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Clostridium difficile infection (CDI) is an inflammatory diarrheal 
illness frequently associated with antibiotic use and characterized 

by disruptions in the normal intestinal microbiota (1). In recent years, 
CDIs have become more frequent, severe and refractory to therapy 
(2-9). It is estimated that 10% to 35% of patients treated with stan-
dard antibiotic therapy will progress to develop a recurrence (10-12). 
Up to 65% of patients treated with antibiotics for recurrent CDI will 
progress to develop a chronic, recurring form of the disease (13,14).

Fecal microbiota transplantation (FMT) has demonstrated signifi-
cant value as a therapy for recurrent CDI. A systematic review found 

that 92% of patients treated with FMT for CDI or pseudomembranous 
colitis experienced rapid resolution of infection and symptoms (15). 
More recently, the first randomized controlled trial (RCT) of FMT was 
stopped early because of the treatment failure rate in the control 
groups; 94% of patients with recurrent CDI were cured with FMT, 
compared with 31% treated with vancomycin and 23% treated with 
vancomycin and sham FMT (gastric lavage) (16).

Despite increasing evidence supporting its safety and efficacy, FMT 
is infrequently used in medical practice. There is a widely held belief 
that FMT was seldom used because patients had a strong aversion to 
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Background: Fecal microbiota transplantation (FMT) is a safe 
and effective, yet infrequently used therapy for recurrent Clostridium 
difficile infection (CDI). 
Objective: To characterize barriers to FMT adoption by surveying 
physicians about their experiences and attitudes toward the use of 
FMT.
Methods: An electronic survey was distributed to physicians to 
assess their experience with CDI and attitudes toward FMT. 
Results: A total of 139 surveys were sent and 135 were completed, 
yielding a response rate of 97%. Twenty-five (20%) physicians had 
treated a patient with FMT, 10 (8%) offered to treat with FMT, nine 
(7%) referred a patient to receive FMT, and 83 (65%) had neither 
offered nor referred a patient for FMT. Physicians who had experience 
with FMT (performed, offered or referred) were more likely to be male, 
an infectious diseases specialist, >40 years of age, fellowship trained 
and practicing in an urban setting. The most common reasons for not 
offering or referring a patient for FMT were: not having ‘the right 
clinical situation’ (33%); the belief that patients would find it too 
unappealing (24%); and institutional or logistical barriers (23%). 
Only 8% of physicians predicted that the majority of patients would 
opt for FMT if given the option. Physicians predicted that patients 
would find all aspects of the FMT process more unappealing than they 
would as providers.
Conclusions: Physicians have limited experience with FMT 
despite having treated patients with multiple recurrent CDIs. There is 
a clear discordance between physician beliefs about FMT and patient 
willingness to accept FMT as a treatment for recurrent CDI. 
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tion; Fecal transplant; Physician attitudes; Shared decision making

Les attitudes des médecins envers l’utilisation de la 
transplantation fécale pour le traitement de 
l’infection récurrente à Clostridium difficile

