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Definition — Dr & Pt same page?

Bristol Stool Chart

***Consistency — loose or liquid stools
“*Increased frequency - > 3 x day
“*Urgency — urgent need to evacuate
*»*Stool weight > 200g/24hrs

Passage of > 3 loose or liquid stools/d
Frequent formed stools # diarrhoea

Incontinence # diarrhoea

® ©® O _ Scparate hard lumps, like nuts
e | ® o ® (hard to pass)

rpe 2 Sausage-shaped but lumpy

Like a sausage or snake, smooth
and soft

e3 - Like a sausage but with cracks or
Ly its surface

rpe 4

¥ @ Soft blobs with clear-cut edges
rpe 5 f‘ W9 (passed easily)

“ Fluffy pieces with ragged edges, a
rpe 6
mushy stool
; Watery, no solid pieces.
e Entirely Liquid




Acute versus Chronic

Acute Diarrhoea Chronic Diarrhoea

Majority settle-48 hrs e >4 weeks

e |[nfectious cause >90% e Non-infectious

e \Viruses >>> Bacteria predominate

e Self-limited — majority not * Unless explained, they all
investigated need to be investigated

e 5% prevalence + chronic
—2>significant morbidity




Pathophysiology of Chronic Diarrhoea

Secretory - neuroendocrine tumours, CDI
**secretion of iso-osmolar fluid into the lumen
“*persistence with fasting + normal osmotic gap

Osmotic — PEG, lactose intolerance

“*osmotically active substances-ingested or from
maldigestion

**volume reduced during fasting & Nosmotic gap
Inflammatory — IBD, colo-rectal cancer
“*exudative, secretory, or malabsorptive components

“»*presence of mucus and blood or inflammatory cells

Motility — Diabetes (neuropathy, retinopathy +
nephropathy) + IBS

“*rapid transit prevents/reduces reabsorption of
normally secreted fluid

latrogenic — cholecystectomy, T.l resection

“*vagal injury, abdominal/bowel




Table 1. Causes of chronic diarrhoea in adults

Malignancy
Inflommatory
Infection and immunocompromise

ST
m/mdmn

Therapy induced

Functional and metabolic

Colorectal adenocarcinoma

Coeliac disease
Crohn's disease
Tuberculosis
HIV
Small bowel bocterial overgrowth/dysbiosis

Bile acid diorrhoeo
Hypoloctasia |
Pancreatic exocrine insufficiency

Radiotherapy and chemotherapy
Surgical resection
Drug-induced:

-Antibiotics

HIV therapy
daxatives
NSAIDS

PPls

-SSRis

ACEi
Mycophenolate
-Topiramate

18S-D
Factiious diarrhoea

Lymphoma
Neuroendocrine
Metastoses, for example, melanomc

Amyloidosis

Chronic virus
(Adeno-, rota-, noro-)
Giardia
Cryplosporidium
Whipple's disease

Other carbohydrote maldigestion
Intestinal lymphangiectasia

Idiosyncratic responses

Mesenteric ischoemia

Hyperthyroidism
Addison’s disease
g



Evaluation

Thoughtful

Individualized



Table 1. Historical Features to Record in Patients with Diarrhea

I[luration

Onset

Pattern

Stool appearance/form
Fecal incontinence
Abdominal pain
Aggravating factors
Alleviating factors
Previous evaluation
Previous medical history
Previous surgery, radiation
Concurrent diseases

Current medications
Allergies, drug intolerances
Usual diet

Weight gain or loss

Travel history

Other people ill
Institutionalized

Illicit drug use

Risk for factitious diarrhea

Review of other gastrointes-
tinal symptoms

— R eView of systems

Acute (<4 weeks), chronic (>4 weeks)

Sudden, gradual

Continuous, intermittent

Bloody, fatty, watery; semiformed, mushy, entirely liquid

Present or absent

Location, radiation, relation to meals or bowel movements

Diet, stress

Diet, over-the-counter drugs, prescription drugs

Gather and review all notes, laboratory, imaging and pathology reports
Remote illnesses requiring evaluation or therapy

Indication, procedure, complications

Diabetes, endocrine disorders, HIV infection, atherosclerotic cardiovascular disease,
collagen-vascular, neoplasia, immunologic

Prescription and over-the-counter drugs within last 2 months

Type of food or drug, type of reaction (e.g., hives, anaphylaxis)
Current intake, food intolerances, restrictions

Duration, amplitude

Where, how long, food and drink consumed while away

Common source vs. person-to-person spread

Recent hospital stay, communal living setting, nursing home

Type, regularity of use, legal issues

Peripatetic ‘mystery” patient; secondary gain; dependence on caregiver

Nausea, vomiting, dyspepsia, bloating, belching, flatus, distention, rectal bleeding, feed-

ing/eating disorders, jaundice, itching, appetite

Skin (flushing, hives, rashes), cardiovascular (heart murmur, edema), pulmonary (wheezing), m———

musculoskeletal (arthritis), neurological (tremor, movement disorders)



Family history

Flace of residence / Recent trave|

Allergies [ atopy

Previous and current drug use

illin, quinohormsa)

r angiclensin

€in. quinidine, i

s5ants

-IEilFlilJ'I'
Previous gastrointestinal surgery
Previous / Recent gastrointestinal infection
Association with foods

Autoimmune collagen diseases and
metabolic disease

Previous pancreatitis, chronic alcohol
and/or tobacco use, diabetes mellitus

Figure 1

syndrome; PPIl: proton pump inhibitor.

