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Learning objectives 

 To identify children with acute diarrhea 

 To compare clinical features of some  and severe dehydration 

 To List  the treatment options for different grades of dehydration 

 To Write a plan for prevention of diarrhoea 

WHAT IS ADD? 

 

  

Acute (watery) diarrhoea More than three loose stools per day 

 No blood in stools 

Cholera Profuse watery diarrhoea with severe 

dehydration during cholera outbreak 

 Positive stool culture for Vibrio 

cholerae 

O1 or O139 

Dysentery Blood mixed with the stools (seen or 

reported) 

Persistent diarrhoea Diarrhoea lasting ≥ 14 days 

Diarrhoea with severe 

malnutrition 

Any diarrhoea with signs of severe 

acute 

malnutrition 

Diarrhoea associated with 

recent antibiotic use 

Recent course of broad-spectrum oral 

antibiotics 

Intussusception Blood and mucus in stools 

 Abdominal mass 

 Attacks of crying with pallor in 

infant or 

young child 

 

                                                 ADD 

              TERMS             DEFINITIONS 



This  is a personAL TEACHING FILE WHICH IS NOT INTENDED TO BE 

PRINTED SOLD,ORPHOTOCOPIED. 

 

How to assess dehydration? 

Assessing dehydration 

For all children with diarrhoea, their hydration status should be classifi edas severe 

dehydration, some dehydration or no dehydration  and appropriate treatment 

given.In a child with diarrhoea, assess thegeneral condition, look for sunken eyes, 

make a skin pinch, and offer thechild fl uid to see if he or she is thirstyor drinking 

poorly. 

 

 

 

 

 

   
Severe 

dehydration 

Two or more of the 

following signs: 

■ lethargy or 

unconsciousness 

■ sunken eyes 

■ unable to drink or 

drinks poorly 

■ skin pinch goes back 

very slowly (≥ 2 s) 

Give fl uids for severe 

dehydration 

Some 

dehydration 

Two or more of the 

following signs: 

■ restlessness, 

irritability 

■ sunken eyes 

■ drinks eagerly, thirsty 

■ skin pinch goes back 

slowly 

Give fl uid and food for 

some 

dehydration  

 After rehydration, advise 

mother 

on home treatment and 

when 

to return immediately  

 Follow up in 5 days if not 

improving 

No 

dehydration 

Not enough signs to 

classify as some or 

severe dehydration 

Give fluid and food to treat 

diarrhoea at home (see 

diarrhoea treatment plan A, 

) 

 Advise mother on when to 

Severe dehydration 

Some 

dehydration 



return immediately () 

 Follow up in 5 days if not 

improving. 

 

 

 

 

 

 

 

 

 

 

 

 

 

How to assess skin turger? 

 

 

Pinch midway between umbilicus and flanks  
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Which all are the common agents causing doarrhoea? 



 
 

What is the pathogenesis? 

 



 
Pathogenesis of viral diarrhoea: rotavirus infects selectively mature enterocytes 

on the tips of small intestine villi, leading to their destruction and villi atrophy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



How do you treat add with no dehydration? 

 

 
 

 

 

 

 



 

 

How do you dx add with some dehydration? 

 
 

 

 

 



 

 

 

How do you treat severe dehydration? 

 
 

 

 



 

 

 

 

 

 

 

 

What is Severe dehydration? 

 

 

Children with severe dehydration require rapid IV rehydration with close 

monitoring,followed by oral rehydration and zinc once the child starts to improve 

suffi ciently. In areas where there is a cholera outbreak, give an antibiotic effective 

against cholera  

Diagnosis 

Severe dehydration should be diagnosed if any two signs or symptoms of severe 

dehydration are present in a child with diarrhoea. 

 

Treatment 

 

Children with severe dehydration should be given rapid IV rehydration followed 

by oral rehydration therapy. 

_ Start IV fl uids immediately. While the drip is being set up, give ORS 

solution if the child can drink. 

 

Note: The best IV fl uid solutions for rehydration are isotonic solutions: Ringer’s 

lactate solution (called Hartmann’s solution for Injection) and normal saline 

solution (0.9% NaCl). Do not use 5% glucose (dextrose) solution or 0.18% saline 

with 5% dextrose solution, as they increase the risk for hyponatraemia, which 

can cause cerebral oedema.  

 

How much fluid you give? 

 



 

 

 

 

When to suspect Cholera? 

 

■ Suspect cholera in children > 2 years old who have acute watery diarrhoea 

and signs of severe dehydration or shock, if cholera is present in the area. 

  

Assess and treat dehydration as for other acute diarrhoea. 

