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associated with bacterial overgrowth but uncommonly result in
clinical steatorrhea.
Diagnosis
Direct culture of jejunal aspirate is the most definitive diagnostic
test, but it is invasive, uncomfortable, and costly. The 14C-xylose
breath test is an accurate and sensitive laboratory test; measurement of breath hydrogen after an oral challenge with glucose is
simpler but not as sensitive or as specific. An empirical therapeutic trial with antibiotics is an acceptable alternative to diagnostic
testing.
Treatment
When appropriate, specific therapy, such as surgery for
intestinal obstruction, should be provided. More commonly,
patients are treated with antibiotics, most appropriately those
that are effective against aerobic and anaerobic enteric organisms. Tetracycline, trimethoprim-sulfamethoxazole, or metronidazole, in combination with a cephalosporin or quinolone,

are suitable agents. A single course of therapy for
days may be therapeutic for months. In other
intermittent therapy (one week of every four) or
extended period of continuous therapy proves to
effective.
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MALABSORPTIVE THERAPY
Cardiovascular disease and other consequences of obesity have
reached epidemic proportions in the United Sates, and one
approach to this problem has been the deliberate induction of
malabsorption (primarily of fats) to reduce a patient’s lipid levels
and body mass index. Medications used for this purpose includes
bile acid–binding resins, such as cholestyramine and colestipol,
and the lipase inhibitors, orlistsat (Xenical) and ezetimibe
(Zetia). Surgical treatment (bariatric operations) usually consists
of gastric partition combined with some degree of small intestinal
bypass, which induces significant weight loss by several proposed
mechanisms, including malabsorption, improved nutrient deposition, and enhanced satiety.

D. Diarrhea
John S. Maxwell and M. Michael Wolfe
DEFINITION
The average number of bowel movements for the normal adult
can range from three per day to three per week. Diarrhea can be
defined as increased frequency of stools with decreased consistency and increased volume, but the subjective nature of these
complaints and lack of fixed normal values make the definition
difficult. The 1997 position statement by the American Gastroenterological Association on chronic diarrhea defines diarrhea as
the production of loose stools with or without increased stool
frequency. There are also definitions that include fecal weight,
which in the United States averages less than 200 g/24 hours but
varies according to the type of diet. The 2003 guidelines for the
investigation of chronic diarrhea define diarrhea as the abnormal
passage of loose or liquid stool more than three times a day or a
stool volume greater than 200 g/day or both. Because of the subjective nature of the complaints, a detailed history is needed to
arrive at a diagnosis (Table 33-6).
The duration of symptoms is useful in the differential diagnosis of diarrhea and is a part of the necessary history. Acute diarrhea is limited to 2 weeks or less and is usually infectious in
origin. Persistent diarrhea persists for longer than 14 days, and
chronic diarrhea is considered to last longer than 4 weeks. As
time goes on, is etiology is less likely to be infectious.

and water or increased secretion of electrolytes results in water
accumulation in the lumen and therefore diarrhea.

ACUTE DIARRHEA
Most cases of acute diarrhea are caused by viral or bacterial infections and are self-limited, resolving without specific therapy.
Acute diarrhea in Western countries is common and occurs at a
rate of about one episode per person per year. It tends to occur
in outbreaks involving food or waterborne contamination or
recurrently in specific groups, such as people who care for infants,
small children, travelers, and immunocompromised individuals.
TABLE 33-6 CLASSIFICATION OF DIARRHEA
TYPE

PRESENTATION

CAUSE

Acute (duration
<2 wk)
Chronic (duration
>4 wk)
Secretory

Usually mild; wide range
of symptoms

Most commonly infectious

Large volume, watery
stool
No change with fasting

Cholera, neuroendocrine
tumors, drugs,
nonosmotic laxatives,
bile salts, bacterial toxins
Carbohydrate
malabsorption laxatives
(Mg, PO4)
Infectious colitis
IBD, invasive bacteria

Osmotic

Watery stool
Stops with fasting

Inflammatory

Bloody, mucosy diarrhea
Frequent, urgent small
stools
Soft to watery stools

PHYSIOLOGY
Approximately 8 to 9 L of fluid enters the small bowel in a
24-hour period. This includes 1 to 2 L from dietary consumption,
with the remainder produced by salivary, gastric, biliary, pancreatic, and intestinal secretions. All but 1 to 2 L is absorbed in the
small intestine and then enters the colon. Almost all of this fluid
is absorbed as it travels through the colon, leaving less than
200 g/day of stool. Disruption of the absorption of ions, solutes,

Motility

Steatorrhea

Greasy, malodorous

IBS
Bacterial overgrowth
Hyperthyroidism
Scleroderma
Malabsorption: celiac
disease, short bowel
syndrome, maldigestion,
fistula

IBD, Inflammatory bowel disease; IBS, irritable bowel syndrome.

