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not formed until 1937.3 Medical Research 
Council funding reflected priorities of the 
day such as infectious disease and neuro-
logical disorders.

In 1971, the Council of the BSG, noting 
the paucity of research funding, set up the 
Digestive Disorders Trust Fund with Dr 
Thomas Hunt, a founder member of the 
BSG, as its first President. Sir Francis Avery 
Jones succeeded Dr Hunt from 1980 and 
the charity gradually expanded its research 
support and developed a very successful 
patient information programme.

In the modern era, gastroenterology 
research remains disappointingly under-
funded. The Cooksey report (2006) noted 
“that the overall funding pattern was 
generally in line with the UK Disability 
Adjusted Life Year rates, with the excep-
tion of Respiratory and Gastrointestinal 
research, where funding is substantially 
lower than the comparative burden of the 
disease.”4

Gastroenterology research in the UK is 
therefore particularly dependent on char-
itable support. Charitable grants are often 
relatively small, but they tend to yield very 
good value for money. A formal review 
that assessed journal impact, citations over 
5 years and citation in US patents showed 
that charitable funded gastroenterological 
research had greater impact than research 
council or commercially funded research, 
by all the measures used.5

The Digestive Disorders Fund subse-
quently rebadged itself as the British 
Digestive Foundation, then CORE 
(a rather enigmatic title ‘gifted’ by a 
marketing company), and since 2018 by 
the more direct ‘means what is says on the 
tin’ Guts UK. Since the first grant in 1974, 
nearly £16 million has been invested into 
281 research projects across GI, liver and 
pancreatic disease, allocated through a 
competitive and impartial process. The 
impacts of these awards are tabulated on 
the Guts UK website.6 Not only is the 

research impact very high but so also is the 
quality of researchers supported, including 
the esteemed editor of this journal, many 
of whom have been funded at early points 
in their careers and gone on to be research 
leaders.

We are moving on with a much stronger 
public- facing profile. Our website https:// 
gutscharity. org. uk is now visited by over 
4000 users per day (figure 1). Up- to- date 
peer- reviewed information is provided for 
patients and clinicians, either download-
able or via purchase of pamphlets. We 
also partner other Charities to provide 
joint funding and work closely with the 
BSG in Priority Setting Partnerships to 
define future research strategy. We prior-
itise support for research in areas not well 
covered by other charities and start- up 
grants for new researchers.

While we now celebrate our 50th anni-
versary, much still needs to be done. We 
very much hope that readers, perhaps 
particularly including past grantholders, 
might consider further generous support. 
Guts UK is your charity too!
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SARS- CoV-2 transmission via 
endoscopy in the COVID-19 era

We have read with interest the latest paper 
by Boškoski et al1 on the virological status 
of reprocessed endoscopes used for crit-
ically ill patients during the COVID-19 
pandemic.

Proper reprocessing of endoscopes and 
accessories is essential to patient safety. 
Although existing data suggest that the 
risk of viral transmission via endoscopic 
equipment is extremely low (with virtu-
ally no reported cases of hepatitis B and 
C or HIV transmission following current 
disinfection guidelines2), the present 
COVID-19 pandemic has put a spotlight 
on quality control as a guarantor of patient 
and healthcare worker safety.

Boškoski et al report no evidence of 
viral contamination of endoscopes in crit-
ically ill patients undergoing upper and 
lower GI endoscopy as well as biliopan-
creatic procedures (endoscopic ultrasound 
and endoscopic retrograde cholangiopan-
creatography). This is in accordance with 
previous studies suggesting that the risk 
of fomite transmission of SARS- CoV-2, 
although plausible,3 remains low.4 
Endoscopy is regarded as a moderate to 

Figure 1 Guts UK website trajectory 2018 to present. CORE was renamed as Guts UK in 2018.
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high- risk procedure5 due to aerosolisation 
and contact with infected bodily fluids 
(sputum, faecal matter and even bile6), but 
linking transmission of SARS- CoV-2 to a 
previous endoscopic procedure is difficult, 
considering the large variation in both the 
incubation and viraemic periods.

