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Abstract---Background: Acute diarrhea in children is a leading cause 

of morbidity and mortality, particularly in low- and middle-income 

countries (LMIC). Despite its relatively low mortality in high-income 
countries (HIC), it remains a significant cause of hospital visits and 

healthcare burdens. The disease, often caused by viral, bacterial, or 

parasitic pathogens, presents differently in LMIC and HIC. Effective 

management, particularly in children under five, is critical to 
preventing dehydration and other severe complications. Aim: This 

review aims to provide an updated synthesis on the etiology, 

pathogenesis, clinical management, and nursing interventions for 
acute diarrhea in children. It seeks to compare practices in both LMIC 

and HIC settings, focusing on dehydration assessment, fluid therapy, 
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and the role of vaccination in prevention. Methods: The review 

synthesizes recent evidence from clinical studies, guidelines, and 

expert recommendations on the management of acute diarrhea in 
children. It includes an analysis of common pathogens, diagnostic 

methods, dehydration scales, and treatment protocols for both viral 

and bacterial diarrhea. The focus is on effective interventions, 
particularly nursing care in the context of hydration management and 

monitoring. Results: The review highlights that viral infections, 

especially rotavirus and norovirus, are the predominant causes of 
diarrhea in children. The introduction of rotavirus vaccines has 

significantly reduced hospitalizations and mortality in countries with 

widespread vaccination. Diagnostic tools like stool cultures and rapid 
molecular tests are essential in severe cases, though they are not 

routinely necessary. Dehydration assessment scales (e.g., WHO, CDS, 

Gorelick) are crucial in guiding fluid therapy, with varying accuracy 

depending on the setting. Nursing care plays a central role in 
managing dehydration and monitoring hydration status. Conclusion: 

Acute diarrhea in children requires prompt and effective management 

to prevent dehydration and related complications. While viral 
infections are the most common cause, bacterial and parasitic 

infections must also be considered. Nursing care interventions, 

including careful hydration management, are essential in both LMIC 
and HIC contexts to ensure favorable outcomes. 

 

Keywords---Acute diarrhea, children, dehydration, rotavirus, nursing 
interventions, gastroenteritis, hydration management, infection 

prevention. 

 

 
Introduction  

 

Diarrheal diseases were responsible for over half a million deaths among children 
under five years of age in 2013 [1, 2]. The majority of these fatalities occurred in 

low- and middle-income countries (LMIC). In contrast, while the disease is rarely 

fatal in high-income countries (HIC), it remains a prominent cause of emergency 
department visits and hospitalizations [3]. The World Health Organization (WHO) 

defines acute diarrhea as the passage of three or more loose or liquid stools per 

day, lasting for at least three days but no longer than 14 days [4]. In comparison, 
the American Academy of Pediatrics (AAP) defines acute gastroenteritis as a 

diarrheal condition of rapid onset, which may or may not be accompanied by 

additional symptoms such as nausea, vomiting, fever, or abdominal pain [5]. In 

the literature examining the impact of diarrheal diseases on children in LMIC, the 
terms "acute diarrhea" or "diarrheal disease" are typically used, whereas "acute 

gastroenteritis" is the more commonly employed term in research focused on 

children in HIC. Despite variations in definitions, all these terms describe the 
same condition: a gastrointestinal infection caused by pathogens such as 

rotavirus, norovirus, Salmonella, E. coli, and Campylobacter [6]. This review 

utilizes the term "diarrhea" to provide a comprehensive overview, acknowledging 
potential differences in disease manifestations between children in LMIC and HIC, 
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and aims to update the evidence on acute infectious diarrhea and gastroenteritis 
in children. 