!

l

!

L1111

IBD, autoimmune enteropathies, celiac disease, colorectal
carcinoma

Endemic infections, IBD, celiac disease, tropical sprue

Eosinophilic enteritis and/or colitis

to opportunistic pathogens, C. difficile

Enteropathies, secondary osmotic diarrhea, diarrhea duej

—_—

Dumping syndrome, SIBO, short-bowel syndrome, bile
acid diarrhea

SIBO, Tropical sprue, IBD / Celiac disease, PI-IBS /
Functional diarrhea

Food intolerance, allergy, infections

— =

Slow intestinal transit time, myopathy, neuropathy,
SIBO

Mixed or exocrine pancreatic insufficiency

Key aspects in the clinical history for determining the cause of chronic diarrhea.
ACE: angiotensin-converting enzyme; AHT: antihypertensive; CV: cardiovascular; DM: diabetes mellitus; IBD: inflammatory bowel
disease; CRC: colorectal cancer; RT: radiotherapy; 5IBO: small intestinal bacterial overgrowth; PI-IBS: postinfectious irritable bowel

Gomez-Escudero O:Revista de Gastroenterologia de México 86 (2021) 387---402



Chronic diarrhea

> Exclude iatrogenic problem:
medication, surgery

v

v

v

v

Blood p.r.

Fatty diarrhea

Pain aggravated before BM,
relieved with BM, sense

!

!

incomplete evacuation

No blood, features
of malabsorption

v

!

Colonoscopy

Small bowel:

Suspect IBS

Consider functional

+ biopsy imaging, biopsy, aspirate diarrhea
Dietary exclusion,
e.d., lactose, sorbitol
Limited screen for organic disease: hematology, chemistry, CRP,
ESR, Fe, folate, B12, TTG-IgA, C4, stool for excess fat, calprotectin
Low Hb, Alb; abnormal MCV, Screening tests
MCH; excess fat in stool Low serum K* all normal
I l l
Colonoscopy || Small bowel: X-ray, biopsy, || Stool vol, osm, pH; laxative Opioid Rx
+ biopsy aspirate; stool 48h fat screen; hormonal screen + follow-up
Seeaa Sea SS~empu....| Persistentchronic
e diarrhea
|
Stool fat Stool fat Normal and Full gut 48h Stool
>20g/day: 14-20g/day: stool transit bile acid
pancreatic search for small ([ fat <14g/day
function bowel cause * *
Titrate Rx to BA

speed of transit || sequestrant

Camilleri M: Gastroenterology 2017 Feb;152(3):515-532



https://pubmed.ncbi.nlm.nih.gov/?term=Camilleri+M&cauthor_id=27773805

CASE 1

**49 year old man

**Chef in a famous restaurant in CPT
“**Chronic, non-bloody diarrhoea for >1year
*** Associated mild abdominal cramps
“**More than 20 kg weight loss

—>friends advised him to get ARVs!

“*Hiv neg.




Stool Analysis

*+*Bland

***Clostridium difficile — neg. for antigen/toxin

***Culture negative

***Faecal elastase 43 ug/g stool




Bloods

**Sodium 126 L mmol/L
**Potassium 3.2 L mmol/L
**Urea 4.0 mmol/L
“*Creatinine 112 H

**Calcium 2.28 mmol/L

**Magnesium 0.73 mmol/

“*Inorganic phosphate 1.25
mmol/L

**Vitamin B12 >1476 H pmol/L

**Serum folate 2.9 L nmol/L




“*White Cell Count 11.66 H
“*Haemoglobin 12.9 L g/dL

*MCV 110 fL

“*Platelet Count 205

**tTG: IgA result Positive Value 31.0 U/ml

**Anti-deamidated gliadin antibody: IgA result Positive Value
45.0 U/mL




DUODENAL
BIOPSY

Marsh Score

Stage 1V disease with
complete villous atrophy




Case 2

Endocrine clinic referral

16 year old young man

Chef in training

Profound short stature

Delayed puberty & biochemistry confirmed G.H deficiency

Mild abdominal symptoms — cramps and intermittent diarrhoea

—iron deficiency and abdominal symptoms work up




Examination

Short stature

Pallor +

Minimal abdominal findings




Stool analysis
Bland

Clostridium Difficile —antigen/toxin negative

Culture negative




Bloods

WBC 7.98

Hb 10.3

MCV 68.5

Plts 737

Ferritin 12 L ug/L
Vitamin B12 123 L pmol/L

Serum folate 25.5 nmol/L




Imaging

CXR normal
AXR — unremarkable

MRE — extensive small bowel disease consistent with CD




Endoscopy + biopsy

Colonoscopy

severe T.l disease with ulceration and narrowing.
Histology

Chronic active granulomatous inflammation.
Negative AFB




Evaluation

Thoughtful

Individualized
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