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Abstract: Since December 2019, SARS-CoV-2 infection has been still rapidly spreading, resulting
in a pandemic, followed by an increasing number of cases in countries throughout the world. The
severity of the disease depends on the patient’s overall medical condition but no appropriate markers
are available to establish the prognosis of the patients. We performed a 165 rRNA gene sequencing,
revealing an altered composition of the nasal/oropharyngeal (NOP) microbiota in 21 patients affected
by COVID-19, paucisymptomatic or in an Intensive Care Unit (ICU), as compared to 10 controls
negative for COVID-19 or eight affected by a different Human Coronavirus (HKU, NL63 and OC43).
A significant decrease in Chaol index was observed when patients affected by COVID-19 (in ICU)
were compared to paucisymptomatic. Furthermore, patients who were in ICU, paucisymptomatic
or affected by other Coronaviruses all displayed a decrease in the Chaol index when compared to
controls, while Shannon index significantly decreased only in patients under ICU as compared to con-
trols and paucisymptomatic patients. At the phylum level, Deinococcus-Thermus was present only
in controls as compared to SARS-CoV-2 patients admitted to ICU, paucisymptomatic or affected by
other coronaviruses. Candidatus Saccharibacteria (formerly known as TM7) was strongly increased
in negative controls and SARS-CoV-2 paucisymptomatic patients as compared to SARS-CoV-2 ICU
patients. Other modifications were observed at a lower taxonomy level. Complete depletion of Bifi-
dobacterium and Clostridium was exclusively observed in ICU SARS-CoV-2 patients, which was the
only group characterized by the presence of Salmonella, Scardovia, Serratia and Pectobacteriaceae. In
conclusion, our preliminary results showed that nasal/oropharyngeal microbiota profiles of patients
affected with SARS-CoV-2 may provide valuable information in order to facilitate the stratification of
patients and may open the way to new interventional strategies in order to ameliorate the outcome
of the patients.

Keywords: microbiota; SARS-CoV2; Nasal/Oropharyngeal

1. Introduction

At the moment of writing, more than 111.7 million confirmed cases of COVID-19 are
reported worldwide, with 2.4 million deaths recorded (World Health Organization (WHO)
update: https://covid19.who.int/ accessed on 22 February 2021). A novel coronavirus
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classified as severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) was identified
as the cause of acute respiratory disease in the city of Wuhan in the Hubei Province of
China, which is still rapidly spreading, resulting in a pandemic and an increasing number
of cases in countries throughout the world [1]. Although scientists agree about the main
transmission route of this novel virus, consisting mainly of respiratory droplets and close
contact, multiple issues have emerged in the management of COVID-19. While the most
common symptoms in mild to moderate symptomatic patients are fever and dry cough,
followed by other symptoms such as fatigue, headache, myalgia and arthralgia, and
digestive symptoms such as nausea, diarrhea and belly pain, [2,3] the full spectrum of
clinical manifestations associated with COVID-19 in humans remains to be determined [4].
As the disease progresses, a series of complications tend to develop, especially in the elderly
or in patients with comorbidities. Although several ongoing clinical trials are investigating
the efficacy of some promising antivirals, ozone therapy, convalescent plasma transfusion,
biologics and anti-rheumatoid arthritis drugs, to date, no specific treatment has been proven
for COVID-19 [5]. Since data are limited, there is an urgent need for fast-track research,
especially to distinguish patients with a severe clinical outcome from asymptomatic patients
who do not display any particular evident sign of infection [6]. Recent studies have shown
that the host’s microbiota can positively or negatively influence the course of a wide range
of infections [7]. With their trillion microorganisms, the host’s microbiota are known to play
a major role in several vital functions, spanning from metabolic functions to immune system
activities. Most of them reside within the gastrointestinal tract but they also colonize the
skin, mammary glands, uterus, ovarian follicles, lung, saliva, oral cavity and conjunctiva,
among others. In all these sites, the commensal microbial flora shape the local immune
system in order to maintain a “healthy homeostasis” between the host and the microbes [8].
The upper respiratory tract consists of the major site of entry and infection by SARS-CoV-2
and the human nasal mucosa harbors a community of microorganisms that plays a key
role not only in mucosal homeostasis but also in resistance to infection [9]. It has been
reported that the human nose microbiota, including bacteria of the genus Lactobacillus,
provide their function for the respiratory tract [10]. Furthermore, a number of studies have
shown that nasal microbiome composition can directly influence the progression of acute
respiratory tract infections, which are caused, in most cases, by viruses [11]. Conversely, the
role of the upper airway microbiota in SARS-CoV-2-infected patients is not yet completely
understood, even though it is now clear that the nasal barrier is the first defensive line
to avoid infection. It is believed that commensal bacteria residing within the nasal cavity
can protect from opportunistic pathogens by selective inhibition or by producing toxic
molecules until territorial or metabolic niche establishment [12]. Microbiota manipulation
is an approach already exploited in different medical fields, from cancer to metabolic
disorders and virus infection [13-16]. The literature suggests different mechanisms by
which the viruses could use bacteria and their products to counterattack environmental
adversities and dispatch their function, crossing the host cell barriers [17]. The host’s
microbiota can either regulate or can be, in turn, disrupted by invading viruses with the
consequence of suppressing or stimulating viral infections [16]. The respiratory system is
the main place of replication of SARS-CoV-2 and, to date, no data are available regarding
the link between the upper respiratory tract microbiota and COVID-19 infection and how
this interaction could have an impact on clinical outcome. In our pilot study, we analyzed
the 165 nasal/oropharyngeal (NOP) microbiota profile in different groups of COVID-19
patients, those affected with other coronaviruses, and healthy controls.

