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to exist between different probiotic 
bacterial species and strains. 
Organisms therefore need to be 
selected in a rational manner to treat 
different diseases.5 Currently, questions 
remain concerning which patients 
should receive probiotics, what is 
the best way to deliver probiotics, 
how to ensure optimal delivery, and 
whether there is variation in efficacy 
among different populations. As the 
world waits in semi-lockdown mode, 
continued scientific progress for 
COVID-19 prevention or treatment 
is highly important, and probiotics 
represent one option. We call for 
robust and well planned studies that 
can facilitate the identification of 
probiotic strains, including both well 
documented probiotics and novel 
COVID-19-specific probiotics, that 
might result in reduced susceptibility 
to COVID-19 or less severe disease.
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has been shown to inhibit apoptosis, 
regulate signalling pathways to produce 
cytokines, maintain intestinal epithelial 
homoeostasis, and allow recovery of gut 
mucosal health, thereby attenuating 
inflammation.8,9 We believe that studies 
of bacteriotherapy in SARS-CoV-2 are 
needed to evaluate the potential effects 
on intestinal mucosal inflammation 
and microbiome homoeostasis.

Finally, products available for 
bacteriotherapy are not the same and 
have different potential effects. Thus, 
the conclusions of each study must 
be considered separately, and the 
results of meta-analyses that collate 
data obtained from studies done with 
different products can be misleading.
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Authors’ reply
We thank Eric Giannoni and 
colleagues and Giancarlo Ceccarelli 
and colleagues for their comments 
on our Correspondence.1 New data 
have since highlighted that patients 
with COVID-19 have an altered 
gut microbiome with depletion of 
beneficial commensals (Eubacterium 
ventriosum, Faecalibacterium prausnitzii, 
Roseburia and Lachnospiraceae taxa) 
and enrichment of opportunistic 
pathogens (Clostridium hathewayi, 
Actinomyces viscosus, Bacteroides nordii) 
during hospitalisation.2 Importantly, 
gut microbiome configuration was 
associated with COVID-19 disease 
severity, and altered gut microbiota 
persisted even after clearance of 
severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2), 
suggesting that the virus might 
inflict prolonged harm to human 
microbiome homoeostasis.2 Other risk 
factors for severe COVID-19, including 
old age, obesity, and diabetes mellitus,3 
have been shown to be associated with 
gut dysbiosis, which might contribute 
to the poor prognosis of COVID-19.4

During this crucial moment, with 
more than 6 million confirmed cases of 
COVID-19 globally, we understand that 
the situation is desperate, and it is 
not uncommon to try all alternative 
measures. In the absence of a vaccine 
or effective therapy for COVID-19, 
we agree that probiotics represent 
a complementary approach for 
the prevention and restoration 
of SARS-CoV-2-induced mucosal 
damage or inflammation through 
the modulation of gut microbiota. 
Probiotics exert their beneficial effects 
through several different mechanisms, 
and substantial differences appear 
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Emotional state should 
not be used to 
differentiate IBD from 
IBS
We congratulate Marietta Iacucci 
and colleagues on their recent Rapid 
Review1 of recommendations to 
triage endoscopy during COVID-19. 
We would like to highlight several 
points with regard to their algorithm 
for a suspected new diagnosis of 
inflammatory bowel disease (IBD).

The authors state that “negative 
emotions…can cause symptoms 
that mimic IBD” and that emotional 
state must be assessed to help rule 
out irritable bowel syndrome (IBS). 
We argue that the inclusion of 
“negative emotions” in this context 
is potentially deleterious to patient 
care. To the public, IBS is already a 
highly stigmatised condition with the 
misconception that the illness might 
not be real.2 Stigmatisation arises 
from medical providers, friends, and 
family members and can perpetuate 
feelings of shame and helplessness, 
leading to delayed management and 
its long-term consequences.3

In the authors’ diagnostic algorithm, 
an abnormal emotional state, along 
with normal blood tests and faecal 
calprotectin leads to “probably 
IBS”. Poor emotional health is 
common in IBS and IBD and does 
not serve to discriminate between 
the two conditions.4 Moreover, 
this might be exacerbated by the 
psychosocial shock precipitated 
by the COVID-19 pandemic. The 
dichotomised outcome of emotional 
state as normal versus abnormal is 
ambiguous and fails to capture the 

complexities of psychological health; 
it is also pejorative and risks further 
stigmatisation of IBS.

Third, the step in the algorithm to 
“rule out IBS” after a negative stool 
test for infection does not follow the 
globally accepted diagnostic protocol 
for IBS. This fuels the commonly held 
misunderstanding among health-
care professionals that IBS is a 
diagnosis of exclusion.4 Instead, this 
diagnosis can be made on clinical 
grounds using the Rome IV criteria, 
which has high specificity (97%) for 
IBS.5 Clinicians should not need to 
rule IBS out, but rather, should use 
clear evidence-based guidelines to 
make a diagnosis if patients meet 
criteria.6

We hope that the authors will 
consider a revision of their algorithm 
in figure 1 and the supporting text. 
We welcome a revision that eliminates 
the assessment of emotional state as 
part of the diagnostic algorithm or 
for differentiating IBS from IBD. We 
also recommend for the algorithm to 
be adapted to include the assessment 
of IBS using Rome IV criteria, which 
would lead to a positive diagnosis of 
IBS once criteria are met.
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Authors’ reply
We appreciate the comments made 
by Johannah Ruddy and colleagues 
in response to our Rapid Review,1 the 
focus of which, in this unprecedented 
period, was on how to urgently adapt 
endoscopy in inflammatory bowel 
disease (IBD) during the COVID-19 
pandemic and in the post-pandemic 
period. As endoscopy services in 
general have been severely disrupted, 
the article highlighted priority 
indications in IBD for endoscopy.

Our current practice has changed 
dramatically with the incorporation 
of telemedicine, recognition of risks 
to patients and staff from unnecessary 
visits to hospital and undergoing 
endoscopy, redeployment of staff, 
and severe curtailment of endoscopy 
capacity. We proposed practical 
triaging protocols that can be 
administered by a range of health-care 
providers for prioritisation.

The differential diagnosis between 
IBD and irritable bowel syndrome 
(IBS) was not the purpose of the 
algorithm that Ruddy and colleagues 
highlight. Selecting patients for urgent 
colonoscopy to investigate who might 
have a new diagnosis of moderate to 
severe IBD is one of the four essential 
indications in IBD for endoscopy 
during the pandemic.1

Negative emotions such as anxiety 
and stress increase visceral sensitivity 
via the brain–gut axis, which is the 
crucial player in IBS symptoms.2 
Emotional state is an important 
component of triaging patients during 
the pandemic, with its serious effects 
on people’s emotional state, including 
stress, anxiety, and depression,3,4 which 


