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Abstract: The inflammatory bowel disease (IBD) is associated with gut microbiota dysbiosis; however,
studies on methanogens—especially those focused on children—are extremely limited. The aim of
this study was to determine the abundance of total methanogenic archaea and their three subgroups:
Methanobrevibacter (MDb.) smithii, Methanosphaera (Ms.) stadtmanae, and Methanomassiliicoccales, in
the feces of children with both active and inactive Crohn’s disease (CD) and ulcerative colitis (UC).
The results of a quantitative real-time PCR were cross-referenced with the disease type (CD vs. UC)
and activity assessed with the use of Pediatric Crohn’s Disease Activity Index (PCDAI) and Pedjiatric
Ulcerative Colitis Activity Index (PUCAI) indices, and fecal calprotectin (FCP) concentration, and
compared with controls. There was a significant decrease in the number of total methanogens in CD
and UC compared to controls. The prevalence of total methanogens was also lower in UC compared
to controls. Furthermore, patients from the inactive UC group were colonized by a lower number of
Mb. smithii, and demonstrated the most pronounced positive correlation between the number of Ms.
stadtmanae and the FCP concentration. Our results demonstrate that gut methanogens are related to
the type and activity of pediatric IBD.

Keywords: Crohn’s disease; ulcerative colitis; inflammatory bowel disease; children; fecal calprotectin;
methanogens; archaea

1. Introduction

Inflammatory bowel disease (IBD) is a collective name for two disease conditions—Crohn’s
disease (CD) and ulcerative colitis (UC)—which manifest in chronic inflammation of the
gastrointestinal tract and usually result in recurrent diarrhea, abdominal pain, loss of
appetite, and weight loss [1]. In some cases, the consequences of IBD may be severe. Over
time, IBD can lead to ulcers, fistulas, bowel obstruction, and sepsis [1]. It is estimated
that IBD affects up to 0.3% of people living in developed countries [2], with a quarter of
new cases diagnosed in children under 18 years of age [3]. The occurrence of IBD varies
geographically. The highest incidence is observed in developed countries of Western Europe
(40-50 cases in every 100,000 inhabitants per year) and North America (3.1-14.6 cases in
every 100,000 inhabitants per year) [4]. IBD occurs at any age, but the peak incidence
occurs in the 2nd-3rd decade of life, with 15% of IBD cases affecting children [5]. In Poland,
the annual detection rate is 2.8 cases in every 100,000 children up to 15 years of age [3].
Etiopathology of CD and UC is still unknown and most probably multifactorial, including
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genetic background, immunological dysfunction, dysbiosis, and socio-demographic factors
such as diet, place of residence, etc. [6,7].

It has been proven that intestinal bacterial dysbiosis is one of the causes of the initiation
and progression of IBD [8]. However, there are some indications that the changes include
not only bacteria but also methanogenic archaea as well [9]. For a long time, archaea
were known only as peculiar, single-celled colonizers of extreme environments [10]. That
changed in 1968 when methanogens—a group of archaea—were isolated from the human
intestines [11]. Since then, methanogenic archaea have been considered a normal part of
the gut microbiota [12]. In healthy individuals, this group of archaea constitutes up to 10%
of all anaerobes present in the intestines [13]. Among them, three taxa are of the greatest
importance, namely Methanobrevibacter (Mb.) smithii, Methanosphaera (Ms.) stadtmanae, and
methanogens from the order Methanomassiliicoccales [14]. The impact of these three taxa
on human health is diverse: in adults, Mb. smithii appears to be a commensal species [15],
while Ms. stadtmanae strongly induces an immune response both in healthy people and in
patients with IBD [13,16,17].

In adults with IBD, there is a reduced number of total methanogenic archaea and a
reduced number of Mb. smithii were observed [9]. Moreover, also in adults with IBD,
an increase in the share of Ms. stadtmanae was reported [16]. In children, none of the
relationships described above have been confirmed [18,19]. Since pediatric IBD is sig-
nificantly different from the one observed in adults in terms of progression, anatomical
location, and treatment results [20], it is extremely important to understand the mech-
anisms behind the development of this disease in both groups separately. Moreover,
children seem to be the best model for research on the pathomechanisms of IBD because
they are rarely affected by other diseases, making it possible to learn the real causes
underlying the initiation and development of IBD [8]. For these reasons, the aim of this
study was to determine the abundance of methanogenic archaea in the feces of children
with Crohn’s disease (CD) and ulcerative colitis (UC) and to estimate the relationship of
the type of the disease (CD versus UC), and the activity of the IBD (active vs. inactive)
compared to controls.

2. Results
2.1. Characteristics of the Subjects

The study comprised 97 children with IBD, including 45 with CD at a mean age of
14.2 years and 52 with UC at a mean age of 13.0 years (Table 1). Children were divided into
groups based on the disease activity: the active and inactive ones. The disease activity was
established based on the fecal calprotectin (FCP) concentration and diseases” activity indices,
i.e., the Pediatric Crohn’s Disease Activity Index (PCDAI) and the Pediatric Ulcerative
Colitis Activity Index (PUCAI). No statistically significant differences were found when
assessing the age and gender of children between the IBD groups. The mean PCDAI
and PUCALI scores were 10.0 (£13.5) and 15.2 (£20.3), respectively, and were statistically
significantly higher (p = 0.0027 and p = 0.0017) in the group with the active type of the
disease compared to the inactive type. The mean FCP concentration in the CD and UC
groups was 781.6 (£1800.7) and 396.6 (£810.3) ug/g, respectively, and was statistically
significantly higher in both groups with the active type of the disease (i.e., active CD and
active UC) compared to the inactive types (p < 0.0001 and p = 0.0002) and the control group
(p < 0.0001), where the mean concentration of FCP was 19.3 (+£24.1) ug/g.

No statistically significant differences in age were found between children with the
active UC form compared to controls (p > 0.05).
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Table 1. The characteristics of the subjects.

