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WHAT IS NORMAL!?
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HOW TO ASK PATIENTS ABOUT THEIR STOOL

® Frequency (how many times per day! How many times per week?)
m Texture (hard, soft, formed, liquid, mixed?)

® Straining!? Do you need to push to get stool out?

® Has there been a change in bowel habits!?

®m |s there blood or anal/rectal pain?
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Accounts for over
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CONSTIPATION




DEFINITION OF CHRONIC CONSTIPATION (ROME IV CRITERIA)

® Two or more of the following:

® | ess than 3 spontaneous bowel movements per week
® Straining

® [ncomplete evacuation

® Lumpy or hard stool

® Sensation of blockage or obstruction

= Manual maneuvers to help pass stool (digital evacuation, support of
pelvic floor)



ALARM FEATURES ASSOCIATED WITH CONSTIPATION

Age > 45

New onset constipation in elderly patient

Rectal bleeding
Weight loss

Palpable rectal or abdominal mass

History of: colon surgery, abdominal radiation, pelvic cancer, family history
of colon cancer



PHYSICAL EXAM

® Abdominal Exam: feel for palpable mass, distension

m Rectal Exam:
® Undress waist down and lay on left side

® External exam: can have patient bear down (perineum should descend) or clench
(perineum should elevate). Can assess for prolapse, hemorrhoids or anal fissures

m Digital exam: feel for hard stool in the vault (impaction), mass or stricture. Can ask
patient to squeeze

® Neuro exam :sensation in the anal area and lower extremities, gait
disturbances



DIFFERENTIAL DIAGNOSIS FOR CONSTIPATION

® Functional constipation

® |diopathic constipation
® Dyssynergic defection

m Constipation due to secondary causes



CHRONIC IDIOPATHIC CONSTIPATION

®m Meet Rome |V criteria for constipation more than 25% of the time

® | oose stools rarely present

® Do not meet criteria for irritable bowel syndrome



DYSSYNERGIC DEFECATION

Dyssynergic
defecation

* Prolonged colonic transit lime
: Digcoordination of abdominal,

rectoanal, and pelvic floor
muscles

« Rectal hyposensitivity
* Paradoxical increase in sphincter

pressure

« o 0% relaxation of resting anal

sphincter pressure

: Inpdequate abdomino-rectal

propulsive forces
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® |nability to coordinate the
abdominal and pelvic floor
muscles to evacuate stool



SECONDARY CAUSES OF CONSTIPATION

Mechanical Causes Neuropathic Causes

Colorectal cancer Parkinson’s

Rectocele Systemic Sclerosis

Stenosis/ stricture Spinal cord injury

Extrinsic compression from abdominal Multiple sclerosis

process Amyloidosis
Cerebrovascular accident

Diabetes

Chagas disease

Hypothyroidism Intestinal pseuo-obstruction

Hypercalcemia Hirschsprung Disease

Hypokalemia

Pregnancy

Narcotics

Iron supplements

Antihypertensives (CCB, B blockers)
Antidiarrheal agents

Anticholinergics (TCAs,
antipsychotics, antihistamines,
antiemetics)

Antacids (calcium and aluminum )



DIAGNOSTIC WORKUP FOR CONSTIPATION

m [abs: check TSH, calcium level, blood count
® Diagnostic colonoscopy if alarm features presents

m Physiologic testing in select cases
= Anorectal manometry
= Balloon expulsion test

= MR defecography

m Rarely is imaging indicated for chronic constipation- if acute and
associated with nausea, vomiting, elevated white blood cell count
consider abdominal X-ray or CT scan



TREATMENT

Eliminate medications if possible
Dietary interventions

® |ncrease fiber

® |ncrease hydration

Squatty potty — increases anorecal
angle about 20 degrees

Pharmacologic therapy (typically for 4-
8 weeks before performing more
invasive workup)



