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Figure 55-3 Chronic diarrhea. A. Initial management based on accompanying symptoms or features. B. Evaluation based on findings from a
limited age-appropriate screen for organic disease. Alb, albumin; bm, bowel movement; Hb, hemoglobin; IBS, irritable bowel syndrome; MCH,
mean corpuscular hemoglobin; MCV, mean corpuscular volume; OSM, osmolality; pr, per rectum. (Reprinted from M Camilleri: Clin Gastroenterol
Hepatol. 2:198, 2004.)
important objective data that may establish a diagnosis or characterize the type of diarrhea as a triage for focused additional studies
(Fig. 55-3B). If stool weight is >200 g/d, additional stool analyses
should be performed that might include electrolyte concentration,

Table 55-4 Physical Examination in Patients With Chronic Diarrhea
1. Are there general features to suggest malabsorption or inflammatory
bowel disease (IBD) such as anemia, dermatitis herpetiformis, edema, or
clubbing?
2. Are there features to suggest underlying autonomic neuropathy or
collagen-vascular disease in the pupils, orthostasis, skin, hands, or joints?
3. Is there an abdominal mass or tenderness?
4. Are there any abnormalities of rectal mucosa, rectal defects, or altered
anal sphincter functions?
5. Are there any mucocutaneous manifestations of systemic disease such as
dermatitis herpetiformis (celiac disease), erythema nodosum (ulcerative
colitis), flushing (carcinoid), or oral ulcers for IBD or celiac disease?
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pH, occult blood testing, leukocyte inspection (or leukocyte protein
assay), fat quantitation, and laxative screens.
For secretory diarrheas (watery, normal osmotic gap), possible medication-related side effects or surreptitious laxative use
should be reconsidered. Microbiologic studies should be done
including fecal bacterial cultures (including media for Aeromonas
and Plesiomonas), inspection for ova and parasites, and Giardia
antigen assay (the most sensitive test for giardiasis). Small-bowel
bacterial overgrowth can be excluded by intestinal aspirates
with quantitative cultures or with glucose or lactulose breath
tests involving measurement of breath hydrogen, methane, or
other metabolite. However, interpretation of these breath tests
may be confounded by disturbances of intestinal transit. Upper
endoscopy and colonoscopy with biopsies and small-bowel
x-rays (formerly barium, but increasingly CT with enterography
or magnetic resonance with enteroclysis) are helpful to rule out
structural or occult inflammatory disease. When suggested by
history or other findings, screens for peptide hormones should
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