Grou Mean Age [Years] Female to Mean PCDAI + Mean PUCAI £+ Mean FCP [ug/g]l £ SD
P + SD (Mdn) Male Ratio SD (Mdn) SD (Mdn) (Mdn)
CD (n =45) 142 +3.1(15.0) * 25:20 10.0 + 13.5 (5.0) n/a 781.6 + 1800.7 (119.0) *
Active CD (n=21) 139 £3.4(15.0)* 15:6 17.5 £ 14.7 (15.0) # n/a 1601.8 4= 2409.4 (699.0) *#
Inactive CD (n=24) 14.6 +2.8(15.0) * 10:14 3.4+7.8(0.0) n/a 64.0 £ 61.0 (59.5)
UC (n=52) 13.0 + 4.7 (14.0) * 27:25 n/a 15.2 +20.3 (5.0) 396.9 £ 810.3 (100.5) *
Active UC (n = 25) 12.2 £ 5.0 (13.0) 12:13 n/a 27.6 £23.3(25.0)#  758.5 +1062.9 (403.0) *#
Inactive UC (n=27) 13.8 +4.3(15.0) * 15:12 n/a 3.7 £4.9(0.0) 62.0 £ 54.9 (38.0)
Controls (n = 27) 10.0 £ 4.0 (10.0) 14:13 n/a n/a 19.3 £+ 24.1 (10.0)

n/a—not applicable; SD—standard deviation; Mdn—medians presented in parentheses (); PCDAI—Pediatric
Crohn’s Disease Activity Index; PUCAI—Pediatric Ulcerative Colitis Activity Index; FCP—fecal calprotectin
concentration; CD—Crohn’s disease; UC—ulcerative colitis; * statistical significance (p < 0.05) compared to control;
# statistical significance (p < 0.05) compared to the inactive group of the same disease type. The statistical analysis
was performed using the Kruskal-Wallis H test.

2.2. The Prevalence and Abundance of Gut Methanogens

In the first step, a qualitative and quantitative analysis of methanogens was performed
in the children’s stool samples. In contrast to the control group, where methanogens were
found in all tested children, the IBD group was characterized by a substantial percentage of
children in whom the presence of methanogens was not found (Table 2). The prevalence of
total methanogens was statistically significantly lower in the group of children with UC
and active UC (p < 0.05). Moreover, the analysis of specific groups of methanogens showed
that Ms. stadtmanae was significantly less frequently present in children with UC compared
to controls (p < 0.05). Furthermore, the odds of detecting each subgroup of methanogens
were smaller in most of the IBD groups (except for the active CD patients) compared to
controls (Table 3).

Table 2. The prevalence of the methanogens [%] in the analyzed pediatric groups of the active and
inactive types of IBD and controls.

No. of Positive/Total No. of Tested Samples and Percentage Values [%]

Grou
P Total Methanogens Mb. smithii Ms. stadtmanae Methanomasiilicoccales

CD (n =45) 40/45 [88.9%] 31/45 [68.9%] 12/45 [26.7%] 6/45 [13.3%]
Active CD (n = 21) 19/21 [90.5%] 16/21 [76.2%] 8/21 [38.1%] 3/21 [14.3%]
Inactive CD (n = 24) 21/24 [87.5%] 15/24 [62.5%] 4//24[16.7%] 3/24 [12.5%]
UC (n=52) 43/52 [82.7%] * 27/52 [51.9%] 8/52 [15.4%] * 8/52 [15.4%]
Active UC (n = 25) 20/25 [80.0%] * 15/25 [60.0%] 4/25 [16.0%] 2/25 [8.0%]
Inactive UC (n = 27) 23/27 [85.2%] 12/27 [44.4%] 4/27 [14.8%] 6/27 [22.2%]
Controls (n = 27) 27 /27 [100%] 20/27 [74.1%] 10/27 [37.0%] 8/27 [29.6%]

The results of the percentage of children whose stool samples tested positive for total methanogens, Mb. smithii,
Ms. stadtmanae, and Methanomassiliicoccales. The prevalence of methanogenic archaea was measured by real-time
PCR [21]. * statistical significance (p < 0.05) compared to control; CD—Crohn’s disease; UC—ulcerative colitis.
Statistical analysis was performed using Fisher’s exact test.

The average abundance of total methanogens was determined at 3.66, 2.87, and
5.04 log1o/g of dry weight in patients with CD, UC, and controls, respectively, whereas
the mean medians were 3.55, 3.07, and 4.30 logj/g of dry weight in CD, UC, and con-
trols, respectively. There was a statistically significant difference in the number of total
methanogenic archaea between both CD and UC patients and controls (p < 0.05) (Figure 1A).
Interestingly, a significant difference was also observed between patients with CD and UC.
In contrast, when the three subgroups of methanogens, i.e., Mb. smithii, Ms. stadtmanae, and
Methanomassiliicoccales were tested individually, only the levels of Mb. smithii differed
significantly between the UC and the control group (p = 0.0015) (Figure 1B). The differences
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among the other two taxa, i.e., Methanomassiliicoccales and Ms. stadtmanae, were not
statistically proven (Figure 1C,D).

Table 3. The odds of detection of methanogens in the analyzed pediatric groups of the active and

inactive types of IBD compared to controls.

Odds Ratios [95% Confidence Intervals] Compared to Control Group

Grou
P Total Methanogens * Mb. smithii Ms. stadtmanae Methanomasiilicoccales
CD (n =45) 0 0.78 [0.27, 2.25] 0.62[0.22,1.72] 0.37[0.11, 1.20]
Active CD (n = 21) 0 1.12 [0.30, 4.20] 1.05 [0.32, 3.40] 0.40 [0.09, 1.73]
Inactive CD (n = 24) 0 0.58 [0.18, 1.92] 0.34 [0.09, 1.28] 0.34 [0.08, 1.47]
UC (n=52) 0 0.38 [0.14, 1.05] 0.31[0.10, 0.91] 0.4310.14, 1.32]
Active UC (n = 25) 0 0.53 [0.16, 1.70] 0.320.09, 1.22] 0.21 [0.04, 1.09]
Inactive UC (n = 27) 0 0.28 [0.09, 0.88] 0.30 [0.08, 1.11] 0.68 [0.20, 2.31]

* none of the control subjects tested negative for total methanogens; therefore, the results equal zero; CD—Crohn’s
disease; UC—ulcerative colitis. The odds ratio analysis was performed in the OpenEpi web tool [22].
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Figure 1. (A-D) The comparison of methanogen population quantities in stool samples (dry weight)

among patients with Crohn’s disease (CD), ulcerative colitis (UC), and the control group. The

most pronounced differences were observed in the total population of methanogens (A). Values of

*p <0.05, ** p <0.01, and *** p < 0.001 were regarded as significant. The non-significant results

remained unmarked. The statistical analysis was performed using the Kruskal-Wallis H test.
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A more detailed analysis was performed with respect to the activity of the disease
in the IBD groups, and it yielded similar observations in terms of UC vs. control groups.
Both forms of UC, i.e., the active and the inactive one, demonstrated far lower total
methanogen quantities than the control group (p = 0.0002 and p < 0.0001) (Figure 2A).
However, in CD patients, the results were quite different—neither the active nor the inactive
CD groups demonstrated statistically significant differences in terms of total methanogen
quantities when compared to the control group. As for Mb. smithii, the statistical importance
was observed only between the inactive UC patients and the control groups (p = 0.002)
(Figure 2B). The differences in numbers of Methanomassiliicoccales and Ms. stadtmanae
remained not statistically proven (Figure 2C,D).
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Figure 2. (A-D) The comparison of methanogen population quantities in the stool samples (dry
weight) among patients with active and inactive Crohn’s disease (CD), among patients with active
and inactive ulcerative colitis (UC), and the control group. The most pronounced differences were
observed in the total population of methanogens (A). Values of ** p < 0.01 and *** p < 0.001 were
regarded as significant. The non-significant results remained unmarked. The statistical analysis was
performed using the Kruskal-Wallis H test.

