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Chronic diarrhea

 Decrease in stool consistency for > 4 

weeks

 3 major categories

 Watery

 Functional (IBS)

 Smaller volume, improved 

overnight/fasting

 Secretory

 Think nocturnal, no prandial 

variation, fecal osmotic gap < 50 

mOsm per kg

 Osmotic

 Osmotic gap > 100-125 mOsm per kg

 Fatty

 Malabsorption

 Maldigestion

 Inflammatory/exudative (increased 

WBC, bloody)

 IBD

 Infectious

 Neoplastic

 Radiation



Stool osmotic gap

Fecal osmotic gap = 290 – 2 * (stool Na + stool K)

Normal stool osm = 290 mOsm/kg

Fecal fat collection:

- Normal < 7g/day (patients consuming 100g/day)

- Steatorrhea > 14g/day (diagnostic)
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Microscopic colitis

 Persistent non-bloody diarrhea  Can lead to fecal incontinence, weight loss, 
abdominal pain

 Normal colonoscopic appearance

 2 subtypes

 Lymphocytic colitis

 > 20 intraepithelial lymphocytes per 100 epithelial cells

 Collagenous colitis

 Thickened subepithelial collagen (up to 30 micrometers thick)

 Treatment: Antidiarrheals, budesonide, cholestyramine, bismuth, mesalamine, 
anti-TNF





SIBO – Small Intestinal Bacterial 

Overgrowth

 >105 organisms/mL in the small intestine

 Clinical picture: Bloating, flatulence, weight loss

 Vitamin B12 deficiency (and elevated serum folate)

 Risk factors: bypass surgery, vagotomy, PPI, dysmotility, diabetes

 Diagnose: lactulose breath test (look for H+ or methane)

 Treat: Rifaximin



Short bowel syndrome

 Seen in Crohn disease, mesenteric infarction, radiation enteritis, volvulus 
most commonly

 Ileum  B12 and bile acid absorption

 > 100cm ileum resected  Severe diarrhea, bile acid malabsorption

 Vit ADEK deficiency, B12 deficiency

 < 100cm jejunum remaining  Often TPN dependent

 If > 100cm remaining, require high fat/protein diet, low carbs

 Tx: Antidiarrheals, cholestyramine, vit supplements, octreotide, teduglutide





Celiac disease

 Described by Dr. Samuel Gee in an 1888 
report: “On the Coeliac Affection”

 Coeliac derived from the Greek koiliakaos –
abdominal

 2nd century AD – similar malabsorptive
disorder described by Aretaeus from 
Cappadochia (modern day Turkey)

 Modern: small bowel disorder w/ mucosal 
inflammation, villous atrophy, crypt 
hyperplasia after exposure to dietary gluten

 Prevalence: 0.7%
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Diagnostic algorithm

Chronic diarrhea. UptoDate





Villous Blunting ddx

 Celiac disease

 Tropic sprue

 Radiation enteropathy

 Severe giardiasis

 SIBO

 Chronic ischemia

 Chemo

 Autoimmune enteropathy

 CVID

 Enteropathy-assoc. T-cell lymphoma

 Olmesartan-induced



Management

 Lifelong strict gluten-free diet

 Symptom normalization in approx. 4 weeks

 Symptoms improvement  Serologic 

normalization TTG Ab  Normalization of 

histologic results

 Eval for micronutrient deficiencies (Fe, folic acid, 

vit D, vit B12)

 Refractory celiac?



Long-term complications

 Osteoporosis

 Small bowel lymphoma

 Adenocarcinoma

 Other autoimmune conditions



ABIM Key Concepts - Celiac

 Patient demographic:

 Young

 Female

 Caucasian

 Mildly elevated ALT/AST

 Iron deficiency anemia or malabsorptive history

 Refractory celiac?



Tropical sprue



Tropical Sprue

 Environmental enteropathy

 Unknown cause – likely persistent or recurrent bacterial, viral, amoebic or parasitic 

infection

 Patient with recent travel or from endemic regions (Puerto Rico, Caribbean, 

SE Asia, South America)

 Diarrhea, fever, malaise  Steatorrhea, weight loss, anorexia

 Vit ADEK deficiency, B12 and folate deficiency

 Affects entire small bowel – though may appear normal on endoscopy

 Antibiotic responsive (Bactrim w/ folic acid and B12)