PHARMACOLOGIC MANAGEMENT STEP |: FIBER

® Goal is 20-30g / day

® |nsoluble fiber — non fermentable- this is best for people with a lot of bloating-
increases stool biomass which results in increased motility and accelerated transit

= Example: Citrucel (methylcellulose)

® Soluble fiber — fermentable- accelerates transit via hydrophilic properties and
osmotic effects of fermentable byproducts

= Example: Benefiber (wheat dextran)

® Psyllium (Metamucil) is a mix of both




STEP 2: OSMOTIC OR STIMULANT LAXATIVES

m Osmotic laxatives — polyethylene glycol (Miralax)

= Not absorbed by the small intestine- draw water into the intestinal lumen, reduce
stool viscosity and increase fecal biomass

m Usually start | capful daily — continue once bowel movements become easier -
“regularity breeds regularity”

m Excellent cost and safety profile- can be used in children, pregnancy. No
interactions

m Stimulant laxatives (bisacodyl, senna)
m Decrease water absorption and stimulate intestinal motility

® Body can become accustomed to these and they lose efficacy



STEP 3: SECRETOGOGUES

= Newer class of medications- generally work by increasing intestinal fluid
secretion and stimulating transit

® Some work on guanylate cyclase- C — linacolotide , plecanatide

® Some work on chloride channel - lubiprostone

® Some work on 5HT4 — prucalopride

If not responding to medical therapy, consider physiologic testing to look into
defecatory disorder




QUESTION |

A 26 year old woman presents with constipation for |0 years duration. States she has a
bowel movement 2-3 times a week. She endorses hard stools and straining. She has no
significant abdominal pain, nausea, vomiting, or weight loss. On exam she appears well.
Her BMI is normal. Rectal exam is notable for normal tone, no hemorrhoids or fissures
and formed stool in the rectal vault.VWhat is the next step!

= A) Colonoscopy

= B) Anorectal manometry

m C) Fiber supplementation

= D) Osmotic laxative



QUESTION 2

A 42 year woman presents with constipation of 3 years duration. She states that she has bowel
movements about twice a week.The stool is Bristol Type 2. She has tried fiber supplement
(psyllium husk) and laxatives in the past, including bisacodyl and polyethylene glycol without
significant improvement. She endorses incomplete emptying with bowel movements. There is no
blood in her stool, weight loss, nausea or vomiting. She has no family history of colon cancer.
She has had no prior surgeries. She had a colonoscopy 2 years prior which was normal. Her
rectal exam reveals no masses or stool in the rectal vault.VWhat is the next step in her workup/
management!

A) Resume fiber
B) Resume laxatives

C) Repeat a colonoscopy

D) Anorectal manometry with balloon expulsion test

E) MRI Defecography



Defined as loose stools at least three times per
DIARRHEA >

day




ACUTE DIARRHEA

® Duration of less than 4 weeks
= Causes:

= |nfectious-typically resolve on its own
= Alarm features

® Bloody diarrhea

m Fever

= Pregnancy, elderly,immunocompromised states

m Recent antibiotics or hospitalization



Initial assessment: Onset, duration, severity,
degree of dehydration, vital signs, consider
orthostatic vital signs, initial physical examination

l

Treat dehydration
Oral rehydration therapy is preferable*

Intravenous rehydration may be used for severe
dehydration or if the oral route is not feasible

l

Evaluate history and risk factors (see Table 2)

'

Likely bacterial or parasitic (does
not fit into other categories); requires
additional workup or treatment

!

Perform analysis in each
of the following situations
that may apply

. i

Likely noninfectious Likely food poisoning with
(clinically suggestive of preformed toxins (several
noninfectious process) persons with a common food

Consider stool culture exposure experience symptoms
and testing for ova and within 16 hours of exposure)
parasites to help support Generally a clinical diagnosis
the diagnosis Generally self-limited; offer

Consider testing appropriate supportive therapy
for the suspected diagnosis Specialty laboratory testing with

Endoscopy and colonic limited availability
biopsy can be helpful in Notify public health department

difficult cases

.