2. Materials and Methods
2.1. Study Population

A total of 39 subjects were recruited for this study from the end of February 2020 to
the beginning of May 2020, of which there were 21 patients with a laboratory-confirmed
infection by SARS-CoV-2 at National Institute for Infectious Diseases “L. Spallanzani”,
IRCCS, Rome, Italy, and were divided as follows: 10 patients were admitted to the Intensive
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Care Unit (SARS-CoV-2 ICU) and 11 were paucisymptomatic presenting mild (weakness
or headache) to moderate (fever or cough) COVID-19 symptoms (SARS-CoV-2 Pauci), not
requiring admission to ICU. Furthermore, ten healthy subjects (Neg Controls) and eight
subjects affected by human coronaviruses (HCoVs) 5 HKU1, 2 NL63 and 1 OC43 (Other
HCoVs) were enrolled in this study. Regarding the ICU patients, six of them died (five
during hospitalization and one after discharge from the hospital) and were characterized
by the presence of different comorbidities such as 1 heart disease, 1 liver disease, 1 major
depression, 1 cancer, 1 dyslipidemia and 1 Parkinson disease.

2.2. Virus Detection

A 350 pL aliquot of a nasal/oropharyngeal swab was used for nucleic acid extraction
using the QIAsymphony automatic extractor with DSP Virus/Pathogen Midi Kit (QIAGEN,
Hilden, Germany) following the manufacturer’s protocol. RT-PCR was used to detect SARS-
Cov-2 and a multiplex RT-PCR including other HCoVs was used for differential diagnosis
of respiratory pathogens.

2.3. Sample Collection, DNA Extraction and Next-Generation Sequencing of Bacterial 16S
Ribosomal RNA Gene

Nasal/oropharyngeal swabs were collected from patients and Microbial DNA was
extracted from 350 pL of samples using the QIAsymphony automatic extractor with DSP
Virus/Pathogen Midi Kit (QIAGEN, Hilden, Germany) according to the manufacturer’s
protocol. 16S gene hypervariable regions were amplified using two separate pools of
primers targeting V2-4-8 and V3-6 and 7-9 regions with the Ion 165 Metagenomics
Kit (ThermoFisher, Milan; Italy). Amplification was performed separately for the two
pools of primer for each sample, then the two reactions tubes were pooled and used for
library preparation in the following steps. The Ion Xpress Plus Fragment Library Kit
(ThermoFisher, Milan; Italy) was used following the manufacturer’s instructions. Produced
libraries were then purified using the AMPure XP Beads (Beckman Coulter, Milan; Italy)
and quantified using the Ion Library TagMan Quantitation Kit (ThermoFisher, Milan;
Italy) on the 7900 instrument (Applied Biosystem) and the High-Sensitivity DNA Kit on
Bioanalyzer 3100 (Agilent, Santa Clara (CA) United States). Sequencing was performed
on an Ion 530 chip using the Ion S5 Sequencer (ThermoFisher, Milan; Italy) obtaining, on
average, 5 x 10° reads per sample (range: 3 x 10°-9 x 10°).

2.4. Bioinformatic Analysis

Demultiplexed FASTQ files were analyzed as previously reported [18] performing the
following pipeline: read pairs are controlled at quality level (i.e., trimming, clipping and
adapter removal), based on FastQC and BBDuk, and are mapped with BWA-MEM against
the database (based on NCBI) using the 16S Metagenomics GAIA 2.0 software (http://www.
metagenomics.cloud accessed on 13 October 2020, Sequentia Biotech 2017, Barcelona, Spain).
Differential expression analysis using a DESeq2 package was conducted to test for differential
analysis by use of negative binomial generalized linear models. Only changes with FDR below
0.05 were considered significant. The percent similarities used to determine species and genus
calls were 93% at genus level and 97% at species level. Chaol and Shannon indexes were also
calculated by GAIA Sequentia Biotech software. Principal Coordinate Analysis (PCoA)was
obtained with GAIA software based on Bray—Curtis dissimilarities.