The authors did not account for the timing 
of endoscopy in relation to the moment of 
infection and/or admission. As shown by 
recent studies, viral load in patients with 
COVID-19 decreases substantially over a 
short period of time,7 so even patients in 
critical condition might, in fact, have low 
viral loads when admitted to the endos-
copy ward. Moreover, there is evidence that 
supports a rapid decline in infectivity after 
several days,8 independent of viral load,9 
possibly justifying the lack of infectious 
isolates from the collected samples. In our 
own experience, there have been significant 
delays in access to endoscopy for patients 
with COVID-19 (data currently under 
review for publication), and this might, 
at least in part, account for the results of 
Boškoski et al. The findings of the study are 
reassuring, and we would like to point out 
that, even positive PCR findings would still 
not be enough to confirm infectivity since 
viral viability should be demonstrated by 
means of culture rather than PCR.

Due to the significant impact of the 
SARS- CoV-2 on patient care, in- depth 
studies to establish clear correlations 
between viral load, infectivity and trans-
mission risks are required to provide 
definitive answers in this matter.
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Enhanced donor screening for 
faecal microbial transplantation 
during COVID-19

We read with interest the recent article 
by Ianiro et al1 which is a guidance docu-
ment on faecal microbial transplantation 
(FMT) during the COVID-19 pandemic. 
This guidance document advocated stool 
testing for SARS- CoV-2 and nasopharyn-
geal sampling was recommended. The 
pandemic has imposed new challenges 
to healthcare systems around the world. 
Since SARS- CoV-2 RNA can be found in 

the stool of infected individuals,2 this has 
raised safety concerns for administering 
FMTs. The US Food and Drug Adminis-
tration has recommended that only FMT 
products generated from stools donated 
before 1 December 2019 should be used 
until further guidance on SARS- CoV-2 
testing protocols are available.3 However, 
the supply of prestored samples has dwin-
dled and the stability of the microbes 
and the efficacy of FMT after prolonged 
storage are questionable.4 Currently many 
FMT centres are closed with no available 
FMT treatment for recurrent Clostridi-
oides difficile Infection (rCDI) or other 
patients. We aim to share our Health 
Canada- approved strategy in performing 
FMTs during the pandemic in our rCDI 
clinic and our ongoing oncology clinical 
trials with the hope that more centres can 
safely restart their FMT programmes. We 
will focus on the three- stage FMT donor 
screening pertaining to COVID-19 as 
other components of the programme 
remain the same.5

Donors are administered a question-
naire, over the phone, before each sample 
drop- off. The screening questionnaire 
includes COVID-19 symptoms, whether 
they have previously tested positive for 
COVID-19, have travelled outside of 
Canada in the last 14 days, had close 
unprotected contact with a confirmed case 
of COVID-19 or worked in any facility 
with a declared COVID-19 outbreak. If 
the answer is yes to any of these questions, 
then they are excluded and referred for 
SARS- CoV-2 testing (figure 1). If testing 
is negative and they become asymptom-
atic, they are eligible for rescreening after 
14 days. If the donors passed the ques-
tionnaire, they would visit the clinic and 
drop off their stool samples. During each 
visit donors provide a nasopharyngeal 
swab for COVID-19 testing (reverse tran-
scription Polymerase chain reaction (RT 
PCR) and a portion of the stool sample 
is tested for SARS- CoV-2 RT PCR.6 Stool 
donations are then processed and quaran-
tined (−80°C) until PCR results are avail-
able. Donors are advised to quarantine if 
there is a positive result and the Ontario 
Public Health is notified and stool samples 
disposed of following a biological hazard 
protocol. Stool samples are processed into 
capsules.7 We chose FMT delivery via 
capsules as the preferred method as it is 
non- invasive and does not generate aero-
sols. Enema is administered to patients 
unable to swallow capsules, with staff 
wearing gowns, surgical masks, gloves 
and face shield in a dedicated room. All 
patients are followed up by telephone 
for 30 days post- FMT. All donors and 
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