2.3. Relationship between IBD Activity Indices and the Number of Methanogenic Archaea

The analysis of associations between CD and UC activity indices (PCDAI and PUCAI)
and the abundance of methanogenic archaea revealed only one moderate positive correla-
tion between the total methanogen counts and PCDAI values in the active form of CD (Rs
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0.48, p = 0.026) (Figure 3). The remaining archaeal taxa proved not to be correlated with the
disease activity indices.
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Figure 3. Correlations between the methanogen population quantities and patient disease activity
indices (PCDAI or PUCAI) in the stool samples (dry weight) of patients from the IBD groups. The
only statistically important correlations were observed in the quantity of the total population of
methanogens, which increased with the rise in the PCDAI values (green box).

2.4. Relationship between FCP and the Number of Methanogenic Archaea

It is known that FCP level correlates with the severity of IBD; thus, we decided to
analyze the relation between FCP concentration and the abundance of total methanogens,
Mb. smithii, Ms. stadtamanae, and Methanomassillicoccales. The analysis of the individual
disease activity group revealed only one moderately positive correlation between the Ms.
stadtmanae load and the inactive UC group of patients (Rs = 0.41, p = 0.034) (Figure 4).
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Figure 4. Correlations between the methanogen population quantities and the fecal calprotectin (FCP)
levels in the stool samples (dry weight) of patients from all tested groups. The statistically important
correlation with respect to FCP was observed in the population of Ms. stadtmanae in the inactive UC
group (green box).
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2.5. Relationship between Age and the Number of Methanogenic Archaea

Due to significant age differences between the control group and children with IBD
(Table 1), we decided to statistically analyze the presence of methanogens depending on
age. The average age of the patients was 13.9 (£3.4) in the active CD group, 14.6 (£2.8)
in the inactive CD group, 12.2 (£5.0) in the active UC group, 13.8 (£4.3) in the inactive
UC group, and 10.0 (£4.0) in controls. The Spearman’s rank test showed that the only
statistically significant association among the IBD groups was observed in the active CD
patients, where, in contrast to controls, total methanogen counts and Mb. smithii quantities
decreased with the patient’s age (Rs =-0.56, p = 0.009 and Rs = -0.53, p = 0.013, respectively).
On the other hand, there has been a significant increase (Rs = 0.49, p = 0.009) in the number
of Methanomassiliicoccales in association with age in the control group (Figure 5).
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Figure 5. Correlations between the quantities of the methanogen populations and the patient’s age in
the stool samples (dry weight) of patients from all tested groups. The only statistically important
correlations with respect to the patient’s age were observed in populations of Methanomassiliicoccales
in the controls and total methanogens and Mb. smithii in the active CD group (green boxes).

3. Discussion

Dysbiosis of the intestinal microbiome seems to play a significant role in the mecha-
nisms leading to the development of IBD, but only a few studies devote their attention to
the importance of methanogens in this process, the vast majority of which concern adult
patients [9,16,23-25].

To date, only one team has analyzed in detail the intestinal methanogens in children
with CD [19]. To the authors” knowledge, the current research is the first to evaluate
the prevalence of methanogens in UC separately from CD and the first to analyze the
association between the presence of as many as four groups of methanogens and the
activity of both types of IBD.

Our results demonstrated a significant drop in the abundance of total methanogens in
both IBD groups compared to controls, and this observation was the only common feature
of CD and UC. This outcome is not surprising, given that both conditions demonstrate very
different pathomechanisms and the course of disease [3].

Patients with UC were colonized by methanogens not only with a lower abundance but
also less frequently compared to controls. Moreover, they were characterized by decreased
quantities of lower methanogenic taxa, such as Mb. smithii. Based on the fact that reduced
Mb. smithii population is a common signature of gut microbiota dysbiosis in IBD; our study
provided yet another evidence supporting this phenomenon [23,26,27].
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The literature data on another methanogenic species, Ms. stadtmanae, indicated that
it can strongly induce some inflammatory responses not only in the IBD-affected gut but
also in the healthy intestine, much more than any other methanogens tested [16,28]. Our
data did not seem to support this, but we were able to provide another interesting fact
compatible with this theory. We observed a statistically important, positive correlation
(only in the inactive form of UC) between the levels of Ms. stadtmanae and FCP, a known
indicator of the inflammatory processes hollowing the gut mucosa, and a biomarker of IBD
severity [29]. Moreover, a similar correlation (albeit not statistically proven) was observed
in all four methanogenic groups in control patients. Therefore, perhaps all intestinal
methanogens contribute to the induction or persistence of inflammatory responses, some
more than others.

In contrast to UC, patients with CD had similar prevalence indices of all four
methanogenic groups tested as the control patients. Our results align with the study
by Krawczyk et al., 2021 [19]. However, the authors reported that Mb. smithii was present
in 44% of active CD cases, 27% of inactive CD cases, and in 36% of controls. In our study,
these prevalence values were higher, as 76% of the active CD patients, 63% of the inactive
CD patients, and 74% of the controls tested positive for Mb. smithii. The percentages for
Ms. stadtmanae also differed: in our study, these were 38%, 17%, and 37% in the active CD,
inactive CD, and controls, respectively, whereas in another study, they were all around
30% [19]. In adults, Ms. stadtmanae is three times more frequent in IBD patients [16], which
was not confirmed in our study, as only 27% and 15% of children in the CD and UC group,
respectively, were colonized by this archaeal species compared to 37% of the controls.

There are some reports in adult patients with IBD that are, to some extent, reflected in
our results, and we recommend that any future observations and findings made on children
be compared with those of the adults. In adults, decreased methane production has already
been well-documented in IBD cases [30-33]. Based on the fact that there must be at least
8 log1o/g of dry weight of feces in order to detect methane in breath [34], in our study, all
children in the active IBD groups would probably not be methane producers. On the other
hand, some children in the control group would likely be methane producers—specifically,
2 of the 15 (13%) children aged 8 to 14 years and 2 out of the 5 (40%) children aged 14
to 18 years. It is consistent with a study by Peled et al., 1985 [35], who reported that
approx. 14 to 18% and 9 to 46% of children aged 7 to 14, and 14 to 18, respectively, were
methane producers.

