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to be reached with listed phone number. Of the remaining 190 eligible patients, 137 
patients completed the survey.

Results. The median time-period between FMT and follow up was 22  months. 
Median number of failed antibiotic courses for RCDI before FMT was 4. Overall, 82% 
(113/137) of patients experienced resolution of RCDI post-FMT (non-RCDI group) 
while 18% (24/137) of patients had recurrence of CDI post-FMT (RCDI group). In the 
RCDI and non-RCDI groups, antibiotic use post-FMT for non- C. difficile-related infec-
tions was 75% and 38% (P = 0.0004), respectively. PPI use post-FMT was 38% and 31% 
(P = 0.28), and probiotic use post-FMT was 63% and 41% (P = 0.026) in the RCDI and 
non-RCDI groups, respectively. There were 18 hospitalizations in the RCDI group and 
9 were related to C. difficile complications; of the 36 hospitalizations in the non-RCDI 
group, only 1 was related to chronic complication of a previous C. difficile infection. 
Overall, 11% of patients reported improvement or resolution of medical conditions not 
related to CDI post-FMT while 33% reported diagnosis of a new medical condition or 
development of new symptoms; none of the new medical conditions or symptoms were 
attributable to the procedure. In all, 95% of patients indicated willingness to undergo 
FMT in the future if they experience another bout of C. difficile infection.

Conclusion. The findings show that FMT is a highly effective treatment option for 
RCDI with a cure rate, defined as resolution of RCDI post-FMT or recurrence attribut-
able to antibiotic use post-FMT, of 96% (131/137) in the study group. Furthermore, clin-
ical outcomes and patient satisfaction post-FMT indicate the safety of the procedure.
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Background. Recurrent CDI is common despite antibiotic therapy. FMT is effect-
ive to reduce recurrent infections. We report our experience with Commercialized 
FMT (cFMT) products by providing ready-to-use capsules, for oral administration, or 
solution, for administration via colonoscopy.

Methods. The study was approved by IRB for adult patients with at least 3 epi-
sode of recurrent CDI despite antibiotic therapy, patients with severe infection were 
excluded. cFMT was administered in the hospital or at outpatient center. Each patient 
was evaluated 8 weeks post-transplant to assess for sustained clinical cure and side 
effects. The economic impact of cFMT was evaluated using historical data from EHR 
including: CDI rate, CDI readmission rate, rate of CDI-associated death, cost of CDI 
admissions, and rate of use of each antimicrobial regimen

Results. 33 patients enrolled (solution/colonoscopy 20 and capsule 13). Mean age 
was 74 vs. 67 y, female 56% vs. 64%, recurrent episode 4 vs. 3.1, CDI severity score 
1.4 vs. 1.2. 95% (19/20) of patients who received cFMT via colonoscopy experienced 
sustained clinical cure vs. 85% (11/13) of patients who received capsule. One patient 
experienced an adverse event from capsule with nausea and vomiting, which resolved 
without sequelae. 2 of the 3 patients that experienced treatment failure received cFMT 
from the same donor Due to recurrent episodes. The cost of cFMT was $635 for cap-
sules and $485 for solution which was far less than recurrent CDI associated cost.

Conclusion. cFMT is a viable alternative to traditional FMT and was both clinic-
ally and economically beneficial in patients with recurrent CDI in a community hospi-
tal. Further studies needed to confirm above findings.
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Background. CDI is a common cause of bacterial diarrhea, especially in immuno-
compromised patients. Fecal Microbiota Transplanation (FMT) has been shown to be an 
effective treatment for recurrent and refractory CDI. The outcomes of FMT treatment 
for recurrent CDI have been well described in adult populations; however, the data for 
immunocompromised (IC) patients especially among children are limited. We describe 
the experience of FMT for treatment of CDI in immuncompromised pediatric patients.

Methods. We collected clinical data for IC patients <21  years in our pediatric 
institution who had received FMT for recurrent, refractory, and/or severe CDI. IC 
patients included those with: solid organ transplantation (SOT) receiving immuno-
suppressive medications; neoplasm; hematopoietic stem cell transplantation (HSCT); 
inflammatory bowel disease (IBD) requiring immunosuppressive medication(s). We 
collected demographic and clinical data, as well as outcomes, including: resolution of 
diarrhea, CDI relapse, and adverse events within 3 months post-FMT.

Results. We performed 37 pediatric FMT for recurrent, refractory, and/or severe 
CDI between September 2012 and February 2017. Of these, 12 were immunocom-
promised children: 2 with SOT; 3 with neoplasm and/or HSCT; and 7 with IBD on 
immunosuppressive medication(s). Median age was 11.9 years old (range 3–16 years). 
6 (50%) experienced resolution of diarrhea within 1 week post-FMT, and 9 (67%) were 
C. difficile negative within 3 months of FMT (3 patients did not have follow-up testing). 
None had CDI relapse within 3 months post-FMT. 3 (25%) had adverse event(s) within 
3 months post-FMT, 2 of whom had SAEs: 1 had graft rejection at 2 months post-FMT 
which ultimately required re-transplantion and 1 had aspiration pneumonitis imme-
diately following FMT. 4 (50%) of the IBD patients had disease remission (clinical, 
biologic, and/or histologic) in the 3 months post-FMT.

Conclusion. FMT appears to be effective and reasonably safe for recurrent CDI 
in immunocompromised pediatric patients. However, the small numbers limit conclu-
sions, especially about safety. Larger multicenter studies are needed to precisely deter-
mine safety and efficacy in this specialized population.
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Background. Fecal microbiota transplant (FMT) for relapsing Clostridium diffi-
cile infections (CDI) allows for rapid repopulation of the colonic microbiome and may 
prevent future relapses. FMT is considered safe, however subsequent impact on weight 
and metabolism are incompletely understood. Animal studies have shown that altera-
tions in microbiota lead to changes in weight; this is also suggested in humans, based on 
limited anecdotal evidence. This study explores changes in weight associated with FMT.

Methods. We conducted a retrospective observational study of patients who 
underwent FMT at our 1100-bed community-based academic healthcare system. 
FMT protocol requires 2 documented CDI relapses and failed vancomycin taper. 
FMT methods include colonoscopy, EGD and oral capsules. Of note, donor stool 
(OpenBiome, Boston, Massachusetts) criteria include BMI <30. We conducted chart 
review for documented provider-measured weights pre- and post- FMT (≤ 1  year), 
and compared pre-FMT weights to last recorded weight within 1-year period. We also 
evaluated weights in a subset of patients in the acute (2–6 week post FMT) timeframe.

Results. Between Apr 2014- Oct 2016, 41 patients underwent FMT. Of these, 31 
(75%) patients had adequate weight data available for review (Table). Overall patients 
gained an average 2.4%. During the acute phase, 20 patients (65%) had documented 
weights; of these 50% lost and 50% gained weight, with overall weight loss of 0.7%.

Baseline 1-year

BMI Class, % - -
Underweight 16 16
Normal 36 26
Overweight 24 26
Obese 24 32
Weight change, % -
Gain 55
Loss 39
Maintain 6
% of body weight gained/lost, n (%) -
>5% gain 11 (65)
>10% gain 6 (35)
>5% loss 6 (50)
>10% loss 2 (17)
Average % of body weight change 

(among those with changes)
-

Gain 7.7
Loss 5.5