Likely viral (nonbloody,

watery stool; mild
disease; afebrile)

No studies needed
Supportive treatment

May offer loperamide/
simethiconet to
decrease length of
symptoms

Follow-up to confirm
resolution

AAFP “Acute Diarrhea in
Adults”



APPROACH TO INFECTIOUS CAUSES OF DIARRHEA

PATHOGENS

Bacterial
Campylobacter
C difficile
Salmonella

Shiga-Toxin producing E. Coli

Shigella

Vibrio

Yersinia
Parasitic
Cryptosporidium
Cyclospora
Entamoeba histolytica
Giardia

Viral

Norovirus
Rotavirus

’ v '

Community-acquired or Nosocomial diarrhea (onset after Persistent diarrhea
traveler’s diarrhea (especially more than 3 days in the hospital or of more than 7 days
if accompanied by significant other facility, or antibiotic use within (especially if patient is
fever or blood in the stool) 3 months) immunocompromised)

Culture or test for Salmonella, Test for C. difficile toxins A and B Consider testing for
Shigella, Campylobacter, Shiga Also test for Salmonella, Shigella, Giardia, Cryptosporidium,
toxin—producing Escherichia Campylobacter, and Shiga toxin— Cyclospora, and Isospora

coli (enterohemorrhagic £. coli; producing E. coli if a nosocomial belli, and inflammatory

if history of hemolytic uremic outbreak is suspected, or the patient screening (fecal lactoferrin)
syndrome), Clostridium difficile is older than 65 years, has coexisting

toxins A and B (if treated with conditions, is immunocompromised,

antibiotics or chemotherapy or has neutropenia, bloody stool,

in recent weeks) or possible systemic enteric infection

v

If patient is immunocom-
promised (especially those
with human immunodeficiency
virus infection)

Add testing for Microsporida,
Mycobacterium avium-
intracellulare complex,
Cytomegalovirus

Consider antimicrobial therapy for specific pathogens (as indicated in Table 4)

If diagnosis remains unclear, consider additional analysis specific for
pathogens suggested by history and risk factors

In patients with C. difficile, discontinue other antimicrobials if possible

Report appropriate diarrheal illnesses to the public health
department

(In the United States, reportable diarrheal diseases include
cholera, and infection with Cryptosporidium, Giardia,
Salmonella, Shigella, and Shiga toxin—producing E. coli)

*—Use the new World Health Organization reduced-osmolarity oral rehydration solution or a substitute. It can be roughly duplicated by mixing

1/2 teaspoon of salt, 6 teaspoons of sugar, and 1 liter of water.

t—Dosing for loperamide/simethicone: 2 tablets (2 mg of loperamide/125 mqg of simethicone per tablet) followed by 1 additional tablet after each

unformed stool, up to 4 tablets in 24 hours (3 doses).



MANAGEMENT OF ACUTE DIARRHEA

= Hydration
= Generally water, sports drinks, soups, broths sufficient for healthy adults

= Rehydration solutions (Pedialyte etc) in elderly patients with severe diarrhea or
dysentery type symptoms

= Medications
= Motility agents: loperamide — slows intraluminal movement of fluids
= Antisecretory: bismuth (pepto bismol)

= Antibiotics



TRAVELERS
DIARRHEA

In traveler’s diarrhea,
bacterial causes
(enterotoxigenic e. coli)
more likely — antibiotics
recommended and likely to
reduce symptom duration
by 1-3 days

High risk
[ Intermediate risk
[ Low risk
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of the American College of Gastroenterology | ACG111(5):602-622,
May 2016.