Since the control group was age-matched only with the active UC patients, we decided
to analyze the relationship between age and methanogen counts in all four IBD groups.
Interestingly, we noticed a significant drop in the total number of methanogens and Mb.
smithii with the age of active CD patients. A similar tendency (albeit not statistically proven)
for decline was observed in all other groups of IBD. Moreover, a positive correlation was
observed between the PCDAI indices and the number of total methanogens in active CD
patients. It is not clear whether these results were a cause or a consequence of the CD, but
we speculate that perhaps methanogens may somehow initiate the disease (judging by
the correlation between the PCDALI vs. total methanogen counts). As the disease persists
for years, especially in its active form, the methanogen population subsequently declines
(based on age vs. total methanogen counts correlation). Surely, this hypothesis requires
further investigation [19].

In terms of the age-related differences, one additional observation was made. The
control group was characterized by a pronounced rise in Methanomassiliicoccales as the
children’s age increased. This tendency is well-documented in adults and children [36,37],
and we have provided more evidence of this phenomenon here. Moreover, Vanderhaeghen
et al. 2015 reported that in single cases, Methanomassiliicoccales could dominate over
Methanobacteriales (most of them belong to Mb. smithii) [38], which held true in our study,
and, importantly, was not restricted to a single group of patients.
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Limitation and Strength of the Study

We realize that the results should be interpreted cautiously as the research encoun-
tered limitations. This study was performed on a small cohort of patients; not all cases
could be statistically determined. The age of the control group was statistically lower than
that of patients with active and inactive CD and inactive UC, which may have influenced
some of the results. Moreover, the usage of therapeutics and their possible impact on
the results cannot be ruled out. Patients were treated with various agents, which were
divided into five groups such as 5-ASA agents (mesalazine), immunosuppressants (aza-
thioprine), biological drugs (infliximab, adalimumab, vedolizumab, and ustekinumab),
steroids (prednisone and budesonide), and nutritional therapy. There is some evidence in
the literature suggesting that methanogens may be affected by therapeutics used in IBD.
For instance, the use of mesalazine has been shown to increase or decrease the amount of
some methanogens [16,23,27]. No such correlation was observed in our study. This was
probably due to the small number of observations per therapy, and it is possible that some
correlations may have been missed. Importantly, even though there were methanogen-
negative samples, they were never grouped solely into a particular drug group. Therefore,
none of the prescribed therapeutic agents could have been associated with a complete
elimination of methanogens. On the other hand, low Mb. smithii quantities have been
successfully used as an indicator to measure the probability of disease response to anti-TNF
drugs (biological therapy of IBD) [39], which is yet another interesting topic that requires
further investigation. Furthermore, it is possible that our pediatric patients might have
been colonized by other unstudied taxa, which we did not study, and it cannot be ruled
out that these taxa might have been somehow related to the incidence of IBD in these
patients. This conclusion is due to the fact that the most pronounced differences between
the patient groups were observed in quantities of total methanogens but not so much
within the subgroups of methanogens. This issue will remain open until we learn more
about the diversity of methanogenic archaea in the children’s intestines.

On the other hand, to the best of our knowledge, this study is the only one that
evaluates the prevalence and abundance of four groups of methanogens in pediatric
UC and CD separately from each other. This study is also the first to cross-reference
methanogens with FCP and PUCAI in UC.

4. Materials and Methods
4.1. Subjects

A total of 124 children, including the IBD patients (n = 97) and controls (n = 27), were
recruited in this study. All of the patients were admitted into the Department of Gas-
troenterology, Hepatology, Nutritional Disorders and Pediatrics, the Children’s Memorial
Health Institute (Warsaw, Poland), and their disease activity was established according to
European Crohn’s and Colitis Organization (ECCO) [40]. All of them were between 3 and
18 years old. There were 45 patients with CD and 52 patients with UC. The control group
consisted of 27 children reported for fecal examination due to non-IBD-related illnesses
(Table S1). The group of IBD patients was further divided into children with active and
inactive CD (21 and 24 patients, respectively) and children with active and inactive UC (25
and 27 patients, respectively).

The division into subgroups depending on disease activity was performed based on
PCDAI or PUCAI and the FCP concentration in feces. A PCDAI under 12.5 points indicated
an inactive form of CD, whereas a PCDALI above 20 is an active form of the disease. In
addition, progression or remission of CD with time was taken into account, especially
in three children with PCDAI between 12.5 and 20, who were finally subjected to the
active CD group. Patients with UC whose PUCAI was under 10 were considered being in
remission, those with PUCAI between 10 and 30 had a mild form of UC, and those above
30—suffered from exacerbation of UC. For that matter, the term inactive UC refers to both
mild forms of UC and UC in remission. In addition, patients with low activity indices and
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high calprotectin levels were assigned to the active groups of IBD. FCP above 200 ng/g
was considered a high concentration.

4.2. FCP Measurement

The FCP concentration was measured using magnetic microparticle chemilumines-
cence technology in Liaison® XL (DiaSorin, Saluggia, Italy). The assay uses a mouse
monoclonal antibody on particles to capture FCP from stool samples and a second conju-
gated mouse monoclonal antibody against a different region of FCP for detection. A total
of 15 mg of freshly extracted feces was collected using a serrated stick in a standard volume
of extraction buffer. The range of reported measurements was 5 to 800 ug FCP /g of stool.
Samples with high FCP concentrations were appropriately diluted, and the results were
then multiplied by the dilution factor.

4.3. DNA Isolation

A total of 100 mg of each stool sample was weighed out into 2 mL microtubes and
subjected to DNA isolation. If the sample had a high water-to-fecal content ratio, the weight
was increased up to 300 mg, which was taken into account in the final calculations. The
following DNA isolation procedure was partially described elsewhere [41], with the main
difference concerning a mechanical lysis step, which was here improved in terms of hands-
on time by replacing sonication with bead-beating. In brief, feces were suspended in the BS
buffer until becoming viscous (A&A Biotechnology, Gdynia, Poland). After adding 30 uL
lysozyme (10 mg/mL) and 7 uL mutanolysin (10 U/uL), the samples were incubated at
37 °C for 15 min and then at 50 °C for 25 min. Approx. 700 uL LS lysis buffer (A&A Biotech-
nology, Gdynia, Poland) and 35 uL proteinase K (20 mg/pL) were added, and the samples
were incubated at 50 °C for 1 h. The samples were then centrifuged at 14,000 rpm for
5 min. The supernatant was collected into a separate microtube, whilst the zirconia/silica
beads (A&A Biotechnology, Gdynia, Poland) together with another 500 pL LS buffer were
added to the remaining debris and subjected to bead-beating in TissueLyser LT (Qiagen,
Hilden, Germany). The mechanical lysis was set at 50 oscillations/s for 3 min, according to
Salonen et al., 2010 [42]. Samples were again centrifuged, and the bead-beating process was
repeated. Then the last lysis mixture was incubated at 95 °C for 5 min to improve cellular
degradation. After spinning, the three fractions of supernatants were collected in a single
microtube and subjected to purification according to the abovementioned protocol [41]
with the Genomic Mini AX Bacteria+ kit (A&A Biotechnology, Gdynia, Poland).

