
observation of the effect of lactose challenge (e.g., a liter of milk).
Lactase determination on small-bowel biopsy is not generally
available. If fecal magnesium or laxative levels are elevated,
inadvertent or surreptitious ingestion should be considered and
psychiatric help should be sought.

For those with proven fatty diarrhea, endoscopy with small-
bowel biopsy (including aspiration for quantitative cultures, if
available) should be performed; if this procedure is unrevealing, a
small-bowel radiograph is often an appropriate next step. If small-
bowel studies are negative or if pancreatic disease is suspected,
pancreatic exocrine insufficiency should be excluded with direct
tests, such as the secretin-cholecystokinin stimulation test or a
variation that could be performed endoscopically. In general,
indirect tests such as assay of fecal elastase or chymotrypsin
activity or a bentiromide test have fallen out of favor because of
low sensitivity and specificity.

Chronic inflammatory-type diarrheas should be suspected by
the presence of blood or leukocytes in the stool. Such findings
warrant stool cultures; inspection for ova and parasites; C. difficile
toxin assay; colonoscopy with biopsies; and, if indicated, small-
bowel imaging studies.

TREATMENT

Chronic Diarrhea
Treatment of chronic diarrhea depends on the specific etiology and
may be curative, suppressive, or empirical. If the cause can be
eradicated, treatment is curative as with resection of a colorectal
cancer, antibiotic administration for Whipple’s disease or tropical
sprue, or discontinuation of a drug. For many chronic conditions,
diarrhea can be controlled by suppression of the underlying
mechanism. Examples include elimination of dietary lactose for
lactase deficiency or gluten for celiac sprue, use of glucocorticoids
or other anti-inflammatory agents for idiopathic IBDs, bile acid
sequestrants for bile acid malabsorption, PPIs for the gastric
hypersecretion of gastrinomas, somatostatin analogues such as


