia (135 beats/min) and hypotension (62/28
mmHg). The hemoglobin progressively declined to 4.0 g/
dL. Massive transfusions were administered, including
red blood cells, 0.9% sodium chloride, and hydroxyethyl
starch, combined with continuously intravenous infusion
of dopamine. Unfortunately, on hospital day 21, despite
aggressive resuscitation, the patient rapidly deteriorated,
suffered from cardiac arrest, and expired, before inter-
ventional radiology and endoscopy were available. The
family refused to autopsy.

Discussion and conclusions
We presented a critically ill patient with COVID-19 who
progressed rapidly with ARDS, and ultimately died due
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to massive GIB even after improvement of respiratory
status. This case report highlighted the importance of
early identification and prompt management to block
the progression of the disease in the high-risk popula-
tion, as well as the possibility of enteric involvement and
faecal transmission.
Considering the rapidly progressive respiratory failure

following initial therapy, chest CT was arranged. It was
believed that chest CT imaging features seemed to be
nonspecific and non-diagnostic. However, if the patient
didn’t get improvement in symptoms or even worsened,
progressive radiographic deterioration on CT scans de-
veloped, quickly evolving from focal unilateral to diffuse
bilateral ground-glass opacities that progressed to or co-
existed with consolidations within 1 ~ 3 weeks after
symptom onset. At this stage, 11% of cases died [9]. Im-
portantly, it was noted that multiple, patchy or large
patches of consolidation associated with crazy paving
pattern in both lungs (especially in the middle and lower
lobes) were more commonly detected in elderly or se-
vere condition patients. These radiographic appearance
was similar to the positive CT findings in the present
study. Subsequently, the following treatment regimens
were implemented in this case. First, a more aggressive

antibiotic treatment was administered based on the indi-
cators of bacterial co-infection, including a delayed onset
of dyspnea on illness day 20 relative to a median of 8
days from onset as reported [10], progressive elevation
of leukocyte/CRP/PCT, and newly development of rales
and fever. Second, it was observed that SARS-CoV-2
could induce cytokine storm, particularly in severely ill
ones [10, 11]. In this context, methylprednisolone was
administered in our patient according to the severity of
the disease. Third, given its efficacy in preventing the
disease deterioration, and shortening the length of inten-
sive supportive care in critically ill patients [12, 13],
IVIG was considered as an adjunctive drug. Finally, ac-
cording to its capacity of repressing replication of virus
as well as the anti-inflammatory and immunoregulatory
effects, Chinese herbs were used in combination with
conventional medicines [14]. The respiratory status of
this patient resolved after administration of these above
drugs, therefore, we speculated timely use of empirical
antibiotics targeting the potential infection combined
with complementary and supportive therapy might have
beneficial effect in blocking the disease progression of
COVID-19, especially for the severe or critically ill pa-
tients with high-risk factors.

Fig. 1 Selected images from chest computed tomography scans at different levels on hospital day 5. Subpleural multiple consolidations (black
arrows) associated with smooth interlobular and intralobular septal thickening representing crazy paving pattern (red arrows) mainly in lower
lobes in both lungs
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It was reported that the critically ill patients were
more likely to manifest digestive symptoms in compari-
son with non-severe patients, some of who merely pre-
sented with digestive symptoms, even in the absence of
respiratory symptoms [15]. In this case, the clinical sta-
tus of this patient deteriorated even after respiratory
condition continued to improve. Hence, the cause of the
patient’s death was considered to be strongly correlated
with hemorrhagic shock owing to acute massive GIB ra-
ther than ongoing pneumonia. There have been some
reports suggesting that patients treated with angiotensin
receptor blockers may theoretically have increased num-
bers of ACE2 receptors, making them more susceptible
to be infected with SARS-CoV-2 and probably higher
risk for severe COVID-19 disease [16]. As our patient
was taking candesartan daily as part of his regimen for
hypertension, this may explain the severe condition in
this case.
Endoscopic evaluation is generally undergone in

hospitalized patients with GIB for the purpose of
diagnostic and therapeutic purposes. Nevertheless, in
view of the extremely high risk of virus transmission
via aerosol during endoscopic procedures and limited
personal protective equipment, endoscopy was

ultimately not performed. This made it challenging to
trace whether the GIB was primary or secondary out-
comes of SARS-CoV-2 infection in this patient.
Nevertheless, considering that the onset of digestive
symptoms occurred after improvement of respiratory
status and discontinuation of methylprednisolone, the
possibility that the GIB secondary to hypoxemia and
stress-induced ulcers might be minimal. More import-
antly, the rRT-PCR-positive results for SARS-CoV-2
in the repeat stool specimens should heighten the
suspicion of direct viral invasion, conferring GIB sub-
sequently. Given a prominently delayed presence of
the positive faecal test (reported 2 ~ 5 days), whether
the patient suffered from a new episode of viral at-
tack targeting digestive system remained unclear. It
was found that SARS-CoV-2 RNA in stool specimens
might remain positive longer even after the clearance
of the virus in the respiratory tract [17], suggesting
that the virus survived longer in the gastrointestinal
tract than in the respiratory tract. Therefore, a more
thorough protocol for preventing cross-infection
through faecal-oral transmission should be imple-
mented in the process of patient care and infection
control.