4.4. Quantitative Real-Time PCR

A quantitative real-time PCR was performed according to the author’s protocol de-
scribed earlier [21]. The following genes were used as targets in real-time PCR: the mcrA
gene encoding methyl-coenzyme M reductase alpha subunit for total methanogenic archaea
and the nifH gene, which does not encode a functional nitrogenase enzyme for the Mb.
smithii, the 165 rRNA gene for Methanomassiliicoccales, and the mtaB gene encoding coen-
zyme M methyltransferase for Ms. stadtmanae. The specificity of the primers used in this
study (Table 4) was checked experimentally by sequencing and using BLAST and modified
accordingly. The number of generated amplicons per microorganism was also checked
using BLAST and the Ribosomal RNA Database [43]. With the exception of mtaB, all target
genes occur in a single copy per genome. For Ms. stadtmanae, the results of the real-time
PCR were divided by four—which is the number of operons per genome in Ms. stadtmanae
DSM 3091 (acc.: CP000102.1)—in order to achieve the number of cells per gram of feces.
Standard curves were generated using decimal dilutions, from approx. 10° to 10° copies
per reaction of genomic reference DNAs, which were a linearized plasmid containing an
insert of the mcrA sequence fragment from GenBank acc. KF214818.1:976-1447, and purified
amplicons of nifH, 165 rDNA, and mtaB generated in the initial screening experiments
on the human fecal samples whose sequences most closely aligned to Methanobrevibacter
smithii strain KB11 (GenBank acc. no.: CP017803.1), uncultured Methanomassiliicoccus sp.
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(GenBank acc. no. LC473299.1), and Methanosphaera stadtmanae isolate MGYG-HGUT-02164
(GenBank acc. no. LR698975.1), respectively. The concentrations of the standards were
measured with a Quantus fluorometer and the QuantiFluor dsDNA System (Promega
Corporation, Madison, WI, USA), and they were further converted into the number of
genome copies per pL by using the Science Primer web tool [44].

Table 4. Primers used for the determination of total methanogens and their three subgroups.

Microorganism Target Gene  Forward/Reverse Primer 5'-3' Sequence * Amplicon Length [bp] Reference
. CTTGAARMTCACTTCGGTGGWTC/
Total methanogenic archaea mcrA CGTTCATBGCGTAGTTVGGRTAGT Approx. 270 [21]
. o . AACAGAAAACCCAGTGAAGAGGATA/ -
Methanobrevibacter smithii nifH ACGTAAAGGCACTGAAAAACCTCC 222 Modified [45]
s GGGGTAGGGGTAAAATCCTGTAATCC/ i
Methanomassiliicoccales 16S rDNA AACAACTTCTCTCCGGCACTGG 194 Modified [46]
Methanosphaera stadtmanae mtaB GTAGTTCCTAACATCAAAGTAGCTCC/ 300 Modified [16]

TCCTCTAAGACCGTTTTCTTCTTCTCTCA

* original oligo sequence from the cited publication is underlined.

The real-time PCR mixture included 10 pL of RT HS-PCR Mix SYBR A (A&A Biotech-
nology, Gdynia, Poland), 0.5 uM primers, approx. 70-100 ng of sample DNA and water to
reach a final volume of 20 pL. The thermal conditions—set experimentally in a gradient
PCR—are presented in Table 5. In each reaction, the amplification comprised 47 cycles. The
real-time PCR results were calculated into the number of cells per gram (dry weight) of the
stool sample.

Table 5. Temperature settings used for the absolute quantification of each group of methanogenic

archaea.
Real-Time PCR Step Total Methanogens MBb. smithii Methanomassiliicoccales Ms. stadtmanae
Initial Denaturation 95 °C—5 min
Denaturation 94°C—20s 94°C—20s 94°C—20s 94°C—20s
Annealing 60 °C—20s 66 °C—20s 70°C—20s 68 °C—20s
Elongation 72°C—20s 72°C—20s 72°C—20s 72°C—25s

Signal acquisition *

81 °C—20s + Acq

82°C—20s + Acq 87 °C—20s + Acq 81 °C—20s + Acq

Melt analysis *

95 °C—5 s, then 60 °C—1 min, and 95 °C—continuous Acq with ramp rate 0.11 °C/s

* Acq—acquisition of fluorescence signal.

4.5. Statistical Analysis

The statistical analyses were performed in TIBCO Statistica 13.3 (TIBCO Software Inc.,
Palo Alto, CA, USA). A Shapiro-Wilk test was used to check whether the quantification
results were normally distributed. The homogeneity of variance was checked using the
Levene’s test. After that, a non-parametric Kruskal-Wallis H test was applied to evaluate
the statistical significance of variation among (1) the methanogen groups in relation to
the disease type and its activity, (2) the IBD groups in relation to age, PCDAI or PUCAI
scores, and FCP. The Spearman’s rank correlation test was used to measure the strength
and direction of the methanogenic associations grouped by the disease index activity, cal-
protectin levels, and age. According to the guidelines for interpretation of Spearman’s rank
correlation by Prion and Haerling, 2014 [47], the correlations were considered very strong
when the values of Rs were between 0.81 and 1, strong—0.61 and 0.80, moderate—0.41 and
0.60, weak—0.21 and 0.40, and negligible—0 and 0.20. The prevalence of methanogens
was analyzed using Fisher’s exact test, whereas the odds ratio analysis was performed in a
two-by-two table in the OpenEpi web tool [22].
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5. Conclusions

Our results showed that methanogenic archaea present in the gut are related to the type
of pediatric IBD. This was particularly evident in children with UC, in whom the decrease in
methanogens was associated with the presence of the disease. To the best of our knowledge,
this study is the first to indicate the possible involvement of Ms. stadtmanae in UC, whose
increase (in the inactive UC group) was positively correlated with elevated levels of FCP,
a known biomarker of mucosal inflammation. Despite the promising results obtained,
further studies on a larger scale are needed to assess the involvement of methanogenic
archaea in the pathogenesis of IBD in children.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/ijms25010673/s1.

