Utilization of Upper Gastrointestinal Fecal Microbiota Transplant
in Fulminant Clostridioides difficile Colitis
Techniques to Maximize Success
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Introduction

» Clostridioides difficile (C. diff) colitis is an antibiotic-related infection of the gut
that is estimated to cause approximately half a million infections in the United
States annually.[1]

* The role of fecal microbiota transplant (FMT) in the treatment of C. diff is
unclear.

* However, FMT is currently recommended for patients with severe and
fulminant C. diff infections that are unresponsive to antibiotic therapy in
patients who are non-surgical candidates.[2]

* FMT is preferably administered rectally as this is associated with higher cure
rates than delivery via the upper gastrointestinal tract.[2,3]

Case Description

A 93-year-old female, independent with her activities of daily living at baseline, with
a past medical history of stage Il chronic kidney disease, hyperlipidemia, and
gastroesophageal reflux disease (on chronic proton pump inhibitor (PPI) therapy),
who presented to the emergency department for eight-day history of intermittent
fevers, 1-2 weeks of loose stools with generalized abdominal pain, nausea and
vomiting associated with poor oral intake for 2-3 days prior to presentation. She had
no history of recent antibiotic use, although did take omeprazole for reflux. She was
vaccinated with the BNT162b2 (Pfizer-BioNTech) Covid vaccine with two doses and
a booster prior to presentation.
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Figure 1. (A-B) Non-contrast CT abdomen and pelvis done upon initial presentation showing findings suggestive of bowel wall
thickening in the ascending colon and cecum concerning for colitis in axial (A) and coronal (B) planes. (C-E) Repeat non-contrast CT
abdomen/pelvis in axial (C) and sagittal (D, E) planes which showed increase in colonic distention within the transverse colon

measuring up to 7cm (C, E) and increased distention within the cecum and ascending colon (D) concerning for toxic megacolon.

Clinical Course

Initial vitals included temperature of 99.7°F, heart rate of 87 bpm, blood pressure of
103/42, and oxygen saturation of 92% on room air.

Initial blood work revealed leukocytosis, elevated creatinine, and elevated
inflammatory markers. Initial imaging studies showed evidence of severe diffuse colitis.
She was found to be C. diff positive and initially treated with oral vancomycin. Rectal
vancomycin and intravenous metronidazole were added in conjunction after she
continued to deteriorate clinically. Her hospital course was complicated by poor oral
intake, ileus, toxic megacolon, and severe deconditioning.

FMT was considered in this patient, although she was not a candidate for
colonoscopic, upper endoscopic, or orally encapsulated delivery due to the high risk of
colon perforation and high aspiration risk, respectively. We pursued FMT via
nasojejunal tube (NJT). We took measures including ensuring a deep insertion of the
NJT [4], with the tip approximately 25-30 cm distal to the ligament of Treitz, stopping all
antibiotics for 48 hours before FMT [5], and utilization of a PPl and a pro-kinetic agent
at the time of FMT [6], to maximize the chances of a positive outcome.

Since undergoing FMT, the patient, initially critically ill, has had a significant
improvement in her symptoms and has returned to her baseline clinical and functional
status.

Discussion

C. diff is one of the most common nosocomial infections among hospitalized
patients, although may be community acquired, such as in this case.

The patient’s only risk factor for acquiring C. diff was use of a PPI [7]

Alternative approaches, such as surgical resection or FMT, may be utilized in
cases that are refractory to antibiotic therapies.

Although evidence supporting FMT is limited, delivery of FMT via the upper
gastrointestinal tract is not recommended due to lower efficacy.

We utilized FMT via NJT in this patient given her high risk for surgery, perforation,
and aspiration.

We took measures to maximize the success of FMT with deep insertion of the
NJT, discontinuing antibiotics prior to the procedure, and utilization of a PPl and
pro-kinetic agent and believe these steps increased the patient’s chances of a
positive outcome.

Further studies may further clarify efficacy for FMT via upper gastrointestinal tract
utilizing the above-mentioned efforts to attempt to maximize the success rates.
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