 

Classifications 
 

The WHO classifies diarrhea into four categories: acute watery diarrhea, acute 

bloody diarrhea (dysentery), persistent diarrhea, and diarrhea associated with 

severe malnutrition [4]. This review focuses on the first two categories, which are 
most prevalent in both LMIC and HIC. Persistent diarrhea, a more complex 

condition where diarrheal episodes last longer than 14 days without resolution, 

requires separate discussion and is beyond the scope of this article [4]. Diarrhea 
in children with severe malnutrition also necessitates specialized management 

due to the high risk of severe complications, such as electrolyte disturbances, 

infections, and death, and should follow specific guidelines for managing severe 
malnutrition [7]. Chronic diarrhea, often used interchangeably with persistent 

diarrhea, refers to diarrheal episodes that persist for more than four weeks [7]. It 

typically occurs in children with long-standing diarrhea, not preceded by acute 
onset, and is associated with genetic, structural, or inflammatory conditions such 

as cystic fibrosis, inflammatory bowel disease, or short-bowel syndrome. This 

condition falls outside the scope of the current review. 

 
Etiology and Epidemiology: 

 

Viruses are the predominant cause of diarrhea in children, responsible for 
approximately 70-90% of cases [8, 9]. Bacterial pathogens, including Shigella, 

Salmonella, Campylobacter, and enterotoxigenic E. coli (ETEC), account for 10-

20% of cases [10]. Anaerobic bacteria, such as Clostridium difficile, are known to 
cause antibiotic-associated diarrhea (AAD), which is a leading cause of illness in 

hospitalized children and adults [11]. Some studies have explored the role of 

Bacteroides fragilis enterotoxin in childhood diarrhea in LMIC, though this 

association remains debated since B. fragilis can also be found in healthy children 
[12, 13]. While viruses remain the leading cause in most cases, the relative 

frequency of viral and bacterial infections differs by context. Viral infections are 

more common in children from HIC compared to those from LMIC [14]. Parasites 
contribute to less than 5% of cases, with Cryptosporidium, Giardia, and E. 
histolytica being the most frequently identified pathogens [15]. Like bacterial 

infections, parasitic infections are more prevalent in LMIC [10]. Rotavirus was 

historically the leading cause of viral diarrhea, responsible for many 
hospitalizations and severe cases. However, following the introduction of rotavirus 

vaccines (RV), hospitalizations and mortality rates associated with rotavirus have 

significantly decreased [14, 16, 17]. In countries that have implemented the RV 
vaccine, norovirus has emerged as the primary cause of moderate to severe 

diarrhea, as well as traveler's diarrhea and foodborne outbreaks in children under 

2 years of age [8, 10, 18]. 
 

Pathogenesis: 

 
Enteropathogens typically spread via person-to-person transmission, the fecal-

oral route, or through the consumption of contaminated food or water. Incubation 

periods can vary widely, ranging from as short as 1 hour for toxin-producing 
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bacteria such as S. aureus to up to 7 days for invasive bacteria like Shigella [19]. 

In some cases, incubation periods can extend up to 14 days for pathogens like 

Salmonella, and even weeks or months for certain parasites, such as E. histolytica 
[20]. Diarrhea results from excessive intestinal secretion or impaired absorption of 

fluids and electrolytes across the intestinal epithelium [21]. Watery diarrhea is 

often caused by cytolytic microorganisms or toxin-producing bacteria. Viruses 
induce cytolysis in the intestinal epithelium, leading to inflammation and the 

release of cytokines, which diminish water absorption and hinder disaccharide 

digestion. In secretory diarrhea (e.g., caused by V. cholerae and ETEC), water and 

electrolyte secretion is triggered by the activation of adenylate cyclase, which 
increases intracellular cAMP and/or cGMP levels, resulting in chloride secretion 

by epithelial cells [21]. Inflammatory diarrhea is caused by pathogens that 

produce cytotoxins (e.g., Shigella and STEC) or invade and disrupt the intestinal 
epithelium (e.g., Salmonella, Campylobacter), leading to inflammation, necrosis, 

and the formation of microabscesses in the epithelium [19]. 