 Give an oral antibiotic to which strains of V. cholerae in the area are known 

to be sensitive. Possible choices are: erythromycin, ciprofl oxacin and 

cotrimoxazole 

 

 Prescribe zinc supplementation as soon as vomiting stops  

 

How  to Monitor treatment? 

 

 

Reassess the child every 15–30 min until a strong radial pulse is present. 

Thereafter,reassess the child by checking skin pinch, level of consciousness and 

ability to drinkat least every hour, in order to confi rm that hydration is improving. 

Sunken eyes recover more slowly than other signs and are less useful for 

monitoring.When the full amount of IV fl uid has been given, reassess the 

child’s hydration statusfully 

 

• If signs of severe dehydration are still present, repeat the IV fl uid infusion 

outlined earlier. Persistent severe dehydration after IV rehydration is unusual; 

it usually occurs only in children who pass large watery stools frequently 

during the rehydration period. 

 

• If the child is improving but still shows signs of some dehydration, discontinue 

IV treatment and give ORS solution for 4 h (. If the child is usually breastfed, 

encourage the mother tocontinue breastfeeding frequently. 

 

• If there are no signs of dehydration, follow the guidelines and treatment plan A,. 

When appropriate, encourage the mother to continue breastfeeding frequently. 

Observe the child for at least 6 h beforedischarge, to confi rm that the mother is 

able to maintain the child’s hydration by giving ORS solution. 

 



All children should start to receive some ORS solution (about 5 ml/kg per h) 

by cup when they can drink without diffi culty (usually within 3–4 h for infants 

and 1–2 h for older children). ORS provides additional base and potassium, which 

may not be adequately supplied by IV fl uid. When severe dehydration is 

corrected, prescribe zinc  

 

 

What is Some dehydration? 

 

In general, children with some dehydration should be given ORS solution for 

the fi rst 4 h at a clinic, while the child is monitored and the mother is taught 

how to prepare and give ORS solution. 

 

Diagnosis 

If the child has two or more of the following signs, he or she has some 

dehydration: 

■ restlessness or irritability 

■ thirsty and drinks eagerly 

■ sunken eyes 

■ skin pinch goes back slowly. 

 

Note that if a child has only one of the above signs and one of the signs of 

severe dehydration (e.g. restlessness or irritable and drinking poorly), then the 

child also has some dehydration. 

 

Treatment 

_ 

 In the first 4 h, give the child ORS solution according to the child’s 

weight (or age if the weight is not known), as shown in Chart. If the child 

wantsmore to drink, give more. Show the mother how to give the child 

ORS solution: a teaspoonful every 1–2 min if the child is < 2 years; 

frequent sips from a cup for an older child.  Check regularly to see 

whether there are problems. 

  If the child vomits, wait 10 min; then, resume ORS solution more 

slowly(e.g. a spoonful every 2–3 min). If the child’s eyelids become puffy, 

stop ORS solution, reduce the fl uidintake and continue with breast milk. 

Weigh the child, and monitor urine output. 

  Advise breastfeeding mothers to continue to breastfeed whenever 

thechild wants. Check blood glucose or electrolytes if possible in a child 



who is restless or irritable and convulsing, in case hypoglycaemia or 

hypernatraemia is present. Manage the child accordingly; if blood glucose 

measurement is not possible, give IV glucose or oral sugar. 

  If the mother cannot stay for 4 h, show her how to prepare ORS 

solutionand give her enough ORS packets to complete rehydration at 

home plusenough for 2 more days. Reassess the child after 4 h, checking 

for signs of dehydration listed earlier.Note: Reassess the child before 4 h if 

he or she is not taking the ORS solution or seems to be getting worse. 

 

 

• If there is no dehydration, teach the mother the four rules of home treatment: 

 

(i) Give extra fl uid. 

(ii) Give zinc supplements for 10–14 days. 

(iii) Continue feeding . 

(iv) Return if the child develops any of the following signs: 

– drinking poorly or unable to drink or breastfeed 

– develops a general danger sign 

– becomes sicker 

– develops a fever+ 

has blood mixed with the stools or more than a few drops on the outside of the 

stool 

 

 

 

• If the child still has some dehydration, repeat treatment with ORS solution 

for another 4 h, as above, and start to offer food, milk or juice and breastfeed 

frequently. 

•  

 

Give zinc supplements 

 

 

Zinc is an important micronutrient for a child’s overall health and development 

but is lost in greater quantities during diarrhoea. Replacement helps the child’s 

recovery, reduces the duration and severity of the episode, and lowers the 

incidence of diarrhoea in the following 2–3 months. _ Give zinc and advise the 

mother how much to give: 



 

≤ 6 months: half tablet (10 mg) per day for 10–14 days 

≥ 6 months: one tablet (20 mg) per day for 10–14 days 

 

 

 

Feeding 

 

 

Continuation of nutritious feeding is an important element in the management 

of diarrhoea. 