HISTORIQUE : La transplantation fécale (TF) est un traitement 
sécuritaire et efficace, mais peu utilisé pour soigner l’infection à 
Clostridium difficile (ICD) récurrente. 
OBJECTIF : Caractériser les obstacles à l’adoption de la TF au moyen 
d’un sondage auprès des médecins sur leurs expériences et leurs atti-
tudes envers l’utilisation de ce traitement.
MÉTHODOLOGIE : Un sondage électronique a été distribué aux 
médecins pour évaluer leur expérience de l’ICD et leurs attitudes 
envers la TF.
RÉSULTATS : Au total, 139 sondages ont été envoyés et 135 ont été 
remplis, pour un taux de réponse de 97 %. Vingt-cinq médecins (20 %) 
avaient traité un patient par TF, dix (8 %) avaient offert de le faire, 
neuf (7 %) avaient aiguillé un patient en vue d’une TF et 83 (65 %) 
n’avaient ni offert la TF ni aiguillé le patient pour qu’il la reçoive. Les 
médecins qui avaient l’expérience de la TF (effectuée, offerte ou 
aiguillée) étaient plus susceptibles d’être de sexe masculin, d’être spé-
cialisés en infectiologie, d’avoir plus de 40 ans, de détenir un postdoc-
torat et d’exercer en milieu urbain. Les principales raisons de ne pas 
offrir une TF ou de ne pas aiguiller un patient pour qu’il la reçoive 
étaient de ne pas être dans « la bonne situation clinique » (33 %), de 
penser que les patients la trouveraient trop désagréable (24 %) et de se 
heurter à des obstacles logistiques ou posés par l’établissement (23 %). 
Seulement 8 % des médecins prédisaient que la majorité des patients 
opteraient pour la TF si on la leur offrait. Les médecins prédisaient 
que les patients trouveraient tous les aspects du processus de TF plus 
désagréable qu’eux-mêmes à titre de dispensateurs.
CONCLUSIONS : Les médecins avaient une expérience limitée de la 
TF, même s’ils avaient traité des patients ayant de multiples ICD récur-
rente. On constate une divergence claire entre les croyances des méde-
cins au sujet de la TF et la volonté des patients à l’accepter comme 
traitement des ICD récurrentes. 
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the procedure based on its unappealing nature (4,10,11,14,17,18). 
However, we recently published data suggesting that while patients 
find many aspects of FMT unappealing, these concerns do not inter-
fere with their willingness to accept it in the setting of recurrent CDI 
(19). In fact, we found that up to 94% of patients would be willing to 
accept FMT as a treatment if it were recommended by their physician 
(19). These findings suggest that there are other significant barriers to 
FMT adoption. In the present study, we attempted to characterize 
these barriers by surveying physicians regarding their experiences with 
and attitudes toward the use of FMT for recurrent CDI.  

METHODS
Survey development and validation
An electronic survey was developed using the online program 
Zoomerang. The survey was intended for physicians only and was dis-
tributed electronically between May 2011 and February 2012. It was 
comprised of five sections: physician experience with CDI; physician 
treatment patterns for CDI; physician experience with FMT; physician 
perceptions and attitudes toward FMT; and demographic data. A focus 
group including gastroenterologists in the Department of 
Gastroenterology at Dartmouth-Hitchcock Medical Center (DHMC, 
New Hampshire, USA) reviewed the survey for content and compre-
hension before distribution.  

Physicians were first asked about their experience treating CDI and 
the volume of patients they currently treat for CDI. They were asked 
to describe their clinical experience treating both primary and recur-
rent CDI, and the treatment modalities they most commonly recom-
mend for an initial episode, and for a first, second or third or greater 
recurrence.

Physicians were then asked about their knowledge of the published 
literature regarding FMT and their experience with FMT. Physicians 
were asked a series of questions about reasons for performing or recom-
mending, or not performing or recommending FMT, and methods of 
performing FMT, if they have performed it.

After reading a summary of published data regarding the epidemiol-
ogy and clinical outcomes of CDI and the efficacy of various treatment 
modalities compiled from Centers for Disease Control and Prevention 
(Georgia, USA) publications (20) and UpToDate (21), physicians rated 
the degree to which this information was consistent with their previous 
beliefs. They answered questions about what conditions would need to 
be met for them to offer FMT as a therapy both for nonfulminant and 
fulminant recurrent CDI. They then were asked to rate aspects of the 
FMT procedure on a five-point Likert scale, in which 1 represented “I 
don’t find this unappealing at all”; 3 represented “Very unappealing, but 
not necessarily prohibitive”; and 5 represented “Definitely unappealing 
to the point of being prohibitive.” Finally, using the same scale, phys-
icians rated the degree to which they believed patients and donors 
would find aspects of the FMT procedure unappealing.