2.5. Statistical Analysis

Clinical characteristics of the study population were reported as median along with
interquartile range (IQR, i.e., first-third quartiles) and observed frequencies (and percent-
ages) for continuous and categorical variables, respectively. Comparisons among groups
were performed using the nonparametric Kruskal-Wallis and Dwass—Steel-Critchlow—
Fligner tests to assess both the presence of overall and pairwise differences, respectively.
Furthermore, boxplots were performed to depict the distribution of the age at recruitment
and both richness and diversity indices (i.e., Chaol and Shannon) among all subjects’
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groups, highlighting all statistically significant pairwise differences. In order to cluster the
microbial communities at the genus operational taxonomic unit (OTU) level, PCoA was
performed using the Bray—Curtis dissimilarity matrix, and the corresponding multidimen-
sional scaling (MDS) plot was produced with respect to the first two eigenvectors (axes 1
and 2). Two-sided p-values < 0.05 were considered for statistical significance. All statistical
analyses were performed by the computing environment R (R Development Core Team
2008, version 4.0, Vienna, Austria), packages: table one, NSM3). Plots were produced using
Prism version 8, (GraphPad; San Diego, CA, USA). Venn diagrams were obtained with
Venny 2.1.0 (National Center of Biology; Madrid; Spain).

3. Results
3.1. Study Population

The study population included 39 patients: 10 SARS-CoV-2 ICU, 11 SARS-CoV-2
Pauci, 10 Neg Controls and 8 Other HCoVs. The median age was 57 (IQR: 52-64), 50 (IQR:
22-65), 53.5 (IQR: 30-71), and 41.5 (IQR: 34-52) years for SARS-CoV-2 ICU, SARS-CoV-2
Pauci, Other HCoVs and Neg Control groups, respectively; (Figure 1A). Percentages of
male patients were 60% and 75% for SARS-CoV-2 ICU and Other HCoVs, respectively, and
27.3% and 30% for SARS-CoV-2 Pauci and Neg Controls, respectively.

3.2. Microbial Richness and Diversity Indices in SARS-CoV-2 and Other HCoV's Patients as
Compared to Neg Controls

As a first step, we tested whether our three different groups of patients displayed a
statistically significant difference among them, as age is one of the key factors influencing
the microbiota profiles. As shown in Figure 1A, no differences were observed among the
three different groups. We then evaluated the richness and Shannon indices among the
different groups in order to understand the nasal/oropharyngeal microbiota alterations
between SARS-CoV-2 Pauci patients, SARS-CoV-2 ICU patients and Other HCoVs patients
as compared to Neg Controls for SARS-CoV-2. As shown in Figure 1B, the Chaol index
resulted in significantly decreased SARS-CoV-2 ICU as compared to SARS-CoV-2 Pauci
patients (p = 0.03), Other HCoVs (p = 0.02) and Neg Controls (p = 0.001). Although the
nasal/oropharyngeal microbial richness was decreased in all three groups as compared to
controls, SARS-CoV-2 ICU patients displayed the lowest median value. The same trend was
also observed for Shannon index in only SARS-CoV-2 ICU patients displaying a statistically
significant decrease as compared to Neg Controls and SARS-CoV-2 Pauci patients (p = 0.04
and p = 0.03, respectively (Figure 1C). The PCoA based on the Bray—Curtis dissimilarity
was shown in Figure 1D (MDS plot) and displayed distinct patterns among the three
groups of Neg Controls (red), Other HCoVs (green), SARS-CoV-2 Pauci patients (blue) and
SARS-CoV-2 ICU unit (violet).

3.3. Nasal/Oropharyngeal Microbiota in SARS-CoV-2 Patients and Other HCoV's as Compared
to Controls

At the phylum level, Deinococcus Thermus was present only in controls as compared
to SARS-CoV-2 ICU patients, SARS-CoV-2 Pauci or other HCoVs patients. Candidatus
Saccharibacteria (formerly known as TM7) was strongly increased in negative controls and
SARS-CoV-2 Pauci patients as compared to SARS-CoV-2 ICU patients and Other HCoVs
patients (Figure 2 and Supplementary Table S1).

At the family level, Alicyclobacillaceae, Chromobacteriaceae, Deinococcacaee, Hy-
drogenophilaceae, Thermoanaerobacteraceae, Sporomusaceae and Thermoanaerobacterales
Familylll. Incertae Sedis were exclusive microorganisms detected in Neg Control pa-
tients, while Pectobacteriaceae were exclusive to SARS-CoV-2 ICU patients (Figure 3 and
Supplementary Table S1).