 
Clinical Assessment: 

 

An episode of acute watery diarrhea is characterized by the presence of loose or 

liquid stools, often accompanied by symptoms such as reduced appetite, 
vomiting, fever, and abdominal pain [22]. The most common etiological agents are 

viruses (e.g., rotavirus, norovirus, adenovirus) and non-invasive bacteria (e.g., 

enterotoxigenic Escherichia coli [ETEC], non-typhoidal Salmonella, and 
Campylobacter). In rarer cases, the condition may present as dysentery, which 

involves bloody diarrhea associated with high fever and systemic toxicity, typically 

caused by pathogens such as Shigella, enteroinvasive E. coli (EIEC), and certain 

strains of Salmonella and Campylobacter. Parasitic infections, such as Entamoeba 
histolytica and Giardia, may manifest with explosive diarrhea, mucus or bloody 

stools, cramping, tenesmus, or malabsorption syndromes [23]. A comprehensive 

clinical interview should focus on evaluating the stool output and hydration 
status, inquiring about urine output, the frequency of stools and vomiting 

episodes, and the volume of fluid and food intake. Other key aspects include the 

characteristics of the diarrhea (watery, mucus, or bloody), the duration of 
symptoms, any history of travel to endemic regions, the presence of any 

immunosuppressive conditions or comorbidities, vaccination status (e.g., 

rotavirus vaccination), ingestion of medications (such as antibiotics or laxatives), 

family history of similar manifestations, and documentation of the pre-illness 
weight [24, 25]. The physical examination should prioritize assessing hydration 

status. The gold standard for determining dehydration severity is the child’s 

weight loss. However, in the absence of accurate pre-illness weight data, clinical 
signs of dehydration should be used. Three of the most reliable indicators of 

dehydration are altered capillary refill time, abnormal skin turgor, and altered 

respiratory patterns [26]. Since no single sign is sufficient for accurate 
dehydration assessment, multi-sign dehydration scales are recommended. Among 

the most widely used scales are the Clinical Dehydration Scale (CDS) [27], the 

Gorelick scale [28], and the WHO scale [4]. These scale illustrates the signs used 
for classification. In high-income countries (HIC), the CDS or Gorelick scales are 

often employed, while in low- and middle-income countries (LMIC), the WHO scale 

is favored. Nevertheless, the accuracy of these scales is suboptimal. Research 

suggests that, while none of the scales is highly accurate, the CDS scale may be 



         446 

the most effective at predicting dehydration in HIC populations [30]. Further 
investigations into the development of more precise dehydration assessment tools 

are encouraged. 

 
Laboratory Evaluation: 

 

Routine laboratory testing is not typically necessary. Serum electrolyte levels, 

renal function, and acid-base status (specifically bicarbonate levels) are helpful 
only when significantly abnormal, such as in cases of severe dehydration or when 

electrolyte imbalances are suspected (e.g., seizures or arrhythmias) [24, 26, 31]. 

Since most diarrheal episodes are self-limiting, identifying a specific 
enteropathogen does not usually alter the management or natural progression of 

the disease. However, in some cases, pathogen identification could reduce the 

indiscriminate use of antibiotics, potentially preventing the development of 
bacterial resistance and microbiome dysregulation [32]. 

 

Viral pathogens such as rotavirus and adenovirus can be identified using enzyme 
immunoassays, which are widely available [23]. Detection of other viruses (e.g., 

calicivirus) is typically performed using nucleic acid amplification tests, although 

routine viral identification is not generally recommended. Specific bacterial 

identification can be achieved through stool cultures or rapid molecular tests 
using polymerase chain reaction (PCR). While stool cultures are expensive, cover 

only a limited range of microorganisms, and offer slow results, they are 

recommended in cases of toxic appearance, high fever (>39°C/102°F), dysentery, 
immunosuppression, diarrhea lasting longer than 7 days, or travel history to 

high-risk bacterial infection areas [33, 34, 35]. Rapid molecular tests, such as 

multiplex assays, can identify a wide array of pathogens (8 to 22) within minutes 
or hours, making them useful for decision-making in clinical settings. However, 

due to their high cost and limited availability, these tests are not feasible in LMIC. 