CLOSTRIDIOIDES DIFFICILE

m  Causes half a million infections in the US per
year

m Rijsk factors
m  Antibiotic use
= Age > 65

= Recent hospitalization or stay in a nursing
home

= First line treatment is 14 day course of oral
vancomycin

= |/6 patients recur within 2 months

= 30 day mortality may be up to 10%

CDC“C. diff”



QUESTION 3

A 50-year-old man returns from a trip to Costa Rica. 48 hours later, he comes to the physician because of
diarrhea, abdominal cramps, and nausea. His temperature is 37 °C (98.6 °F). His stools do not contain
mucus or blood. Microscopic examination of a stool sample reveals no leukocytes.

=  Which of the following is the most likely pathogen?
= A) Clostridium perfringens.
= B) Bacillus cereus.

m Q) Escherichia coli

= D) Staphylococcus aureus.

= E) Rotavirus.



CHRONIC DIARRHEA

m  Symptoms lasting > 4 weeks
= History
®  Pain to suggest IBS?

®  Medications

Prevalence
. of lactose
m  Diet related intolerance
M 100%
= Not absorbable sugars (sorbitol) B 50 .
B 8
60 g
m |actose or fructose 2o 2
= Excess fiber 20 g
0 =
[}
= Alarm features Al 2

® Weight loss, hematochezia, nocturnal awakenings, family history of Gl conditions like inflammatory bowel
disease or celiac disease

Image: https://wonderingmaps.com/lactose-intolerance/



TYPES OF CHRONIC DIARRHEA

MKSAP

Category

Secretary

Osmotic

Steatorrhea

Impaired motility

Inflammatory

Clinical Features Examples
Large-volume, watery stools Medications (e.g., colchicine, NSAIDs)
Does not stop with fasting SIBO

Hormone-producing tumors {e.q., gastrinoma, VIPoma,
carcinoid, somatostatinoma)

Bile acid malabsorption

MNeninvasive infections (e.q., cholera)

Diarrhea stops with fasting Medications (e.g., magnesium sulfate laxative)

Bloating, gas Carbohydrate malabsorption

Bulky, greasy, oily, malodorous stools Pancreatic insufficiency

Weight loss Small-bowel mucosal disease (e.q., celiac disease)
SIBO

Bile acid deficiency
Lymphatic obstruction
Bloating, nausea Diabetes mellitus
Features of underlying disorder Postsurgery
Hyperthyroidism
Scleroderma
Abdominal pain +/- fever, bleeding, weight loss Inflammatory bowel disease
Invasive/inflammatory infections (e.q. Clostridium difficila)

Ischemia



WORKUP FOR CHRONIC DIARRHEA

m |abs: CBC, chem, TSH, celiac panel & total IgA

m Stool studies :

® Ova and parasites x 3 (increases sensitivity)

"
R

= Fecal calprotectin if IBD suspected (looks for inflammagi@n):

= |f alarm symptoms

® Colonoscopy with random biopsies- will rule out IBD, microscopic
colitis

= Hydrogen breath testing for small intestinal bacterial overgrowth



TREATMENT

Microscopic colitis — treated with short course (4-8 weeks) of topical steroid

IBD- multiple medications
Pancreatic insufficiency- pancreatic enzymes- like creon etc
I”

No etiology found- presume “functiona

® | operamide- 2 mg TID prior to meals — can be uptitrated to |6 mg per day

= Cholestyramine 4 g twice a day

If underlying IBS (association with abdominal pain)- treat that



QUESTION 4

A 33-year-old presents to the clinic with complaints of diarrhea. He reports he has been having 3-4 loose
stools per day for the last 12 months and improves when he fasts. There is no blood in his stool. He
denies hematochezia, melena, weight loss, or family history of colon cancer.A physical examination

demonstrates blister-like skin lesions at the extensor surfaces of the elbow bilaterally.What is the next
best test for diagnosis?

= A) Stool c. diff PCR
= B) Upper endoscopy
= C) Colonoscopy

= D) Celiac serologies

= E) Hydrogen breath test

Images from “Medbullets”
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