At the lower taxonomic level, Johnsonella, Tepidiphilus, Thermoanaerobacter, Ther-
moanaerobacterium, Thermosinus and Variovorax were exclusive to Neg Control patients,
while Salmonella, Scardovia, Serratia and unk_Pseudomonadaceae were included exclu-
sively in SARS-CoV-2 ICU patients (Figure 4 and Supplementary Table S1).
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Figure 1. Boxplots of age (A), Chaol index of species richness (B) and Shannon index of species diversity (C) in healthy
subjects (Neg Controls), patients infected with other human coronaviruses (Other HCoVs), paucisymptomatic patients
(SARS-CoV-2 Pauci) and patients in Intensive Care Units (SARS-CoV-2 ICU). (## = p < 0.10; * = p < 0.05; ** = p < 0.01;
*** = p < 0.005). (D) Multidimensional Scaling plot from Principal Coordinates Analysis (PCoA) based on Bray—Curtis
distances at genus level showing a clustering pattern among samples obtained from Neg controls (red), other HCoVs
(green), SARS-CoV-2 Pauci (blue) and SARS-CoV-2 ICU (violet).

Notably, two microorganisms were detected in all the different groups except for
SARS-CoV-2 ICU patients, which resulted in complete depletion of Bifidobacterium and
Clostridium, key microorganisms involved in short-chain fatty acid production. Other
HCoV-positive patients were characterized by a more abundant richness, as demonstrated
by the 24 and 42 families and genera, respectively, detected exclusively in this group of
patients (Figure 5A,B and Supplementary Table S1).

3.4. Nasal/Ooropharyngeal Microbiota of COVID-19 Patients in Intensive Care Unit as Compared
to COVID-19 Paucisymptomatic Patients

Although SARS-CoV-2 Pauci and SARS-CoV-2 ICU patients share three common elements
at genus levels, such as unkn_Campylobacterales, unkn_Clostridiales.Family. XIII_Incertae.Sedis
and unkn_Enterococcaceae, seven elements included exclusively in SARS-CoV-2 Pauci were
detected: Bulleidia, Halanaerobium, Streptobacillus, unkn_Epsilonproteobacteria, unkn_Moraxellaceae,
unkn_Mycoplasmataceae, unkn_Tenericutes and the above-mentioned four genera (Salmonella,
Scardovia, Serratia and unkn_Pseudomonadaceae) were included exclusively in SARS-CoV-2 ICU
patients (Figure 5B, Supplementary Table S1).
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Figure 5. Venn diagrams showing the number of distinct and shared families (A) and genera (B) up and downregulated
between subjects grouped by Neg Controls, other HCoVs, SARS-CoV-2 Pauci and SARS-CoV-2 ICU.

4. Discussion

In our pilot study, we aimed to investigate the NOP microbiota profiles in patients
affected by COVID-19 as compared to non-infected patients and patients infected with
a different respiratory virus, such as other HCoVs. In the first instance, both Chaol and
Shannon indexes show a significant decrease in SARS-CoV-2 ICU patients as compared
to the other analyzed groups, supporting a strong alteration of the microbiome of the na-
sopharyngeal tract. This is consistent with studies previously published in the field of other
respiratory diseases caused by viral infections [19]. Most studies involving viral infections
and the microbiome of the respiratory tract refer to the influenza virus, and similarly, these
studies highlight how the infection can disrupt the composition of the bacterial community
inhabiting the respiratory tract, especially in the case of severe diseases.