Study participants and recruitment
Participants were comprised of a convenience sample of primary care 
and subspecialty physicians, including those practicing internal medi-
cine, family medicine, infectious diseases and gastroenterology. Surveys 
were distributed electronically to these physicians at DHMC and 
Baylor College of Medicine (Texas, USA). Physicians were also 
recruited through a posting by one of the authors (KBK) on the 
Emerging Infectious Diseases Network. Participation was voluntary, 
anonymous and uncompensated. All participants were provided with a 
general description of the survey before agreeing to participate. To 
help limit selection bias, the description did not reference FMT.

Ethical issues
The study protocol was reviewed and exempted by the Dartmouth 
College Committee for Protection of Human Subjects. 

Analysis
Simple and stratified analyses of the data were performed using SPSS 
version 20 (IBM Corporation, USA). In some cases, Likert scales were 
collapsed into two categories for analysis: ‘unappealing enough to 
interfere with acceptability’ (scores 4 and 5) versus ‘not unappealing 
enough to interfere with acceptability’ (scores 1 to 3). The McNemar 
test was used to compare paired proportions and the χ2 test was used to 
compare the relationship between categorical variables; P<0.05 was 
considered to be statistically significant. 

RESULTS
A total of 139 surveys were sent and 135 were completed, yielding a 
response rate of 97%. Of the respondents reporting demographic informa-
tion, 82 (63%) were male, 52 (40%) were between 30 and 39 years of age, 
and 77 (59%) had completed a clinical fellowship (Table 1). Of phys-
icians providing medical specialty information (n=131), 43 (33%) 
were general internal medicine physicians, 45 (35%) were infectious 
disease specialists and 25 (19%) were gastroenterologists. Twenty 
(15%) respondents were completing residency training.

Among the participants, 100% had treated a patient with primary 
CDI and a first recurrence, 95% had treated a second recurrence of 
CDI and 77% had treated a third or greater recurrence. There were 
127 (95%) physicians who were generally aware of FMT as a treatment 
modality, 71 (56%) indicated they were moderately informed about 
the FMT literature and 31 (24%) indicated they were very informed 
about FMT. 

TABLE 1
Demographics of physician survey respondents (n=135)
Characteristic
Sex
   Female 48 (37)
   Male 82 (63)
   Missing data 5 (4)
Age, years
   20–29 12 (9)
   30–39 52 (40)
   40–49 37 (28)
   50–65 22 (17)
   >65 8 (6)
   Missing data 4 (3)
Level of training
   Currently in residency 20 (15)
   Finished residency and did not enter fellowship 24 (18)
   Finished residency and in a fellowship 10 (8)
   Finished fellowship 77 (59)
   Missing data 4 (3)
Type of specialty (either planning or currently practicing)
   Infectious diseases 45 (33)
   General internal medicine 43 (32)
   Gastroenterology 25 (19)
   Other 18 (13)
   Missing data 4 (3)
Practice setting
   Urban academic hospital 45 (34)
   Urban community hospital 12 (9)
   Urban private or group practice 7 (5)
   Suburban academic hospital 2 (2)
   Suburban community hospital 4 (3)
   Suburban private or group practice 3 (2)
   Rural academic hospital 52 (40)
   Rural community hospital 2 (2)
   Rural private or group practice 3 (2)
   Government 1 (1)
   Missing data 4 (3)

Data presented as n (%)
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Physician experience with recurrent CDI and FMT
For an initial or first recurrent episode of CDI, most physicians recom-
mended a course of oral metronidazole (86%) or oral vancomycin 
(21%). Physicians began recommending FMT for a second or greater 
recurrent CDI, and 19% of physicians would consider FMT as treat-
ment for a third or greater recurrence of CDI (Table 2). Twenty-five 
(20%) of the physicians in the sample had treated a patient with FMT, 
10 (8%) had offered to treat with FMT but the patient declined, nine 
(7%) had referred a patient to receive FMT, and 83 (65%) had neither 
offered FMT nor referred for FMT. Physicians who had experience 
with FMT (performed or offered) were more likely to be male, an 
infectious diseases specialist, >40 years of age, fellowship trained and 
practicing in an urban setting (Table 3). Among the 25 physicians 
who had performed FMT, 88% reported that, on average, the patients 
they treated with FMT had none or one recurrences of CDI after FMT.  