Some guidelines recommend their use when enteric fever (caused by Salmonella 
typhi) or bacteremia/sepsis is suspected [23]. Recent studies suggest that 
introducing these rapid tests in LMICs can improve the targeting of antibiotic 

therapy in children [37]. Nonetheless, there is insufficient evidence to support 

their routine use. Stool microbiological examination is indicated primarily in 
cases of suspected parasitic infections, such as diarrhea lasting more than 7 days 

or a history of travel to endemic areas [35]. Testing for Clostridium difficile toxin 

should be considered when there is a recent history of antibiotic use (within the 
last 8–12 weeks) to rule out antibiotic-associated diarrhea (AAD) [38]. Routine 

testing for other anaerobic bacteria, such as Bacteroides fragilis, is not 

recommended [12]. Blood cultures should be obtained in infants under 3 months 

of age, when sepsis or enteric fever is suspected, or if there is a history of 
hemolytic anemia or immunosuppression [23]. It is crucial that clinical 

interpretation of microbiological tests considers the possibility that the presence 

of microorganisms may not necessarily indicate causality for the disease. 
 

Classification of Dehydration Based on Three Scales: 

 
The classification of hydration status varies according to different scales used for 

assessing dehydration. The WHO scale, CDS, and Gorelick scales offer different 

approaches based on clinical signs. For instance, the WHO scale categorizes 
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dehydration based on signs such as sunken eyes, dry mucous membranes, and 

the patient’s general alertness. The CDS scale assigns numerical scores to assess 

severity, while the Gorelick scale includes models with four or ten items to 
classify dehydration severity. In high-income settings, the CDS and Gorelick 

scales are more commonly utilized, whereas in low-resource settings, the WHO 

scale is preferred. However, their diagnostic accuracy has been questioned, with 
studies indicating that none of the scales reliably predicts the severity of 

dehydration, although the CDS scale may provide the best estimate in high-

income countries. Further research is necessary to refine dehydration assessment 
methods. 

 

Laboratory Evaluation 
 

Laboratory tests are not routinely necessary for most cases. Serum electrolytes, 

renal function, and acid-base status (particularly bicarbonate levels) are only 

informative when significantly abnormal. Consequently, such tests should be 
ordered primarily in instances of severe dehydration or when there is a strong 

suspicion of electrolyte imbalances, such as in cases of seizures or arrhythmias 

[24, 26, 31]. Since the majority of diarrheal episodes are self-limiting, identifying 
the specific enteropathogen does not typically alter the management or prognosis 

of the condition. However, in certain cases, pathogen identification can help 

reduce the indiscriminate use of antibiotics, potentially preventing the 
development of antibiotic resistance and the disruption of the microbiome [32]. 

Viral pathogens can be identified using conventional enzyme immunoassays for 

rotavirus and adenovirus, which are readily available [23]. The detection of other 
viruses, such as calicivirus, may be achieved through nucleic acid amplification 

tests. However, routine viral identification is not recommended. Specific bacterial 

detection can be performed using bacterial cultures or rapid molecular tests, such 

as polymerase chain reaction (PCR). Stool cultures, although useful, are costly, 
limited in scope, and slow in yielding results, and are therefore not routinely 

advised. These tests should be reserved for patients with toxic appearance, 

suspected sepsis, high fever (above 39°C/102°F), dysentery, immunosuppression, 
prolonged diarrhea (over 7 days), or a history of travel to high-risk bacterial 

infection regions [23, 33, 34, 35]. 

 
Regarding rapid molecular tests, several commercial multiplex assays are 

available, capable of detecting 8 to 22 pathogens in minutes to hours, making 

them highly beneficial for clinical decision-making. However, these tests are 
expensive and not widely accessible, particularly in low- and middle-income 

countries (LMIC). Some guidelines recommend their use in cases of suspected 

enteric fever (Salmonella typhi) or bacteremia/sepsis [23]. Recent research 

indicates that introducing rapid tests in LMIC settings could improve antibiotic 
stewardship in children [37]. However, there is insufficient evidence to 

recommend their routine use. Stool microbiological examination is indicated 

primarily when parasitic infections are suspected, particularly in cases of 
diarrhea lasting longer than 7 days or when the patient has a history of travel to 

endemic areas [35]. A Clostridium difficile toxin test should be considered for 

individuals with recent antibiotic use (within the past 8–12 weeks) to exclude 
antibiotic-associated diarrhea (AAD) [38]. Routine tests for other anaerobic 

bacteria, such as Bacteroides fragilis toxin detection, are not recommended [12]. 