We identified several microorganisms able to differentiate the subjects belonging to the
different groups. In particular, we found an increased presence of Deinoccoccus Thermus
in Neg Control subjects as compared to SARS-CoV-2 patients or to the HCoVs-positive
patients. SARS-CoV-2 ICU patients displayed a complete depletion of Bifidobacterium
and Clostridium. The presence of Moraxellacaea spp. was observed exclusively in SARS-
CoV-2 Pauci patients, which was associated with stable bacterial community composition
and respiratory health [20]. Meanwhile the presence of Pseudomonaceae was found
exclusively in SARS-CoV-2 ICU patients, which is known to be associated with pathogenic
conditions, in particular with non-influenza-related severe acute respiratory syndromes.
In fact, Pseudomonas has been shown to improve mucus production, in which the main
component, mucins, seem to have a protective role against influenza virus entry into the
cell [19]. Increased Pseudomonas content is also linked to a decrease in the diversity in the
microbiome, which often is associated with viral infections [21]. This condition is surely
favored by the use of antibiotics, although we have no data regarding the therapy carried
out by the study patients. Although we are aware that clinical data such as age and gender
are factors that strongly influence the microbiota profiles, in our study population, these
demographic features were not statistically significant or different among the three groups.
To date, less is known about the microbiome of the respiratory tract’s role in the context
of a viral infection and the presence of viral-bacterial interactions has been suggested by
epidemiological studies. The biological mechanisms of these bidirectional interactions have
been mostly studied for a small slice of viruses and bacteria that are the aetiological agents
of respiratory diseases. In fact, respiratory bacteria are thought to promote viral infections
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through different pathways. Furthermore, the presence of specific bacterial species may
regulate the composition of the microbial community and could facilitate the adaptation of
the microbiome to novel environments by preserving its diversity. Moreover, a recent study
also reported the possible interaction between bacteriophages and the bacterial community
diversity in the respiratory tract, which suggests that substantial interaction exists between
bacteriophages and the microbiota in the healthy respiratory tract [20]. Therefore, the
paths that can be pursued to analyze this aspect of the pathogenesis of COVID-19 are
many and intricate, to which the role of host immunity must be added, which is strongly
linked to the composition of the resident bacterial community. Our pilot study contains
several limitations. Firstly, it is a single center in an urban area in central Italy with a
restricted number of enrolled patients. Our preliminary observations on the impact of
SARS-CoV-2 infection on NOP microbiota need to be confirmed in a larger cohort including
asymptomatic COVID-19 subjects, which could add more information. Nonetheless, the
study of the microbiome of the nasopharyngeal tract opens multiple possibilities of the
interaction and involvement of this aspect in the development of viral diseases and also of
COVID-19.

5. Conclusions

The study carried out in this work is a proof of concept and shows that there are
differences between individuals infected with different degrees of severity, not infected
and infected with other HCoVs. Specific microbial signatures in COVID-19 patients, the
role of the gut microbiota in different phases of disease and hospital settings, particularly
including therapies, need to be investigated and validated in larger cohorts. The literature is
still poor in this regard for COVID-19, but the path of microbiome analysis using 16S rRNA
sequencing by Next generation Sequencing NGS could lead to new definitions of prognosis
markers and a personalized medicine capable of providing important information about
pathogenesis and human-host interaction in the case of the SARS-CoV-2. In conclusion,
the data that emerged from this preliminary analysis show that the nasal/oropharyngeal
microbiota profiles of SARS-CoV-2 patients admitted to ICU are characterized by a complete
depletion of Bifidobacterium and Clostridium, while Salmonella, Scardovia, Serratia and
Pectobacteriaceae were exclusively detected in ICU SARS-CoV-2 patients. These data could
provide useful information in order to stratify COVID-19 patients and can contribute to
the development and research of new intervention strategies that can help improve the
outcome of COVID-19 disease.

Supplementary Materials: The following are available online at https:/ /www.mdpi.com/1660-460
1/18/4/2174/s1, Table S1: Comparisons of bacteria mean abundance at different taxa levels among
patient groups (only significant results were shown).

Author Contributions: Conceptualization, V.P., A.D.C. and E.N; methodology, M.R., A M., B.B,,
L.M. and M.R.C. software, VP, CEM.G., PP, E.B., A.F. and M.C,; validation, M.R., B.B.,, AM. and
V.P; formal analysis, V., A.E, and P.P.,; investigation, L.M., M.R.C., AM., MR, B.B,, EP. and E.B,;
resources, A.D.C., G.I, EN. and V.P; data curation, P.P., CEM.G., A.F, M.C. and V.P; writing—
original draft preparation, M.R., B.B., A.D.C., V.P; writing—review and editing, A.D.C., VP, G.I. and
FE.P; supervision, E.N., G.I,, A.D.C., M.R.C.; project administration, M.R., A.D.C. and V.P; funding
acquisition, M.R.C., A.D.C., ENN. and V.P. All authors have read and agreed to the published version
of the manuscript.

Funding: This study was supported by funds to the Istituto Nazionale per le Malattie Infettive
(INMI) Lazzaro Spallanzani IRCCS, Rome, Italy, from the Ministero della Salute (Ricerca Corrente,
linea 1; COVID-2020-12371817), the European Commission—-Horizon 2020 (EU project 101003544—
CoNVat; EU project 101003551-EXSCALATE4CoV; EU project 202012371675 EU project 12371675
EXCALATE4CoV; EU project 101005075-KRONO) and the European Virus Archive-GLOBAL (grants
no. 653316 and no. 871029). PV is supported by Associazione Italiana Ricerca sul Cancro (AIRC)
under IG 2019-ID. 23006 project-P.I.


https://www.mdpi.com/1660-4601/18/4/2174/s1
https://www.mdpi.com/1660-4601/18/4/2174/s1