Of the 44 (33%) physicians who had performed or offered FMT, or 
referred for FMT, the most common indication for recommending 
FMT was a third or greater recurrent CDI (96% who performed FMT, 
90% who offered but not performed FMT, and 100% who referred). 
There were 83 (65%) physicians who had neither offered FMT nor 
referred for FMT. The three most frequent reasons for not offering 
FMT or referring for FMT were: not having what they considered to be 
‘the right clinical situation’ (33%); the belief that patients would find 
FMT too unappealing (24%); and institutional or logistical barriers 
(23%) (Table 4).

Physician beliefs about FMT
Of 127 respondents, 27 (21%) indicated that the existing evidence was 
sufficient for them to recommend FMT routinely for nonfulminant, 
recurrent CDI; 74 (58%) and 16 (12%) indicated that an RCT or for-
mal practice guidelines would be necessary, respectively, and 10 (8%) 
responded ‘other’. For patients experiencing fulminant recurrent CDI, 
48 respondents (38%) believed that the existing evidence was sufficient 
for them to recommend FMT, 46 (36%) indicated the need for an RCT 
in this population, 24 (19%) believed that practice guidelines were 
necessary, eight (6%) responded ‘other’ and one (1%) responded that 
under no circumstances would they offer FMT.

After reading a summary of information about CDI and the effi-
cacy of different treatment modalities: 16 (12%) of 135 respondents 
indicated that the efficacy of antibiotics for recurrent CDI was much 
lower than they believed and 15 (11%) that deaths from CDI were 
much higher than they believed. Among 135 respondents, 31 (23%) 
indicated that the reported efficacy of FMT was higher than they 
believed, 23 (17%) were surprised that there were so few published 
reports on FMT, and 16 (12%) believed that RCTs for FMT had 
already been published.

When asked to consider a scenario in which a group of patients 
with recurrent CDI were fully informed of both the recurrence rates 
following antibiotic therapy and the reported efficacy and safety of 
FMT, and then given a choice of FMT or antimicrobial therapy alone, 
only 10 (8%) of 131 respondents predicted that the majority of 
informed patients would choose FMT. Fifty-six (43%) predicted that 
“a fair number” of patients would choose FMT, 63 (47%) that only a 
small number of patients would choose FMT, one (1%) predicted that 
all patients would choose FMT and one (1%) predicted that no 
patients would choose FMT. 

Physicians’ rating aspects of the FMT procedure
Physicians rated all aspects of FMT as at least somewhat unappealing 
(mean score >2) with the most negative scores associated with admin-
istering stool by nasogastric tube (3.2 of 5.0; with 44% of physicians 
rating at either a 4 or 5) and collecting, blending and straining the stool 
specimen (3.0 of 5.0; with 29% of physicians rating at either a 4 or 5). 
Among respondents, the least unappealing aspect of the treatment pro-
cess was administering the stool by colonoscopy (2.0 of 5) (Table 5). 
While large percentages of providers found various aspects of FMT to 

TABLE 3
Physician characteristics associated with having treated 
with fecal microbiota transplantation (FMT), or offered or 
referred patients for FMT 

Physician characteristic

Treated, offered  
to treat or referred for 

treatment with FMT, n (%) P
Sex 0.02
   Female (n=46) 10 (22)
   Male (n=78) 34 (44)
Age, years  <0.001
   <40 (n=61) 12 (20)
   ≥40 (n=64) 32 (50)
Specialty <0.001

   Infectious diseases (n=45) 30 (67)
   Non-Infectious diseases (n=80) 14 (18)
Level of training <0.001
   Has not completed fellowship (n=50) 7 (14)
   Has completed fellowship (n=75) 37 (49)
Setting of training <0.001
   Urban (n=61) 28 (46)
   Rural (n=54) 8 (15)

