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Rate of performing RCBC per individual physician

Figure 1. Dot plot of rates of performing random colonic biopsies at colonoscopy (RCBC) for chronic
diarrhea by individual physicians shows a consistent difference in rates between gastroenterologists
(blue diamonds) and surgeons (red squares) with a negligible overlap. A Wilcox rank-sum test per-
formed on individual physician rates indicates that the difference in RCBC between the two specialists

was statistically significant (P=0.0002).

introduce bias toward greater physician
adherence to biopsy guidelines from poten-
tial leakage of study protocol. Long-term
clinical consequences of not performing ran-
dom colonic biopsies were not analyzed. This
study was performed at one university hospi-
tal; colonoscopy practices may differ at com-
munity hospitals. Study strengths include
novel, highly significant, practice differences,
and opportunities for performance improve-
ment with dissemination of these findings.

These data suggest that many colono-
scopists do not adhere to colonoscopy
guidelines for chronic diarrhea; this non-
adherence may be concentrated among
surgeons. This study emphasizes the
importance of educating colonoscopists
about these guidelines.
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Letters to the Editor

To the Editor: The study of the microbi-
ome and the high response rates of fecal
microbiota transplant (FMT) to refractory
Clostridium difficile has engendered much
excitementin the gastrointestinal (GI) com-
munity and among patients with chronic
GI diseases. FMT has been administered
via nasogastric tube, esophagogastroduo-
denoscopy, colonoscopy, and enema, all
with varying degrees of success depending
on the indication (1,2). Currently, FMT is
considered experimental in the manage-
ment of Crohns disease, although some
case reports are available. Given the power
of the internet to disseminate information,
patients are increasingly taking this poten-
tial therapy into their own hands.

Here I report the case of a 36-year-old
physician with a diagnosis of Crohn’s
ileocolitis. He had stable disease 2 years
after ileocolonic resection with grade i0
inflammation in the neoterminal ileum
and mild proctitis for which the patient
accepted only oral and topical mesalamine
therapy. During a recent flare, colonos-
copy identified mild inflammation in the
rectum from 0 to 10cm (consistent with
mesalamine suppository use), but severe
inflammation from 11 to 22 cm. The areas
proximal to that were macroscopically
normal including the neoterminal ileum.
The patient declined recommendation
for therapy with meslamaine enema and
instead preferred to try FMT using his wife
as the donor.

The patient and his wife identified mul-
tiple websites with clear directions on
“do-it-yourself” FMT, but specially chose
the guidance of the website “the power
of poop (http://thepowerofpoop.com/
epatients/fecal-transplant-instructions/).”
Using enemas to self-administer FMT, the
patient was able to retain the enema from
30 min to 2h daily for 5 days. After 5 days,
the patient had worsening of symptoms
and experienced fecal incontinence. He
subsequently changed strategies to 5ASA
enema and had near resolution of bleeding
and diarrhea within 3 days. He continues
to alternate mesalamine enema and sup-
pository with good effect 3 weeks after this
attempt at self-administered FMT.

The limited efficacy of approved inflam-
matory bowel disease (IBD) therapies and
the hunger for “natural” options all drive
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the desire to find alternative therapies by
both patients and physicians. However,
we agree with Dr Rubin that we physi-
cians should check our enthusiasm with
the knowledge that this therapy has uncer-
tain efficacy in IBD (3). Our first priority
to patients should be the use of proven
therapies and then advocating for clinical
trials of FMT to identify the subset of IBD
patients who may benefit most from it. In
the meantime, we should be aware of what
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our patients may be doing themselves and
help document the outcomes.
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