Int. J. Environ. Res. Public Health 2021, 18,2174 10 of 11

References

Institutional Review Board Statement: The study was conducted within the framework of the
COVID-19 outbreak response and surveillance program and according to the guidelines of the Decla-
ration of Helsinki, and approved by the Institutional Ethics Committee of National Institute for Infec-
tious Diseases, INMI, “L. Spallanzani” (Comitato Etico INMI Lazzaro Spallanzani IRCCS/Comitato
Etico Unico Nazionale Covid-19”; issue n. 214/20-11-2020). Please, find in the following link the
composition of the Ethical Committee: https://www.inmi.it/servizio/comitato_etico accessed on 14
January 2021.

Informed Consent Statement: Patient consent was waived due to the approval by the ethics com-
mittee of National Institute for Infectious Diseases, INMI, “L. Spallanzani” (Comitato Etico INMI
Lazzaro Spallanzani IRCCS/Comitato Etico Unico Nazionale Covid-19”; issue n. 214/20-11-2020) to
use residual samples of COVID-19 patients for research purposes in anonymized form.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: The authors gratefully acknowledge the Collaborators Members of the National
Institute for Infectious Diseases (INMI) COVID-19 study group: Maria Alessandra Abbonizio, Amina
Abdeddaim, Chiara Agrati, Fabrizio Albarello, Gioia Amadei, Alessandra Amendola, Mario Antonini,
Andrea Antinori, Tommaso Ascoli Bartoli, Francesco Baldini, Raffaella Barbaro, Rita Bellagamba,
Martina Benigni, Nazario Bevilacqua, Gianlugi Biava, Michele Bibas, Licia Bordi, Veronica Bor-
doni, Evangelo Boumis, Marta Branca, Donatella Busso, Marta Camici, Paolo Campioni, Alessandro
Capone, Cinzia Caporale, Emanuela Caraffa, Ilaria Caravella, Fabrizio Carletti, Concetta Castilletti,
Adpriana Cataldo, Stefano Cerilli, Carlotta Cerva, Roberta Chiappini, Pierangelo Chinello, Carmine
Ciaralli, Stefania Cicalini, Francesca Colavita, Angela Corpolongo, Massimo Cristofaro, Salvatore
Curiale, Alessandra D’Abramo, Cristina Dantimi, Alessia De Angelis, Giada De Angelis, Maria
Grazia De Palo, Federico De Zottis, Virginia Di Bari, Rachele Di Lorenzo, Federica Di Stefano, Gi-
anpiero D’Offizi, Davide Donno, Francesca Faraglia, Federica Ferraro, Lorena Fiorentini, Andrea
Frustaci, Matteo Fusetti, Vincenzo Galati, Roberta Gagliardini, Paola Galli, Gabriele Garotto, Saba
Gebremeskel Tekle, Maria Letizia Giancola, Filippo Giansante, Emanuela Giombini, Guido Granata,
Maria Cristina Greci, Elisabetta Grilli, Susanna Grisetti, Gina Gualano, Fabio Iacomi, Giuseppina
Iannicelli, Eleonora Lalle, Simone Lanini, Daniele Lapa, Luciana Lepore, Raffaella Libertone, Raffaella
Lionetti, Giuseppina Liuzzi, Laura Loiacono, Andrea Lucia, Franco Lufrani, Manuela Macchione,
Gaetano Maffongelli, Alessandra Marani, Andrea Mariano, Maria Cristina Marini, Micaela Maritti,
Alessandra Mastrobattista, Giulia Matusali, Valentina Mazzotta, Paola Mencarini, Silvia Meschi,
Francesco Messina, Annalisa Mondi, Marzia Montalbano, Chiara Montaldo, Silvia Mosti, Silvia
Murachelli, Maria Musso, Pasquale Noto, Roberto Noto, Alessandra Oliva, Sandrine Ottou, Claudia
Palazzolo, Emanuele Pallini, Fabrizio Palmieri, Carlo Pareo, Virgilio Passeri, Federico Pelliccioni,
Antonella Petrecchia, Ada Petrone, Nicola Petrosillo, Elisa Pianura, Carmela Pinnetti, Maria Pisciotta,
Silvia Pittalis, Agostina Pontarelli, Costanza Proietti, Vincenzo Puro, Paolo Migliorisi Ramazz-
ini, Alessia Rianda, Gabriele Rinonapoli, Silvia Rosati, Alessandra Sacchi, Alessandro Sampaolesi,
Francesco Sanasi, Carmen Santagata, Alessandra Scarabello, Silvana Scarcia, Vincenzo Schinina,
Paola Scognamiglio, Laura Scorzolini, Giulia Stazi, Fabrizio Taglietti, Chiara Taibi, Roberto Tonnarini,
Simone Topino, Francesco Vaia, Francesco Vairo, Maria Beatrice Valli, Alessandra Vergori, Laura
Vincenzi, Ubaldo Visco-Comandini, Serena Vita, Pietro Vittozzi, and Mauro Zaccarelli.