Author Contributions: Conceptualization, A.A.C., E.S., AW.-R., T A.-P. and B.C.; methodology,
A.AC, ES., AW-R. and B.C,; software, A.A.C. and A.W.-R,; validation, A.A.C.; formal analy-
sis, A.A.C. and A.W.-R,; investigation, A.A.C,; resources, E.S. and A.W.-R,; data curation, A.A.C.;
writing—original draft preparation, A.A.C.; writing—review and editing, E.S., AW.-R., T.A.-P. and
B.C.; visualization, A.A.C.; supervision, E.S. and B.C.; project administration, A.A.C.; funding ac-
quisition, A.A.C., E.S. and T.A.-P. All authors have read and agreed to the published version of
the manuscript.

Funding: This study was funded by the National Science Centre, Poland, under grant no. 2017/25/
N/NZ7/02905, and the Children’s Memorial Health Institute, under grant no. M34,/2019.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Local Ethics Committee from the Children’s Memorial Health
Institute (protocol code 49/KBE /2019, approval date 6 November 2019).

Informed Consent Statement: Informed consent was obtained from participants over 16 years of age
and/or their legal representative, as appropriate.

Data Availability Statement: The data presented in this study are available upon request from the
corresponding author. The data are not publicly available due to privacy protections.

Acknowledgments: The authors would like to express their gratitude to the participants and pediatric
staff in the department for their valuable assistance.

Conflicts of Interest: The researchers acknowledged the lack of any conflicts of interest in the study,
authorship, and/or publication.

References

1.

Matsuoka, K.; Kobayashi, T.; Ueno, F.; Matsui, T.; Hirai, F.; Inoue, N.; Kato, J.; Kobayashi, K.; Kobayashi, K.; Koganei, K.; et al.
Evidence-Based Clinical Practice Guidelines for Inflammatory Bowel Disease. . Gastroenterol. 2018, 53, 305-353. [CrossRef]
[PubMed]

Ng, S.C.; Shi, H.Y.; Hamidi, N.; Underwood, EE.; Tang, W.; Benchimol, E.I; Panaccione, R.; Ghosh, S.; Wu, ].C.Y.; Chan, EK.L,; et al.
Worldwide Incidence and Prevalence of Inflammatory Bowel Disease in the 21st Century: A Systematic Review of Population-
Based Studies. Lancet 2017, 390, 2769-2778. [CrossRef] [PubMed]

Putowski, M.; Padala, O.; Krupa, A.; Konopelko, M.; Piasek, E.; Mazurek, M. Inflammatory Bowel Disease in Children. J. Educ.
Health Sport 2019, 9, 406-411. [CrossRef]

Witanowska, A.; Rydzewska, G. Epidemiologia i Przebieg Kliniczny Choroby Lesniowskiego-Crohna. In Choroba Lesniowskiego-
Crohna—100 lat Diagnostyki i Terapii; Rydzewska, G., Matecka-Panas, E., Eds.; Termedia Wydawnictwa Medyczne: Poznari, Poland,
2008; pp. 23-36. ISBN 978-83-89825-53-7.

Socha, P.; Dadalski, M.; Kierkus, J.; Szymariska, S.; Ryzko, J. Genetyczne Uwarunkowania Nieswoistych Choréb Zapalnych Jelit.
Stand. Med. 2010, 7, 100-105.

Cho, ].H. Inflammatory Bowel Disease: Genetic and Epidemiologic Considerations. World |. Gastroenterol. 2008, 14, 338. [CrossRef]
[PubMed]

Guan, Q. A Comprehensive Review and Update on the Pathogenesis of Inflammatory Bowel Disease. J. Immunol. Res. 2019,
2019, 7247238. [CrossRef] [PubMed]

Mottawea, W.; Chiang, C.K.; Miihlbauer, M.; Starr, A.E.; Butcher, J.; Abujamel, T.; Deeke, S.A.; Brandel, A.; Zhou, H.; Shokralla, S.;
et al. Altered Intestinal Microbiota—Host Mitochondria Crosstalk in New Onset Crohn’s Disease. Nat. Commun. 2016, 7, 13419.
[CrossRef]


https://www.mdpi.com/article/10.3390/ijms25010673/s1
https://www.mdpi.com/article/10.3390/ijms25010673/s1
https://doi.org/10.1007/s00535-018-1439-1
https://www.ncbi.nlm.nih.gov/pubmed/29429045
https://doi.org/10.1016/S0140-6736(17)32448-0
https://www.ncbi.nlm.nih.gov/pubmed/29050646
https://doi.org/10.5281/zenodo.3379040
https://doi.org/10.3748/wjg.14.338
https://www.ncbi.nlm.nih.gov/pubmed/18200657
https://doi.org/10.1155/2019/7247238
https://www.ncbi.nlm.nih.gov/pubmed/31886308
https://doi.org/10.1038/ncomms13419

Int. J. Mol. Sci. 2024, 25, 673 13 of 14

10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Scanlan, P.D.; Shanahan, F; Marchesi, ].R. Human Methanogen Diversity and Incidence in Healthy and Diseased Colonic Groups
Using McrA Gene Analysis. BMC Microbiol. 2008, 8, 79. [CrossRef]

Valentine, D.L. Adaptations to Energy Stress Dictate the Ecology and Evolution of the Archaea. Nat. Rev. Microbiol. 2007, 5,
316-323. [CrossRef]

Nottingham, P.M.; Hungate, R.E. Isolation of Methanogenic Bacteria from Feces of Man. |. Bacteriol. 1968, 96, 2178. [CrossRef]
Gaci, N.; Borrel, G.; Tottey, W.; O’Toole, PW.; Brugere, ].E. Archaea and the Human Gut: New Beginning of an Old Story. World J.
Gastroenterol. 2014, 20, 16062-16078. [CrossRef] [PubMed]

Moissl-Eichinger, C.; Pausan, M.; Taffner, J.; Berg, G.; Bang, C.; Schmitz, R.A. Archaea Are Interactive Components of Complex
Microbiomes. Trends Microbiol. 2018, 26, 70-85. [CrossRef] [PubMed]

Mohammadzadeh, R.; Mahnert, A.; Duller, S.; Moissl-Eichinger, C. Archaeal Key-Residents within the Human Microbiome:
Characteristics, Interactions and Involvement in Health and Disease. Curr. Opin. Microbiol. 2022, 67, 102146. [CrossRef] [PubMed]
Sereme, Y.; Mezouar, S.; Grine, G.; Mege, ].L.; Drancourt, M.; Corbeau, P,; Vitte, ]. Methanogenic Archaea: Emerging Partners in
the Field of Allergic Diseases. Clin. Rev. Allergy Immunol. 2019, 57, 456—466. [CrossRef]

Lecours, PB.; Marsolais, D.; Cormier, Y.; Berberi, M.; Haché, C.; Bourdages, R.; Duchaine, C. Increased Prevalence of
Methanosphaera stadtmanae in Inflammatory Bowel Diseases. PLoS ONE 2014, 9, e87734. [CrossRef]