Fig. 2 Selected images from chest computed tomography scans at different levels on hospital day 9. Subpleural multiple consolidations (black
arrows) were noted to increase progressively, while crazy paving pattern decreased (red arrows), in comparison with the radiographic lesions on
hospital day 5

Chen et al. BMC Gastroenterology          (2020) 20:318 Page 4 of 5



Abbreviations
COVID-19: Coronavirus disease 2019; GIB: Gastrointestinal bleeding; rRT-
PCR: Real-time reverse-transcriptase-polymerase chain reaction; CRP: C-
reactive protein; PCT: Procalcitonin; CT: Computed tomography; HFNO: High
flow nasal oxygen; IVIG: Intravenous immunoglobulin

Acknowledgments
Not applicable.

Authors’ contributions
Conceptualization, data curation, and formal analysis: TC. Methodology,
writing, and editing: QY. Supervision, validation, and writing assistance: HD.
All authors have read and approved the manuscript.

Funding
This work was supported by National Natural Science Foundation of China
[No. 81971457, and No. 81800288]. The funders of the study had roles in
data collection and writing of the report.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Ethics approval and consent to participate
N/A

Consent for publication
Written informed consent for publication of their personal or clinical details
and/or clinical images was obtained from the patient’s next to kin. The
consent to publish for this study had been given .

Competing interests
The authors have disclosed that they do not have any competing interests.

Author details
1Department of Pediatric Cardiology, West China Second University Hospital,
Sichuan University, Chengdu, Sichuan, China. 2Key Laboratory of Birth Defects
and Related Diseases of Women and Children (Sichuan University), Ministry
of Education Chengdu, Chengdu, Sichuan, China. 3Department of Pediatric
Cardiovascular Disease, West China Second University Hospital, Sichuan
University, No. 20, Section 3, RenminNanLu Road, Chengdu, Sichuan 610041,
China. 4Department of Critical Care Medicine, Chengdu Fifth People’s
Hospital, Chengdu, Sichuan, China. 5Cancer Center, Union Hospital, Tongji
Medical College, Huazhong University of Science and Technology, Wuhan,
Hubei, China.

Received: 13 July 2020 Accepted: 17 September 2020

References
1. Wu F, Zhao S, Yu B, Chen YM, Wang W, Song ZG, et al. A new coronavirus

associated with human respiratory disease in China. Nature. 2020;579(7798):
265–9. https://doi.org/10.1038/s41586-020-2008-3.

2. Guo L, Wei D, Zhang X, Wu Y, Li Q, Zhou M, et al. Clinical features
predicting mortality risk in patients with viral pneumonia: the
MuLBSTA score. Front Microbiol. 2019;10:2752. https://doi.org/10.3389/
fmicb.2019.02752.

3. Crespo J, Iglesias-Garcia J, Hinojosa Del Val JE, Garcia Garcia F, Gil de Miguel
Á, Fernández Carrillo C, et al. COVID-19 and the digestive system: protection
and management during the SARS-CoV-2 pandemic. Rev Esp Enferm Dig.
2020;112(5):389–96. https://doi.org/10.17235/reed.2020.7128/2020.

4. Holzwanger EA, Bilal M, Stallwood CG, Sterling MJ, Yacavone RF. Acute
lower gastrointestinal bleeding during the COVID-19 pandemic-less is more!
Endoscopy. 2020;52(9):816–7. https://doi.org/10.1055/a-1194-4864.

5. Gadiparthi C, Perisetti A, Sayana H, Tharian B, Inamdar S, Korman A.
Gastrointestinal Bleeding in Patients with Severe SARS-CoV-2. Am J
Gastroenterol. 2020; 115 (8): 1283–1285. doi: https://doi.org/10.14309/ajg.
0000000000000719.

6. Shao L, Li X, Zhou Y, Yu Y, Liu Y, Liu M, et al. Novel Insights Into Illness
Progression and Risk Profiles for Mortality in Non-survivors of COVID-19.
Front Med (Lausanne). 2020;7:246. https://doi.org/10.3389/fmed.2020.00246.

7. Carvalho A, Alqusairi R, Adams A, Paul M, Kothari N, Peters S, et al. SARS-
CoV-2 Gastrointestinal Infection Causing Hemorrhagic Colitis: Implications
for Detection and Transmission of COVID-19 Disease. Am J Gastroenterol.
2020;115(6):942–6. https://doi.org/10.14309/ajg.0000000000000667.