Conflicts of Interest: All authors declare that they have no conflict of interest.

1.  Gorbalenya, A.E.; Baker, S.C.; Baric, R.S.; de Groot, R.]J.; Drosten, C.; Gulyaeva, A.A.; Bart, L.; Haagmans, B.L.; Lauber, C;
Leontovich, A.M.; et al. Coronaviridae Study Group of the International Committee on Taxonomy of Viruses. Nat. Microbiol.

2020, 5, 536-544.

2. Chen, N.; Zhou, M.; Dong, X.; Qu, J.; Gong, E; Han, Y,; Liu, Y.; Wang, J.; Liu, Y.; Wei, Y.; et al. Epidemiological and clinical
characteristics of 99 cases of 2019 novel coronavirus pneumonia in Wuhan, China: A descriptive study. Lancet 2020, 395, 507-513.

[CrossRef]

3. Xu, X.W,; Wu, X.X; Jiang, X.G.; Xu, KJ.; Ying, L.].; Ma, C.L,; Li, S.-B.; Wang, H.-Y.; Zhang, S.; Gao, H.-N; et al. Clinical findings in
a group of patients infected with the 2019 novel coronavirus (SARS-Cov-2) outside of Wuhan, China: Retrospective case series.
BM]J 2020, 368, m606. [CrossRef] [PubMed]

Li, X.; Zeng, W.; Li, X.; Chen, H.; Shi, L.; Li, X.; Xiang, H.; Cao, Y.; Chen, H,; Liu, C; et al. CT imaging changes of corona virus

disease 2019(COVID-19): A multi-center study in Southwest China. J. Transl. Med. 2020, 18, 154. [CrossRef]


https://www.inmi.it/servizio/comitato_etico
http://doi.org/10.1016/S0140-6736(20)30211-7
http://doi.org/10.1136/bmj.m606
http://www.ncbi.nlm.nih.gov/pubmed/32075786
http://doi.org/10.1186/s12967-020-02324-w

Int. J. Environ. Res. Public Health 2021, 18,2174 11 of 11

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Zhou, M.; Zhang, X.; Qu, J. Coronavirus disease 2019 (COVID-19): A clinical update. Front. Med. 2020, 14, 126-135. [CrossRef]
Gupta, R.; Misra, A. Contentious issues and evolving concepts in the clinical presentation and management of patients with
COVID-19 infection with reference to use of therapeutic and other drugs used in Co-morbid diseases (Hypertension, diabetes
etc). Diabetes Metab. Syndr. 2020, 14, 251-254. [CrossRef]

Wilks, J.; Golovkina, T. Influence of microbiota on viral infections. PLoS Pathog. 2012, 5, e1002681. [CrossRef]

Idris, A.; Hasnain, S.Z.; Huat, L.U.Z.; Koh, D. Human diseases, immunity and the oral microbiota—Insights gained from
metagenomic studies. Oral Sci. Int. 2017, 14, 27-32. [CrossRef]

Di Stadio, A.; Costantini, C.; Renga, G.; Pariano, M.; Ricci, G.; Romani, L. The Microbiota/Host Immune System Interaction in the
Nose to Protect from COVID-19. Life 2020, 10, 345. [CrossRef]

De Steenhuijsen Piters, W.A.A.; Heinonen, S.; Hasrat, R.; Bunsow, E.; Smith, B.; Suarez-Arrabal, M.-C.; Chaussabel, D.; Cohen,
D.M.; Sanders, E.A.M.; Ramilo, O.; et al. Naso-pharyngeal microbiota, host transcriptome, and disease severity in children with
respiratory syncytial virus infection. Am. J. Respir. Crit. Care Med. 2016, 194, 1104-1115. [CrossRef]

Harata, G.; He, F,; Hiruta, N.; Kawase, M.; Kubota, A.; Hiramatsu, M.; Yausi, H. Intranasal administration of Lactobacillus
rhamnosus GG protects mice from HIN1 influenza vi rusinfection by regulating respiratory immune responses. Lett. Appl.
Microbiol. 2010, 50, 597-602. [CrossRef] [PubMed]

Bauer, M.A ; Kainz, K.; Carmona-Gutierrez, D.; Madeo, F. Microbial wars: Competition in ecological niches and within the
microbiome. Microb. Cell 2018, 5, 215-219. [CrossRef]