         448 

Blood cultures should be collected in infants younger than 3 months, those with 
suspected sepsis or enteric fever, or in individuals with a history of hemolytic 

anemia or immunosuppression [23]. It is important to note that clinical 

interpretation should accompany all microbiological tests, as the presence of a 
microorganism does not necessarily imply causality. 

 

Fluid Management 

 
Fluid replacement remains the cornerstone of diarrhea management. The World 

Health Organization (WHO) outlines three management plans based on the 

patient's hydration status: Plans A, B, and C [4]. Plan A focuses on preventing 
dehydration and malnutrition, recommending increased fluid intake. Suitable 

fluids include oral rehydration solutions (ORS), salted drinks, and broths such as 

vegetable or chicken soups. Commercial electrolyte solutions (CES) are also viable 
alternatives. Fluids to avoid include carbonated beverages, commercial fruit 

juices, sweetened drinks, and beverages with laxative or stimulant effects, such 

as coffee or certain teas [4]. A general guideline is to administer 50–100 mL of 
fluid per loose stool in children under 2 years, and 100–200 mL in older children 

[4]. 

 

Plan B is recommended for children with mild to moderate dehydration [4, 5, 23, 
24]. This plan utilizes oral rehydration therapy (ORT), with multiple systematic 

reviews demonstrating no significant difference between ORT and intravenous 

rehydration in non-severe dehydration regarding treatment failure, dysnatremia, 
total fluid intake, or weight gain [39, 40, 41]. Moreover, ORT (or nasogastric 

rehydration) reduces hospitalization duration by 1.2 days compared to 

intravenous therapy. ORT is not only quicker and safer to initiate but also more 
cost-effective than intravenous rehydration [42, 43, 44]. Therefore, ORT should be 

the first-line treatment, with intravenous therapy reserved for cases where ORT 

fails. Plan B involves fluid replacement based on the degree of dehydration. The 
WHO recommends administering 75 mL/kg of ORS orally, continuously until 

dehydration signs resolve (approximately 2–4 hours). The preferred ORS for this 

plan is low-osmolarity oral rehydration solution (L-ORS). L-ORS (sodium 90 

mEq/L, osmolarity 245 mOsm/L) has been shown to significantly reduce stool 
output and vomiting compared to the standard oral rehydration solution (S-ORS) 

(sodium 90 mEq/L, osmolarity 311 mOsm/L) without increasing the risk of 

hyponatremia [45]. There is insufficient evidence to support the use of other types 
of ORS (e.g., polymer-based ORS) for Plan B [46]. In children from high-income 

countries (HIC), evidence suggests that half-strength apple juice may serve as an 

alternative to L-ORS for mild dehydration. A study by Freedman et al. found fewer 
treatment failures with half-strength apple juice (sodium 0 mEq/L, osmolarity 

365 mOsm/L) compared to CES (sodium 45 mEq/L, osmolarity 250 mOsm/L) 

[47]. This may be due to the more palatable taste of apple juice, which encourages 
children to accept it when they refuse S-ORS, L-ORS, or CES. However, this 

approach may not be applicable in other contexts, such as in LMIC or among 

children with high sodium losses, as solutions without sodium may increase the 
risk of dangerous hyponatremia. Further research is required to confirm or refute 

this alternative. 
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Plan C is recommended for patients with severe dehydration, shock, or those who 

cannot tolerate ORT due to factors such as persistent vomiting, ileus, severe 

abdominal distension, unconsciousness, or worsening dehydration despite ORT 
[4, 5, 24, 25]. This plan involves rapid intravenous rehydration within 6 hours for 

infants and 3 hours for older children [4]. The optimal solution for intravenous 

rehydration is still debated. WHO and the American Academy of Pediatrics (AAP) 
recommend Ringer's lactate, while other guidelines suggest using 0.9% saline [24, 

