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Question 6 


Answer (B)





The presence of iron-deficiency anemia in the absence of occult bleeding from the gastrointestinal tract in either a male or a nonmenstruating female would require evaluation of iron malabsorption and the exclusion of celiac sprue, as iron is absorbed exclusively in the proximal small intestine.





Other Malabsorption info from Harrisons


Although diarrhea can be caused by changes in fluid and electrolyte movement in either the small or the large intestine, dietary nutrients are absorbed almost exclusively in the small intestine. Therefore, the demonstration of diminished absorption of a dietary nutrient provides unequivocal evidence of small-intestinal disease, although colonic dysfunction may also be present (e.g., Crohn's disease may involve both small and large intestine). Dietary nutrient absorption may be segmental or heterogeneous along the small intestine and is site-specific. Thus, for example, calcium, iron, and folic acid are exclusively absorbed by active transport processes in the proximal small intestine, especially the duodenum; in contrast, the active transport mechanisms for both cobalamin and bile acids are present only in the ileum. Therefore, in an individual who years previously had had an intestinal resection, the details of which are not presently available, a presentation with evidence of calcium, folic acid, and iron malabsorption but without cobalamin deficiency would make it likely that the duodenum and jejunum, but not ileum, had been resected.


Some nutrients, e.g., glucose, amino acids, and lipids, are absorbed throughout the small intestine, though there is evidence that their rate of absorption is greater in the proximal than in the distal segments. However, following segmental resection of the small intestine, the remaining segments will undergo both morphologic and functional "adaptation" to enhance absorption. Such adaptation is secondary to both the presence of luminal nutrients and hormonal stimuli and may not be complete in humans for several months following the resection. Adaptation is critical for individuals who have undergone massive resection of the small intestine and/or colon to help ensure survival.


Despite this situation, the use of routine laboratory studies (i.e., complete blood count, prothrombin time, serum protein determination, alkaline phosphatase) may suggest the presence of dietary nutrient depletion, especially iron, folate, cobalamin, and vitamins D and K. Additional studies include measurement of serum carotene, cholesterol, albumin, iron, folate, and cobalamin levels. The serum carotene level can also be reduced if the patient has poor dietary intake of leafy vegetables.





If steatorrhea and/or altered absorption of other nutrients are suspected, the history, clinical observations, and laboratory testing can help detect deficiency of a dietary nutrient, especially the fat-soluble vitamins A, D, E, or K. Thus, evidence of metabolic bone disease with elevated alkaline phosphatase and/or reduced serum calcium levels would suggest vitamin D malabsorption. A deficiency of vitamin K would be suggested by an elevated prothrombin time in an individual without liver disease who was not taking anticoagulants. Macrocytic anemia would lead to evaluation of whether cobalamin or folic acid malabsorption was present. The presence of iron-deficiency anemia in the absence of occult bleeding from the gastrointestinal tract in either a male or a nonmenstruating female would require evaluation of iron malabsorption and the exclusion of celiac sprue, as iron is absorbed exclusively in the proximal small intestine.