Panebianco, C.; Latiano, T.; Pazienza, V. Microbiota Manipulation by Probiotics Administration as Emerging Tool in Cancer
Prevention and Therapy. Front. Oncol. 2020, 10, 679. [CrossRef]

Panebianco, C.; Andriulli, A.; Pazienza, V. Pharmacomicrobiomics: Exploiting the drug-microbiota interactions in anticancer
therapies. Microbiome 2018, 6, 92. [CrossRef]

Boulangé, C.L.; Neves, A.L.; Chilloux, J.; Nicholson, J.K.; Dumas, M.E. Impact of the gut microbiota on inflammation, obesity, and
metabolic disease. Genome Med. 2016, 8, 42. [CrossRef]

Li, N.; Ma, W.T,; Pang, M.; Fan, Q.L.; Hua, ].L. The Commensal Microbiota and Viral Infection: A Comprehensive Review. Front.
Immunol. 2019, 10, 1551. [CrossRef]

Kuss, S.K.; Best, G.T.; Etheredge, C.A.; Pruijssers, A.]J.; Frierson, ].M.; Hooper, L.V.; Dermody, T.S.; Pfeiffer, ].K. Intestinal
microbiota promote enteric virus replication and systemic pathogenesis. Science 2011, 334, 249-252. [CrossRef]

Fontana, A.; Panebianco, C.; Picchianti-Diamanti, A.; Lagana, B.; Cavalieri, D.; Potenza, A.; Pracella, R.; Binda, E.; Copetti, M.;
Pazienza, V. Gut Microbiota Profiles Differ among Individuals Depending on Their Region of Origin: An Italian Pilot Study. Int. ].
Environ. Res. Public Health 2019, 16, 4065. [CrossRef] [PubMed]

Lanaspa, M.; Bassat, Q.; Medeiros, M.M.; Mufioz-Almagro, C. Respiratory microbiota and lower respiratory tract disease. Expert
Rev. Anti. Infect Ther. 2017, 15, 703-711. [CrossRef]

Man, W.H.; de Steenhuijsen Piters, W.A.A.; Bogaert, D. The microbiota of the respiratory tract: Gatekeeper to respiratory health.
Nat. Rev. Microbiol. 2017, 15, 259-270. [CrossRef] [PubMed]

Dos Anjos Borges, L.G.; Giongo, A.; de Mattos Pereira, L.; Trindade, E]J.; Gregianini, T.S.; Campos, ES.; Ghedin, E.; Gorini da
Veiga, A.B. Comparison of the nasopharynx microbiome between influenza and non-influenza cases of severe acute respiratory
infections: A pilot study. Health Sci. Rep. 2018, 1, e47. [CrossRef] [PubMed]


http://doi.org/10.1007/s11684-020-0767-8
http://doi.org/10.1016/j.dsx.2020.03.012
http://doi.org/10.1371/journal.ppat.1002681
http://doi.org/10.1016/S1348-8643(16)30024-6
http://doi.org/10.3390/life10120345
http://doi.org/10.1164/rccm.201602-0220OC
http://doi.org/10.1111/j.1472-765X.2010.02844.x
http://www.ncbi.nlm.nih.gov/pubmed/20438620
http://doi.org/10.15698/mic2018.05.628
http://doi.org/10.3389/fonc.2020.00679
http://doi.org/10.1186/s40168-018-0483-7
http://doi.org/10.1186/s13073-016-0303-2
http://doi.org/10.3389/fimmu.2019.01551
http://doi.org/10.1126/science.1211057
http://doi.org/10.3390/ijerph16214065
http://www.ncbi.nlm.nih.gov/pubmed/31652705
http://doi.org/10.1080/14787210.2017.1349609
http://doi.org/10.1038/nrmicro.2017.14
http://www.ncbi.nlm.nih.gov/pubmed/28316330
http://doi.org/10.1002/hsr2.47
http://www.ncbi.nlm.nih.gov/pubmed/30623080

	Introduction 
	Materials and Methods 
	Study Population 
	Virus Detection 
	Sample Collection, DNA Extraction and Next-Generation Sequencing of Bacterial 16S Ribosomal RNA Gene 
	Bioinformatic Analysis 
	Statistical Analysis 

	Results 
	Study Population 
	Microbial Richness and Diversity Indices in SARS-CoV-2 and Other HCoVs Patients as Compared to Neg Controls 
	Nasal/Oropharyngeal Microbiota in SARS-CoV-2 Patients and Other HCoVs as Compared to Controls 
	Nasal/Ooropharyngeal Microbiota of COVID-19 Patients in Intensive Care Unit as Compared to COVID-19 Paucisymptomatic Patients 

	Discussion 
	Conclusions 
	References