Vierbuchen, T.; Bang, C.; Rosigkeit, H.; Schmitz, R.A.; Heine, H. The Human-Associated Archaeon Methanosphaera stadtmanae Is
Recognized through Its RNA and Induces TLR8-Dependent NLRP3 Inflammasome Activation. Front. Immunol. 2017, 8, 313829.
[CrossRef]

Chehoud, C.; Albenberg, L.G.; Judge, C.; Hoffmann, C.; Grunberg, S.; Bittinger, K.; Baldassano, R.N.; Lewis, ].D.; Bushman, ED.;
Wu, G.D. A Fungal Signature in the Gut Microbiota of Pediatric Patients with Inflammatory Bowel Disease. Inflamm. Bowel Dis.
2015, 21, 1948. [CrossRef]

Krawczyk, A.; Salamon, D.; Kowalska-Duplaga, K.; Bogiel, T.; Gosiewski, T. Association of Fungi and Archaea of the Gut
Microbiota with Crohn’s Disease in Pediatric Patients—Pilot Study. Pathogens 2021, 10, 1119. [CrossRef]

Ruel, J.; Ruane, D.; Mehandru, S.; Gower-Rousseau, C.; Colombel, J.F. IBD across the Age Spectrum: Is It the Same Disease? Nat.
Rev. Gastroenterol. Hepatol. 2014, 11, 88-98. [CrossRef]

Cisek, A.A.; Bak, I.; Cukrowska, B. Improved Quantitative Real-Time PCR Protocol for Detection and Quantification of
Methanogenic Archaea in Stool Samples. Microorganisms 2023, 11, 660. [CrossRef]

OpenEpi—2 x 2 Table Statistics. Available online: https://www.openepi.com/TwobyTwo/TwobyTwo.htm (accessed on 25
December 2023).

Ghavami, S.B.; Rostami, E.; Sephay, A.A.; Shahrokh, S.; Balaii, H.; Aghdaei, H.A.; Zali, M.R. Alterations of the Human Gut
Methanobrevibacter smithii as a Biomarker for Inflammatory Bowel Diseases. Microb. Pathog. 2018, 117, 285-289. [CrossRef]
[PubMed]

Houshyar, Y.; Massimino, L.; Lamparelli, L.A.; Danese, S.; Ungaro, F. Going Beyond Bacteria: Uncovering the Role of Archaeome
and Mycobiome in Inflammatory Bowel Disease. Front. Physiol. 2021, 12, 783295. [CrossRef] [PubMed]

Massimino, L.; Lamparelli, L.A.; Houshyar, Y.; D’Alessio, S.; Peyrin-Biroulet, L.; Vetrano, S.; Danese, S.; Ungaro, F. The
Inflammatory Bowel Disease Transcriptome and Metatranscriptome Meta-Analysis (IBD TaMMA) Framework. Nat. Comput. Sci.
2021, 1, 511-515. [CrossRef]

Zhang, X.; Deeke, S.A.; Ning, Z.; Starr, A.E.; Butcher, J.; Li, J.; Mayne, J.; Cheng, K; Liao, B.; Li, L.; et al. Metaproteomics Reveals
Associations between Microbiome and Intestinal Extracellular Vesicle Proteins in Pediatric Inflammatory Bowel Disease. Nat.
Commun. 2018, 9, 2873. [CrossRef] [PubMed]

Huang, Y.; Wu, M,; Xiao, H,; Liu, H.; Yang, G. Mesalamine-Mediated Amelioration of Experimental Colitis in Piglets Involves Gut
Microbiota Modulation and Intestinal Immune Cell Infiltration. Front. Immunol. 2022, 13, 883682. [CrossRef]

Bang, C.; Weidenbach, K.; Gutsmann, T.; Heine, H.; Schmitz, R.A. The Intestinal Archaea Methanosphaera stadtmanae and
Methanobrevibacter smithii Activate Human Dendritic Cells. PLoS ONE 2014, 9, 99411. [CrossRef]

D’Amico, F; Nancey, S.; Danese, S.; Peyrin-Biroulet, L. A Practical Guide for Faecal Calprotectin Measurement: Myths and
Realities. J. Crohn’s Colitis 2021, 15, 152-161. [CrossRef]

Pimentel, M.; Mayer, A.G.; Park, S.; Chow, E.J.; Hasan, A.; Kong, Y. Methane Production during Lactulose Breath Test Is Associated
with Gastrointestinal Disease Presentation. Dig. Dis. Sci. 2003, 48, 86-92. [CrossRef]

Rana, S.V.; Sharma, S.; Malik, A.; Kaur, J.; Prasad, K.K,; Sinha, S.K.; Singh, K. Small Intestinal Bacterial Overgrowth and Orocecal
Transit Time in Patients of Inflammatory Bowel Disease. Dig. Dis. Sci. 2013, 58, 2594-2598. [CrossRef]

Shah, A.; Morrison, M.; Burger, D.; Martin, N.; Rich, J.; Jones, M.; Koloski, N.; Walker, M.M.; Talley, N.J.; Holtmann, G.J.; et al.
Systematic Review with Meta-Analysis: The Prevalence of Small Intestinal Bacterial Overgrowth in Inflammatory Bowel Disease
Summary Background: Current Data on Small Intestinal Bacterial Overgrowth (SIBO) in Patients. Aliment. Pharmacol. Ther. 2019,
49, 624-635. [CrossRef]

Gandhi, A.; Shah, A.; Jones, M.P; Koloski, N.; Talley, N.J.; Morrison, M.; Holtmann, G. Methane Positive Small Intestinal Bacterial
Overgrowth in Inflammatory Bowel Disease and Irritable Bowel Syndrome: A Systematic Review and Meta-Analysis. Gut
Microbes 2021, 13, 1933313. [CrossRef]

