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What Do We Know So Far About Gastrointestinal and Liver 
Injuries Induced by SARS-CoV-2 Virus?

Weibiao Cao

The coronavirus disease 2019 (COVID-19) became a global 
pandemic in March, 2020 and is caused by infection with 
the severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) [1]. Although the major organ affected by SARS-
CoV-2 is lung, gastrointestinal (GI) tract and liver may also 
be affected and GI symptoms may be the initial presenting 
symptoms.

The most common GI symptoms include nausea, vomiting, 
diarrhea abdominal pain and anorexia [2, 3]. The prevalence 
of nausea and vomiting is 3-7%, diarrhea 8-13%, abdominal 
pain 3% and anorexia 17% [2]. Interestingly, the prevalence of 
these symptoms in China is different from non-China regions. 
In China, the prevalence of nausea and vomiting is 7% and the 
prevalence of diarrhea is 8%, whereas in non-China regions, 
the prevalence of nausea and vomiting is 3% and the preva-
lence of diarrhea is 13%. Most frequently, GI symptoms are 
associated with other upper respiratory infection symptoms. 
However, in some cases, isolated GI symptoms may appear 
before the development of upper respiratory infection symp-
toms.

SARS-CoV-2 was identified in the GI epithelial cells and 
stool of COVID-19 patients [4-6], indicating the possibil-
ity of fecal transmission. Angiotensin-converting enzyme 2 
(ACE2) is the entry receptor for SARS-CoV-2. ACE2 is found 
in the esophageal epithelium, gastric mucosa, enterocytes and 
colonocytes [4, 7]. In COVID-19 patients, the GI histological 
examination is unremarkable and may show occasional lym-
phoplasmacytic inflammation and edema in the esophageal 
mucosa and gastric lamina propria [8].

COVID-19 patients also have abnormal liver function 
tests including increased aspartate transaminase (AST) (24%), 
increased alanine aminotransferase (ALT) (25%) and elevated 
bilirubin (3%) [2]. Histological examination of the liver from 
autopsy studies showed mild and non-specific findings, includ-
ing mild lobular and portal lymphocytic infiltration, steatosis 
and sinusoidal dilatation [9, 10]. It is not clear whether the 
liver injury is caused by the direct virus-mediated injury or 
due to secondary effects from severe disease [8], although the 

latter is favored [11].
In conclusion, during this pandemic, gastroenterologists 

should consider COVID-19 infection when a patient presents 
with GI symptoms, although isolated GI symptoms without 
respiratory symptoms are uncommon. Even though SARS-
CoV-2 is mainly transmitted through respiratory droplets, stool 
may also be a source of SARS-CoV-2 transmission.
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