35]. A Cochrane review is underway to compare the effectiveness of 0.9% saline 

versus balanced solutions (those with reduced chloride and additional cations 
such as potassium, calcium, or magnesium, and anions like lactate, acetate, or 

gluconate, which metabolize to bicarbonate) [49]. Some studies suggest that 0.9% 

saline, when compared to balanced solutions like Ringer’s lactate, can lead to 
metabolic acidosis and hyperchloremia in various clinical conditions [50]. Until 

further evidence emerges, 0.9% saline should be reserved for bolus therapy in 

hypovolemic shock cases. The duration of rehydration therapy remains 

contentious, with two major approaches: rapid rehydration (fluid replacement 
within 3–6 hours) versus standard rehydration (12–24 hours). Systematic reviews 

comparing these approaches have shown similar results in terms of rehydration 

success, discharge times from the emergency department (ED), and the resolution 
of electrolyte disturbances [51, 52]. Consequently, rapid rehydration is generally 

preferred for Plan C in both LMIC [24] and HIC [4]. The subcutaneous 

(hypodermoclysis) route has been explored as an alternative to intravenous 
rehydration, particularly in cases where venous access is difficult. Two single-arm 

studies suggest that recombinant human hyaluronidase-facilitated subcutaneous 

(rHFSC) rehydration may be a viable option for children. However, these studies 
had limitations, including lack of control groups and small sample sizes. A 

randomized controlled trial (RCT) on non-severe dehydration indicated that 

rHFSC was non-inferior to intravenous rehydration and easier to administer [55]. 

Further evidence is needed to confirm its broader applicability, with an ongoing 
systematic review in progress [56]. 

 

Dietary Management: 
 

Dietary management is crucial in preventing nutritional damage in children with 

diarrhea. The WHO recommends that infants, especially those who are breastfed, 
should continue feeding unless they are severely dehydrated. Older children 

should continue regular feeding, with frequent, small meals being more tolerable 

than large, infrequent ones. A systematic review found no significant difference in 
rehydration outcomes between early (within 12 hours) and delayed feeding after 

rehydration [57]. The use of lactose-free milk formula is debated; while some 

studies show slight benefits in reducing diarrhea duration, evidence is of low 

quality, particularly in low- and middle-income countries (LMICs), and diluted 
milk is harmful [58, 59, 60]. 

 

Antidiarrheals: 
 

Various interventions for diarrhea have been studied, but many are not 

recommended in guidelines. Probiotics, such as Saccharomyces boulardii and 
Lactobacillus reuteri, have shown moderate benefits in reducing diarrhea duration 

but with varying results across studies [61-65]. Smectite, a medicinal clay, has 
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demonstrated a reduction in diarrhea duration, though evidence quality is low. 
Zinc supplementation is effective in reducing diarrhea duration and recurrence, 

especially in LMICs. Loperamide is effective for adults but contraindicated in 

children under 2 due to serious side effects . Other treatments, such as gelatin 
tannate and multiple micronutrients, show minimal or no effect. Ondansetron is 

the only proven effective antiemetic for controlling vomiting in children, reducing 

hospitalizations and intravenous rehydration needs, though it may increase 

diarrhea episodes. Other antiemetics, like dexamethasone and metoclopramide, 
are not as effective. Antibiotics are not routinely recommended for diarrhea due to 

potential complications but are indicated for specific infections like Shigella and 

cholera. Empirical treatments include quinolones and macrolides, but caution is 
advised due to side effects. Preventive measures for diarrhea include safe drinking 

water, sanitation, hygiene, and rotavirus vaccination, which has significantly 

reduced the incidence of rotavirus in Africa [10, 17]. Other vaccines, such as for 
cholera and typhoid, are recommended for high-risk populations [23]. 

 

Nursing Care Interventions: 
 

Effective nursing care for children with diarrhea involves a multi-faceted 

approach aimed at preventing dehydration, managing symptoms, and addressing 

underlying causes. Nurses play a pivotal role in monitoring hydration status, 
providing appropriate interventions, and educating families about prevention and 

care strategies. 

 
1. Monitoring Fluid and Electrolyte Balance: One of the primary nursing 

interventions is the careful assessment and management of fluid and electrolyte 

imbalances. Nurses should monitor for signs of dehydration, including changes in 
skin turgor, mucous membranes, urine output, and vital signs. Regular weight 

checks and observation for tachycardia, hypotension, or lethargy are essential. 