8. Disease Control and Prevention Bureau of National Health and Health
Commission: Guidelines for the diagnosis and treatment of novel
coronavirus (2019-nCoV) infected pneumonia (Trial Version 7) (in Chinese).
Available from: http://www.nhc.gov.cn/yzygj/s7653p/202003/46c9294a7dfe4
cef80dc7f5912eb1989.shtml. Accessed Mar 4, 2020.

9. Shi H, Han X, Jiang N, Cao Y, Alwalid O, Gu J, et al. Radiological findings
from 81 patients with COVID-19 pneumonia in Wuhan, China: a descriptive
study. Lancet Infect Dis. 2020;20(4):425–34. https://doi.org/10.1016/S1473-
3099(20)30086-4.

10. Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y, et al. Clinical features of
patients infected with 2019 novel coronavirus in Wuhan. China Lancet.
2020;395(10223):497–506. https://doi.org/10.1016/S0140-6736(20)30183-5.

11. Guo YR, Cao QD, Hong ZS, Tan YY, Chen SD, Jin HJ, et al. The origin,
transmission and clinical therapies on coronavirus disease 2019 (COVID-19)
outbreak-an update on the status. Mil Med Res. 2020;7(1):11. https://doi.org/
10.1186/s40779-020-00240-0.

12. Xie Y, Cao S, Dong H, Li Q, Chen E, Zhang W, et al. Effect of regular
intravenous immunoglobulin therapy on prognosis of severe pneumonia in
patient with COVID-19. J Inf Secur. 2020;81(2):318–56. https://doi.org/10.
1016/j.jinf.2020.03.044.

13. Cao W, Liu X, Bai T, Fan H, Hong K, Song H, et al. High-dose intravenous
immunoglobulin as a therapeutic option for deteriorating patients with
coronavirus disease 2019. Open Forum Infect Dis. 2020;7(3):ofaa102. https://
doi.org/10.1093/ofid/ofaa102.

14. Yang Y, Islam MS, Wang J, Li Y, Chen X. Traditional Chinese medicine in the
treatment of patients infected with 2019-new coronavirus (SARS-CoV-2): a
review and perspective. Int J Biol Sci. 2020;16(10):1708–17. https://doi.org/
10.7150/ijbs.45538.

15. Li LY, Wu W, Chen S, Gu JW, Li XL, Song HJ, et al. Digestive system
involvement of novel coronavirus infection: prevention and control
infection from a gastroenterology perspective. J Dig Dis. 2020;21(4):199–204.
https://doi.org/10.1111/1751-2980.12862.

16. Diaz JH. Hypothesis: Angiotensin-converting enzyme inhibitors and
angiotensin receptor blockers may increase the risk of severe COVID-19. J
Travel Med. 2020;27(3):taaa041. https://doi.org/10.1093/jtm/taaa041.

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

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Chen et al. BMC Gastroenterology          (2020) 20:318 Page 5 of 5

https://doi.org/10.1038/s41586-020-2008-3
https://doi.org/10.3389/fmicb.2019.02752
https://doi.org/10.3389/fmicb.2019.02752
https://doi.org/10.17235/reed.2020.7128/2020
https://doi.org/10.1055/a-1194-4864
https://doi.org/10.14309/ajg.0000000000000719
https://doi.org/10.14309/ajg.0000000000000719
https://doi.org/10.3389/fmed.2020.00246
https://doi.org/10.14309/ajg.0000000000000667
http://www.nhc.gov.cn/yzygj/s7653p/202003/46c9294a7dfe4cef80dc7f5912eb1989.shtml
http://www.nhc.gov.cn/yzygj/s7653p/202003/46c9294a7dfe4cef80dc7f5912eb1989.shtml
https://doi.org/10.1016/S1473-3099(20)30086-4
https://doi.org/10.1016/S1473-3099(20)30086-4
https://doi.org/10.1016/S0140-6736(20)30183-5
https://doi.org/10.1186/s40779-020-00240-0
https://doi.org/10.1186/s40779-020-00240-0
https://doi.org/10.1016/j.jinf.2020.03.044
https://doi.org/10.1016/j.jinf.2020.03.044
https://doi.org/10.1093/ofid/ofaa102
https://doi.org/10.1093/ofid/ofaa102
https://doi.org/10.7150/ijbs.45538
https://doi.org/10.7150/ijbs.45538
https://doi.org/10.1111/1751-2980.12862
https://doi.org/10.1093/jtm/taaa041
https://doi.org/10.1111/apt.15731

	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion and conclusions
	Abbreviations
	Acknowledgments
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