Weaver, G.A.; Krause, ]J.A.; Miller, T.L.; Wolin, M.J. Incidence of Methanogenic Bacteria in a Sigmoidoscopy Population: An
Association of Methanogenic Bacteria and Diverticulosis. Gut 1986, 27, 698-704. [CrossRef]


https://doi.org/10.1186/1471-2180-8-79
https://doi.org/10.1038/nrmicro1619
https://doi.org/10.1128/jb.96.6.2178-2179.1968
https://doi.org/10.3748/wjg.v20.i43.16062
https://www.ncbi.nlm.nih.gov/pubmed/25473158
https://doi.org/10.1016/j.tim.2017.07.004
https://www.ncbi.nlm.nih.gov/pubmed/28826642
https://doi.org/10.1016/j.mib.2022.102146
https://www.ncbi.nlm.nih.gov/pubmed/35427870
https://doi.org/10.1007/s12016-019-08766-5
https://doi.org/10.1371/journal.pone.0087734
https://doi.org/10.3389/fimmu.2017.01535
https://doi.org/10.1097/MIB.0000000000000454
https://doi.org/10.3390/pathogens10091119
https://doi.org/10.1038/nrgastro.2013.240
https://doi.org/10.3390/microorganisms11030660
https://www.openepi.com/TwobyTwo/TwobyTwo.htm
https://doi.org/10.1016/j.micpath.2018.01.029
https://www.ncbi.nlm.nih.gov/pubmed/29477743
https://doi.org/10.3389/fphys.2021.783295
https://www.ncbi.nlm.nih.gov/pubmed/34938203
https://doi.org/10.1038/s43588-021-00114-y
https://doi.org/10.1038/s41467-018-05357-4
https://www.ncbi.nlm.nih.gov/pubmed/30030445
https://doi.org/10.3389/fimmu.2022.883682
https://doi.org/10.1371/journal.pone.0099411
https://doi.org/10.1093/ecco-jcc/jjaa093
https://doi.org/10.1023/A:1021738515885
https://doi.org/10.1007/s10620-013-2694-x
https://doi.org/10.1111/apt.15133
https://doi.org/10.1080/19490976.2021.1933313
https://doi.org/10.1136/gut.27.6.698

Int. J. Mol. Sci. 2024, 25, 673 14 of 14

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

Peled, Y.; Gilat, T.; Liberman, E.; Bujanover, Y. The Development of Methane Production in Childhood and Adolescence. . Pediatr.
Gastroenterol. Nutr. 1985, 4, 575-579. [CrossRef]

Mihajlovski, A.; Doré, J.; Levenez, F.; Alric, M.; Brugere, ].F. Molecular Evaluation of the Human Gut Methanogenic Archaeal
Microbiota Reveals an Age-Associated Increase of the Diversity. Environ. Microbiol. Rep. 2010, 2, 272-280. [CrossRef]

Dridi, B.; Henry, M.; Richet, H.; Raoult, D.; Drancourt, M. Age-Related Prevalence of Methanomassiliicoccus luminyensis in the
Human Gut Microbiome. APMIS 2012, 120, 773-777. [CrossRef]

Vanderhaeghen, S.; Lacroix, C.; Schwab, C. Methanogen Communities in Stools of Humans of Different Age and Health Status
and Co-Occurrence with Bacteria. FEMS Microbiol. Lett. 2015, 362, fnv092. [CrossRef]

Busquets, D.; Oliver, L.; Amoedo, J.; Ramié-Pujol, S.; Malagén, M.; Serrano, M.; Bahi, A.; Capdevila, M.; Lluansi, A.; Torrealba, L.;
et al. RAID Prediction: Pilot Study of Fecal Microbial Signature With Capacity to Predict Response to Anti-TNF Treatment.
Inflamm. Bowel Dis. 2021, 27, S63-566. [CrossRef]

Kucharzik, T.; Ellul, P; Greuter, T.; Rahier, ].E; Verstockt, B.; Abreu, C.; Albuquerque, A.; Allocca, M.; Esteve, M.; Farraye, FA;
et al. ECCO Guidelines on the Prevention, Diagnosis, and Management of Infections in Inflammatory Bowel Disease. J. Crohn’s
Colitis 2021, 15, 879-913. [CrossRef]

Cisek, A.A.; Bak, L; Stefariska, I.; Binek, M. Selection and Optimization of High-Yielding DNA Isolation Protocol for Quantitative
Analyses of Methanogenic Archaea. Microorganisms 2022, 10, 523. [CrossRef]

Salonen, A.; Nikkil, J.; Jalanka-Tuovinen, J.; Immonen, O.; Rajili¢-Stojanovi¢, M.; Kekkonen, R.A.; Palva, A.; de Vos, WM.
Comparative Analysis of Fecal DNA Extraction Methods with Phylogenetic Microarray: Effective Recovery of Bacterial and
Archaeal DNA Using Mechanical Cell Lysis. . Microbiol. Methods 2010, 81, 127-134. [CrossRef] [PubMed]

The Ribosomal RNA Database. Available online: https://rrndb.umms.med.umich.edu/ (accessed on 24 October 2023).

Science Primer. Available online: http://scienceprimer.com/copy-number-calculator-for-realtime-pcr (accessed on 1 October 2023).
Ufnar, J.A.; Wang, S.Y.; Christiansen, J.M.; Yampara-Iquise, H.; Carson, C.A.; Ellender, R.D. Detection of the NifH Gene of
Methanobrevibacter smithii: A Potential Tool to Identify Sewage Pollution in Recreational Waters. ]. Appl. Microbiol. 2006, 101,
44-52. [CrossRef]

Cozannet, M.; Borrel, G.; Roussel, E.; Moalic, Y.; Allioux, M.; Sanvoisin, A.; Toffin, L.; Alain, K. New Insights into the Ecology and
Physiology of Methanomassiliicoccales from Terrestrial and Aquatic Environments. Microorganisms 2021, 9, 30. [CrossRef]
Prion, S.; Haerling, K.A. Making Sense of Methods and Measurement: Spearman-Rho Ranked-Order Correlation Coefficient. Clin.
Simul. Nurs. 2014, 10, 535-536. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1097/00005176-198508000-00013
https://doi.org/10.1111/j.1758-2229.2009.00116.x
https://doi.org/10.1111/j.1600-0463.2012.02899.x
https://doi.org/10.1093/femsle/fnv092
https://doi.org/10.1093/ibd/izab273
https://doi.org/10.1093/ecco-jcc/jjab052
https://doi.org/10.3390/microorganisms10030523
https://doi.org/10.1016/j.mimet.2010.02.007
https://www.ncbi.nlm.nih.gov/pubmed/20171997
https://rrndb.umms.med.umich.edu/
http://scienceprimer.com/copy-number-calculator-for-realtime-pcr
https://doi.org/10.1111/j.1365-2672.2006.02989.x
https://doi.org/10.3390/microorganisms9010030
https://doi.org/10.1016/j.ecns.2014.07.005

	Introduction 
	Results 
	Characteristics of the Subjects 
	The Prevalence and Abundance of Gut Methanogens 
	Relationship between IBD Activity Indices and the Number of Methanogenic Archaea 
	Relationship between FCP and the Number of Methanogenic Archaea 
	Relationship between Age and the Number of Methanogenic Archaea 

	Discussion 
	Materials and Methods 
	Subjects 
	FCP Measurement 
	DNA Isolation 
	Quantitative Real-Time PCR 
	Statistical Analysis 

	Conclusions 
	References