Nurses can administer oral rehydration solutions (ORS) to replace lost fluids and 
electrolytes, following recommended protocols for the volume and frequency of 

administration based on the severity of dehydration [5]. For more severe cases, 

intravenous fluids may be required, and the nurse must ensure correct placement 

and function of the IV. 
 

2. Promoting Nutritional Support: In addition to fluid management, maintaining 

nutrition is crucial. Nurses should encourage continued feeding in infants, 
especially breastfeeding, as per WHO recommendations [56]. For older children, 

offering frequent, small meals that are easy to digest can help maintain nutrition 

while managing diarrhea. In cases of lactose intolerance or sensitivity, lactose-free 
formulas or appropriate substitutions should be used. Nurses should educate 

parents and caregivers about the importance of maintaining feeding during 

episodes of diarrhea to promote healing and prevent further nutritional decline. 
 

3. Symptom Management: Nurses are responsible for managing symptoms like 

vomiting and abdominal pain. Administering antiemetics, such as ondansetron, 
can be crucial in reducing vomiting and preventing further dehydration [84]. Pain 

management may include administering age-appropriate pain relief and comfort 

measures, such as abdominal massage or warmth. 
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4. Infection Control and Prevention: Hand hygiene and sanitation are key 

aspects of nursing interventions, as diarrhea in children can often be caused by 

infectious agents. Nurses should educate families about proper handwashing, 
safe food handling, and sanitation practices to reduce the spread of infection. 

Additionally, vaccination education, particularly for rotavirus, cholera, and 

typhoid, is critical in preventing future episodes of diarrhea [17]. 
 

Conclusion 

 
Acute diarrhea in children remains a major public health concern, particularly in 

low- and middle-income countries (LMIC), where it accounts for a significant 

number of hospitalizations and deaths. The majority of cases are caused by viral 
infections, with rotavirus historically being the leading pathogen. However, 

following the introduction of rotavirus vaccines, there has been a significant 

reduction in hospitalizations and fatalities. Norovirus has since emerged as the 

leading cause of viral diarrhea, especially in high-income countries (HIC), and is 
responsible for outbreaks in young children and travelers. Management of acute 

diarrhea primarily revolves around preventing dehydration, the most common and 

dangerous complication of the condition. Several dehydration scales, including 
the WHO scale, Clinical Dehydration Scale (CDS), and Gorelick scale, are used to 

assess hydration status and guide the administration of fluids. While the scales 

vary in their diagnostic accuracy, they are indispensable tools in clinical practice, 
particularly in resource-limited settings. Dehydration can be classified into mild, 

moderate, and severe stages, with severe dehydration requiring urgent 

intervention through oral rehydration therapy (ORT) or intravenous fluids in 
severe cases. Nursing care plays a vital role in the management of acute diarrhea, 

with nurses being responsible for the early identification of dehydration, accurate 

assessment of fluid status, and administration of rehydration therapies. Close 

monitoring of vital signs, urine output, and stool characteristics are essential 
components of care. Additionally, nurses are key in educating caregivers about 

the importance of fluid replenishment and proper hygiene practices to prevent 

further infections. While most episodes of diarrhea are self-limiting and resolve 
within a few days, severe cases caused by bacterial pathogens or parasites may 

require targeted treatment with antibiotics or antiparasitic. However, the 

indiscriminate use of antibiotics must be avoided to prevent resistance. Nursing 
interventions also include monitoring for signs of severe infections or 

complications, such as toxic appearance or dysentery, which may necessitate 

further diagnostic testing and specialized care. Overall, effective nursing 
interventions and appropriate management strategies are crucial in reducing the 

burden of acute diarrhea in children and preventing adverse outcomes. 
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 مقال مراجعة -إدارة الإسهال الحاد في الأطفال وتدخلات الرعاية التمريضية 

 

 :الملخص

ذات  الخلفية  البلدان  في  خاصة  والوفيات،  للممراضة  الرئيسية  الأسباب  أحد  الأطفال  في  الحاد  الإسهال  يُعد  والمتوسط:  المنخفض   الدخل 

