
THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 2, NO.3 105

Editorials

Persistent Diarrhoea in Children

In India children below the age of three usually have 3 to 5 episodes of diarrhoea
per year. Most of these episodes last less than 7 days and can be treated effectively
with oral rehydration and continued feeding. Persistent diarrhoea is diarrhoea
of a presumed infectious cause that begins acutely and lasts for 14 days or
more.! Three to twenty per cent of acute diarrhoeal episodes in children in
developing countries are persistent.

The incidence of persistent diarrhoea in northern India is reported to be 0.3
episodes per child per year; whereas rates as high as 2.1 occur in Brazil. !Persistent
diarrhoea is important because it is often associated with a deterioration in
nutritional status and there is a substantial risk of death. In rural areas of northern
India, nearly half of all diarrhoeal deaths in children up to 5 years of age are
related to persistent diarrhoea.i In 25% of the episodes that end fatally,
respiratory infections develop in the terminal stages.? Further, the adverse
nutritional effects of diarrhoea are particularly sevete and result in marasmus
and stunting.

Several risk factors for persistent diarrhoea have been identified. These
include an age of less than 1 year, antecedent malnutrition, occurrence of a
recent diarrhoeal episode, impaired immunological status, and introduction of
animal milk in the diet.' In early infancy this last cause may be associated with
(a) reduced intake of breast milk, (b) contamination of animal milk with
pathogenic bacteria, (c) intestinal mucosal damage-by animal protein, and
(d) osmotic diarrhoea due to lactose intolerance.

The introduction of safe weaning practices in Indian children is likely to
reduce the incidence of persistent diarrhoea. These include exclusive breast
feeding during the first six months of life, avoidance of unmodified cow's milk
particularly during early infancy and the feeding of hygienically prepared semi-
solid foods in optimal quantities after the age of 6 months.

The main pathophysiological abnormalities identified in patients with persis-
tent diarrhoea include stool excretion of specific pathogens in nearly half the
patients, increased aerobic and anaerobic bacteria in the upper small intestine,
malabsorption of macro- and micronutrients and increased enteric loss of
protein.'

The prominent stool pathogens identified in persistent diarrhoea are
Shigella, non-typhoidal Salmonella, enterotoxigenic Escherichia coli,
enteroadherent Escherichia coli particularly those of aggregative pb,enotype,
enteropathogenic Escherichia coli, Giardia lamblia and Entamoeba histolytica.t

The major goals of treatment are to prevent dehydration, provision of
appropriate nutrients to facilitate repair of the damaged intestinal mucosa and
to use antibiotics judiciously against the well-established enteric pathogens.

Most patients with persistent diarrhoea do not experience severe dehydration
but require replacement of ongoing fluid and electrolyte losses. A complete
oral rehydration solution of the composition recommended by the WHO is
appropriate as it corrects the negative potassium balance commonly present in
poorly nourished children with diarrhoea. In a small number of children with
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high purging rates or extreme lethargy, intravenous fluids may be required for
the initial 2 to 3 days.

Prolonged diarrhoea without blood caused by specific pathogens may
respond to appropriate antibiotics but an aetiological diagnosis is often difficult
to obtain. Antimicrobial agents may be used in the presence of bloody stools
associated with Shigellosis and when specific pathogens are identified by stool
culture, e.g. Campylobacter and enteropathogenic E. coli. The nature of
antibiotic therapy should be guided by the sensitivity of isolated pathogens.
Treatment of giardiasis and amoebiasis is indicated only when a specific diagnosis
is made on stool microscopy.

Antimotility or anti secretory agents are not useful and are contraindicated.
The use of cholestyramine, which binds unconjugated bile salts or bacterial
toxins, is also not recommended. Cholestyramine may aggravate steatorrhoea.
Lactobacillus or faecal streptococci to replace intestinal microflora have not
been shown to offer therapeutic benefit.

Diet therapy is perhaps the most important part of the management. Exten-
sive experience is now available to suggest that all but the most severe cases can
be given oral feeding without intravenous nutrition. Breast feeding should
be maintained during persistent diarrhoea, supplemented in children older
than 6 months with energy dense semisolid foods. In non-breast fed children
the use of lactose-containing whole milk as the sole nutrient source may
increase the stool volume in persistent diarrhoea in contrast to acute diarrhoea,
where undiluted whole milk is well tolerated. 1 Mixtures of whole milk with
cereals are well tolerated in persistent diarrhoea. These reduce the amount. of
dietary lactose while ensuring availability of an adequate amount of energy and
good quality protein. Recent evidence suggests that yoghurt, because of its
f3-galactosidase activity and lower lactose content may be an excellent substi-
tute for milk feeding in persistent diarrhoea." Diet should be offered in small
amounts and at a greater than usual frequency to maximize tolerance and
absorption. Staple diets based on rice and other cereals should be made energy
dense (0.7 to 1 cal/g) by adding oil and sugar. Vitamins and minerals should be
provided if possible as these are involved in mucosal repair and immunological
processes. These include folate, zinc, iron and vitamin A. Nutritional supple-
ments during convalescence are vital for 'catch up' growth rates.

Few severe cases have extensive malabsorption for disaccharides other than
lactose and rarely monosaccharides; they experience ongoing diarrhoea on
dietary regimens of reduced intake of milk and semisolid gruels. These patients
may need hospital care and do well on diets based on soya or meat based puree
containing glucose as the carbohydrate source, oils, vitamins and minerals.

In monosaccharide intolerance, reducing substances are present in stools
even when the patient is receiving ORS alone and diarrhoea ceases. A practical
approach to the treatment of patients with monosaccharide intolerance when
intravenous nutrition is not feasible (in a district hospital) is to provide meat or
chicken and oil orally and glucose intravenously. Glucose absorption will
improve within about a week when complete enteral feeding can be resumed.

Persistent diarrhoea is mainly a nutritional disorder. 5 Appropriate feeding
with timely hospital referral of severe cases will eliminate most deaths which
are associated with it.
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