TABLE 4
Reasons given by physicians for not offering fecal 
microbiota transplantation (FMT)* (n=83) 

Reasons for not offering FMT

Physicians  
reporting this  
reason, n (%)

Have not had the right clinical situation† 27 (33)
Believe that patients will find the concept too  
   unappealing

20 (24)

Institutional barriers (eg, IRB) make it difficult 19 (23)
I (physicians) find the concept too unappealing 15 (18)
Do not know enough about it† 10 (12)
Do not know whom to refer to† 6 (7)
Have concerns about the safety of the treatment 6 (7)
Do not believe it is effective based on data 3 (4)
Do not believe that I will receive reimbursement 1 (1)
Other 10 (12)

*Respondents were allowed to choose more than one option; †Options added 
based on free-text responses. IRB Institutional review board

TABLE 2
Physician experience with Clostridium difficile infection 
(CDI)

Recommended  
treatment for CDI

Initial  
episode  
(n=135)

Recurrence
First  

(n=135)
Second 
(n=129)

Third 
(n=105)

PO metronidazole 116 (86) 76 (56) 6 (5) 3 (3)
PO vancomycin 28 (21) 77 (57) 85 (66) 34 (32)
IV metronidazole 13 (10) 6 (4) 9 (7) 7 (7)
Pulsed and tapered  
   PO vancomycin

1 (1) 7 (5) 55 (43) 70 (67)

Probiotics 27 (20) 37 (27) 40 (31) 34 (32)
Rifaximin 0 (0) 0 (0) 11 (9) 23 (22)
Cholestyramine 0 (0) 1 (1) 1 (1) 8 (8)
IV immunoglobulins 0 (0) 1 (1) 1 (1) 8 (8)
Fecal biotherapy 0 (0) 0 (0) 3 (2) 20 (19)
Other 10 (7) 8 (6) 3 (2) 11 (11)
Has not treated 0 (0) 0 (0) 6 (4) 30 (22)

Data presented as n (%). IV Intravenous; PO Per oral
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be unappealing to the point of being potentially prohibitive (rating of 
4 or 5), no single aspect was deemed prohibitively unappealing by a 
majority of providers. 

When asked to predict how patients and donors would rate poten-
tially unappealing aspects of FMT, physicians predicted that patients 
and donors would rate all aspects of FMT as at least ‘very unappealing, 
but not necessarily prohibitive’ (mean score >3). Physicians predicted 
that the most negative scores would be associated with receiving FMT 
through an nasogastric tube (3.8 of 5.0; 61% rated either a 4 or 5). 
Physicians predicted that the least unappealing aspect of FMT for 
patients/donors would be receiving FMT by colonoscopy (2.8 of 5) or 
enema (3.0 of 5). 

Physicians believed that four aspects of the FMT process would be 
more unappealing for patients and donors than for providers them-
selves, and that, in fact, the majority of patients would find them so 
unappealing that they would interfere with acceptability (ie, rated as 4 or 
5). Physicians predicted that 54% of patients (versus 29% of phys-
icians; P<0.001) would find collecting, blending and transferring the 
stool specimen unappealing enough to interfere with acceptability. 
They predicted 55% of patients (versus 26% of physicians; P<0.001) 
would find cleaning all of the required preparation and delivery equip-
ment this unappealing. They predicted that 61% of patients (versus 
44% of physicians; P=0.002) would find administering versus receiv-
ing the stool via nasogastric tube this unappealing. Finally physicians 
predicted 50% of patients (versus 29% of physicians; P<0.001) would 
find the smell and appearance of stool throughout the process 
unappealing enough to interfere with acceptability.  

DISCUSSION
FMT is a safe, effective and seldom-used therapy for recurrent CDI.  
Editorialists have speculated on likely barriers to FMT adoption by 
physicians, suggesting that its aesthetically unappealing nature, logis-
tical challenges and a previous lack of efficacy data from RCTs may be 
among the most common (22). The present study was the first to 
gather information regsarding barriers directly from physicians. Our 
study confirms that most physicians lack experience with FMT and 
offers several possible explanations for the fact that this treatment is 
still infrequently used, despite the growing CDI epidemic.