(LMIC). في البلدان ذات الدخل المرتفع 
ً
 للزيارات الطبية وأعباء (HIC) على الرغم من انخفاض معدل الوفيات نسبيا

ً
 مهما

ً
، إلا أنه لا يزال سببا

ال ذات  البلدان  في  بشكل مختلف  الطفيلية،  أو  البكتيرية  أو  الفيروسية  الأمراض   مسببات 
ً
غالبا تسببه  الذي  المرض،  يحدث  الصحية.  دخل الرعاية 

للوقاية الأهمية  بالغ  أمر  الخامسة،  سن  تحت  للأطفال  خاصة  الفعالة،  الإدارة  إن  المرتفع.  الدخل  ذات  بالبلدان  مقارنة  والمتوسط  من    المنخفض 

 .الجفاف والمضاعفات الشديدة الأخرى 

التمريض للإسهال   الهدف:  السريرية، وتدخلات  المسببة، والإدارة  المرضية، والعوامل  إلى تقديم تلخيص محدث حول الأسباب  المراجعة  تهدف هذه 

يز على تقييم  الحاد في الأطفال. كما تسعى لمقارنة الممارسات في بيئات البلدان ذات الدخل المنخفض والمتوسط والبلدان ذات الدخل المرتفع، مع الترك

 .الجفاف، والعلاج بالسوائل، ودور التطعيم في الوقاية

مل  تقوم المراجعة بتلخيص الأدلة الحديثة من الدراسات السريرية، والإرشادات، وتوصيات الخبراء حول إدارة الإسهال الحاد في الأطفال. وتش الطرق: 

عل يكون  التركيز  والبكتيري.  الفيروس ي  الإسهال  من  لكل  العلاج  وبروتوكولات  الجفاف،  ومقاييس  التشخيص،  وطرق  الشائعة،  للمسببات   
ً
ى  تحليلا

  .التدخلات الفعالة، وخاصة الرعاية التمريضية في سياق إدارة الميوعة والمراقبة

تسلط المراجعة الضوء على أن العدوى الفيروسية، وخاصة فيروس الروتا وفيروس النوروفيروس، هي الأسباب الرئيسية للإسهال في الأطفال.  النتائج:

واس نطاق  اللقاحات على  فيها  تتوفر  التي  البلدان  في  والوفيات  الاستشفاء  في حالات  كبير  تقليل  إلى  الروتا  فيروس  لقاحات  إدخال  أدى  تعتبر  وقد  ع. 

عد أدوات التشخيص مثل زرع البراز والاختبارات الجزيئية السريعة ضرورية في الحالات الشديدة، على الرغم من أنها ليست ضرورية بشكل روتين
ُ
ي. ت

حاسمة في توجيه العلاج بالسوائل، مع اختلاف دقتها حسب السياق. تلعب  (، غورليكCDSمثل منظمة الصحة العالمية،  ) موازين تقييم الجفاف

 في إدارة الجفاف ومراقبة حالة الترطيب
ً
 مركزيا

ً
 .الرعاية التمريضية دورا

يتطلب الإسهال الحاد في الأطفال إدارة سريعة وفعالة للوقاية من الجفاف والمضاعفات المرتبطة به. على الرغم من أن العدوى الفيروسية   الخاتمة: 

التر  إدارة  ذلك  في  بما  التمريضية،  الرعاية  تدخلات  الاعتبار.  في  والطفيلية  البكتيرية  العدوى  أخذ   
ً
أيضا يجب   ،

ً
الأكثر شيوعا السبب  بعناية، هي  طيب 

 .أساسية في كل من البلدان ذات الدخل المنخفض والمتوسط والبلدان ذات الدخل المرتفع لضمان نتائج إيجابية

الرئيسية:    من الكلمات  الوقاية  الترطيب،  إدارة  والأمعاء،  المعدة  التهاب  التمريض،  تدخلات  الروتا،  فيروس  الجفاف،  الأطفال،  الحاد،  الإسهال 

 .العدوى 

 