Our survey found that while 100% of the physicians reported treat-
ing patients with recurrent CDI, only 20% have treated a patient with 
FMT, and most (65%) have neither offered FMT nor referred for FMT. 

Among the 65% of physicians, 80% indicated the following three 
most frequent reasons for not doing so. The most common reason 
(cited by 27 [33%] of 83 physicians) was not having encountered what 
they considered to be an appropriate clinical situation. Of note, all 
physicians had treated patients with recurrent CDI (100%, 95% and 
77% had treated patients with one, two, or three or more recurrences, 
respectively) and most considered themselves to be familiar with FMT’s 
efficacy and safety in recurrent CDI. Interestingly, of the 27 physicians 
who reported that they had not encountered an appropriate clinical 
situation, 25 (96%) had treated a second recurrent CDI and 15 (56%) 
had treated a third or greater recurrent CDI. One possible explanation 
for this apparent contradiction may be that many physicians are not 
entirely clear on what may justify an appropriate patient because many 
also stated that they would need formal practice guidelines to offer 
FMT to a patient with recurrent CDI. The second most common rea-
son (cited by 24%) was the belief that patients would find the concept 
of FMT too unappealing. It appears possible that this belief may have 
also been ingrained within physicians’ conceptualization of what con-
stitutes an appropriate patient, helping to explain their having not 
encountered such a patient as the most common reason for having not 
offered FMT or referred for FMT, as discussed above. The third most 
common reason (cited by 23%) was institutional or logistical barriers 
including the need for institutional review board approval. Notably, 
18% of physicians also cited their own aversion to FMT as a reason for 
not offering it to patients. Also of note, only one respondent cited 
concern about reimbursement (Table 4).

Physicians’ responses regarding the efficacy and safety of FMT were 
somewhat inconsistent. Although a majority of physicians indicated 
that more evidence or practice guidelines would be needed before they 
would offer FMT to patients, a very small minority cited skepticism 
about the evidence supporting FMT’s effectiveness (4%) or safety 
(7%) as reasons for not offering it. Furthermore, most respondents 
indicated familiarity with current efficacy and safety data supporting 
FMT, and few were surprised by the evidence presented. The incongru-
ence of these responses make it difficult to predict what impact the 
recently published RCT (16) will have on FMT adoption. It may be a 
necessary, but insufficient, factor in changing practice; significantly 
increased adoption may require that the more commonly cited reasons 
for not recommending FMT are also addressed.

Our findings confirm the fact that physicians, similar to patients, 
find aspects of FMT unappealing. Physicians and patients tend to find 

TABLE 5
Likert rating scale* of physician responses to questions regarding their own views about aspects of fecal microbiota 
transplatation (FMT) and their predictions about how patients would answer the same questions

Aspect of FMT

Physician responses Physician predictions about patients

P

FMT unappealing, 
but would consider  

(rating 1, 2 or 3)

FMT too  
unappealing to 

consider  
(rating 4 or 5) 

Missing,  
n 

FMT unappealing, 
but would  
consider  

(rating 1, 2 or 3)

FMT too  
unappealing to  

consider  
(rating 4 or 5)

Missing, 
n 

Collecting, blending and transferring stool  
   specimen

80 (70.8) 33 (29.2) 22 53 (45.7) 63 (54.3) 19 <0.001

Cleaning all the required preparation and  
   delivery equipment

82 (74.5) 28 (25.5) 25 52 (44.8) 64 (55.2) 19 < 0.001

Administering (receiving) the stool via enema 89 (79.5) 23 (20.5) 23 86 (74.8) 29 (25.2) 20 0.629

Administering (receiving) the stool via  
   colonoscopy

86 (82.7) 18 (17.3) 31 82 (76.6) 25 (23.4) 28 0.549

Administering (receiving) the stool via NG tube 63 (55.8) 50 (44.2) 22 44 (38.9) 69 (61.1) 22 0.002

The smell and appearance of the stool  
   throughout the process

82 (72.6) 31 (27.4) 22 57 (50.4) 56 (49.6) 22 <0.001

Finding a donor 76 (66.7) 38 (33.3) 21

Data presented as n (%) unless otherwise indicated. *1 = Not unappealing at all; 3 = Very unappealing but could deal with it; 5 = Too unappealing to deal with. 
McNemar test was used to compare physician responses to their predictions about patients in the category ‘FMT too unappealing to consider’ (4,5). P<0.05 was 
considered to be statistically significant. NG Nasogastric 
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the same aspects (administering and receiving FMT by nasogastric 
tube and the need to handle the stool [19]) most unappealing, but 
interestingly, physicians believe patients will find all aspects of FMT 
more unappealing than physicians do. Using a recently published 
survey on patient attitudes toward FMT for comparison (19), phys-
ician respondents dramatically overestimated both the intensity of 
patients’ aversion and the degree to which the unappealing nature of 
FMT would act as a deterrent to patients’ willingness to consider the 
treatment. Less than 10% of physicians believed that the majority of 
patients with recurrent CDI would consider FMT if informed about 
FMT’s current safety and efficacy data. However, the patient survey 
found that up to 94% of patients would consider FMT, especially if it 
were recommended by their physician (19). This misperception about 
patients’ receptivity to FMT may be an important and modifiable bar-
rier keeping physicians from recommending this treatment.

Overcoming physician aversion to certain aspects of FMT may also 
lead to wider use of FMT. In fact, up to 29% of physicians categorized 
certain aspects of FMT (particularly those that involved handling and 
smelling fecal material) as unappealing enough to prevent them from 
offering the treatment. Creating protocols for reducing the need to 
contact stool (23) or shifting the handling of stool away from phys-
icians (24) may remove this barrier. Moreover, innovations in prepara-
tion of fecal material or even synthetic stool (25) may improve the 
aesthetics of the procedure and, thus, its acceptance. 

Our survey illustrates that logistical issues, including uncertainty 
about the need for institutional review board approval and the lack of 
a universally accepted protocol – although standardized protocols do 
exist (23) – certainly pose additional barriers to FMT. While planning 
to use enforcement discretion, the recent guidance by the Food and 
Drug Administration urging physicians to obtain investigational new 
drug approval before performing FMT (26) may also add some com-
plexity. We are hopeful and optimistic that ongoing communication 
and collaboration between physician organizations and the Food and 
Drug Administration, in tandem with additional forthcoming RCT 
data (27), will soon lead to a reduction in the degree to which these 
perceived potential logistical complexities limit FMT adoption.

Although it provides the first systematically collected data on 
physician attitudes toward FMT, our study was limited in size and 
scope and may not be generalizable to all practicing physicians. We 
had relatively fewer female and gastroenterologist respondents. Thus, 
our stratified analysis of the data according to medical specialty was 
underpowered. Although the survey was performed before the publica-
tion of the first RCT for FMT, a strength of the study was its similarity 
to the survey used for our tandem patient study (19). In addition, the 
timing of the survey distribution enabled us to collect physician 
responses before the publication of our survey of patient attitudes and 
beliefs (19). Therefore, the physician respondents were not biased by 
previous knowledge of the patient responses. 

The discordance revealed between patient attitudes and willing-
ness to accept FMT and physicians’ beliefs that patients will not 
accept FMT is the most important finding of the two surveys. It sug-
gests that there is an opportunity for more dialogue between physicians 
and patients about the increasingly rigorous evidence supporting the 
use of FMT for recurrent CDI and shared decision making regarding 
whether the unappealing nature of the treatment is a barrier that can 
be overcome. Technological innovations that can reduce the need to 
handle stool and further efforts to systematize protocols and eliminate 
regulatory restrictions may significantly increase the adoption of FMT 
as well. 
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