 

 In the initial 4-h rehydration period, do not give any food except breast milk. 

Breastfed children should continue to breastfeed frequently throughout the 

episode of diarrhoea. If they cannot suck from the breast, consider giving 

expressed breast milk either orally from a cup or by nasogastric tube. 

 

 After 4 h, if the child still has some dehydration and ORS continues to be 

given, give food every 3–4 h. 

 

 All children > 6 months should be given some food before being sent home. 

If the child is not normally breastfed, explore the feasibility of relactation (i.e. 

restarting breastfeeding after it was stopped,) or give the usual 

breast milk substitute.  

 

If the child is ≥ 6 months or already taking solid food, 

give freshly prepared foods – cooked, mashed or ground. The following are 

recommended: 

• cereal or another starchy food mixed with pulses, vegetables and meat or 

fi sh, if possible, with 1–2 teaspoons of vegetable oil added to each serving 

 

• local complementary foods recommended by the IMCI in that area 

• fresh fruit juice or mashed banana to provide potassium. 

 

 Encourage the child to eat by offering food at least six times a day. Give the 

same foods after the diarrhoea stops, and give an extra meal a day for 2 

weeks. 

 

ADD No dehydration 

 



Children with diarrhoea but no dehydration should receive extra fl uids at home 

to prevent dehydration. They should continue to receive an appropriate diet for 

their age, including continued breastfeeding. 

 

 

Diagnosis 

Diarrhoea with no dehydration should be diagnosed if the child does not have 

two or more signs that characterize some or severe dehydration, as described 

above 

 

Treatment 

_ Treat the child as an outpatient. 

_ Counsel the mother on the four rules of home treatment: 

– Give extra fl uid. 

– Give zinc supplements. 

– Continue feeding. 

– Know when to return to the clinic. 

 

See treatment plan A _ Give extra fluid, as follows: 

 

 If the child is being breastfed, advise the mother to breastfeed frequentlyand 

for longer at each feed. If the child is exclusively breastfed, give 

ORSsolution or clean water in addition to breast milk. After the diarrhoea 

stops,exclusive breastfeeding should be resumed, if appropriate to the 

child’s age. 

 

 In non-exclusively breastfed children, give one or more of the following: 

 

• ORS solution 

• food-based fl uids (such as soup, rice water and yoghurt drinks) 

• clean water. 

 

To prevent dehydration, advise the mother to give as much extra fl uids as the 

child will take: 

 

• for children < 2 years, about 50–100 ml after each loose stool 

• for children ≥ 2 years, about 100–200 ml after each loose stool. 

 

Tell the mother to give small sips from a cup. If the child vomits, wait 10 min, 



and then give more slowly. She should continue giving extra fl uid until the 

diarrhoea stops. 

 

Teach the mother how to mix and give ORS solution, and give her two packets 

of ORS to take home. 

 

  

Give zinc supplements 

 Tell the mother how much zinc to give: 

• ≤ 6 months: half tablet (10 mg) per day 

• ≥ 6 months: one tablet (20 mg) per day for 10–14 days 

 

 Show the mother how to give the zinc supplement: 

 

• For infants, dissolve ththe tablet in a small amount of clean water, 

expressed milk or ORS.  

 

• Older children can chew the tablet or drink it dissolved. 

 Remind the mother to give the zinc supplement for the full 10–14 days. 

 Continue feeding:  

 Advise the mother on when to return (see below). 

Follow-up 

, 

 

 Advise the mother to return immediately to the clinic if the child becomes 

sicker, is unable to drink or breastfeed, drinks poorly, develops a fever or 

has blood in the stool. 

 

 If the child shows none of these signs but is still not 

improving, advise the mother to return for follow-up after 5 days. 

 

Also explain that the same treatment should be given in the future as soon as 

diarrhoea develops. See treatment plan A, 

 

 

what are the contents of ors? 

LOW OSMOLAR 

glucose 75 meq/l 

na 75 



pot 20 

chl 65 

Citr 10 

 

 
Diagram to show the processes involved in cotransport of organic solutes and 

sodium and secondary water absorption. 

 

What are the contents of resomal? 

 

glu 125meq/l 

na 45 

pot 40 

chl 70 

Citr 7 

mg 3 

zn .3 

copper .045l 



0sm 300 

 

Sodium is less and potassium higher concentration 

 

WHAT IS THE SEVEN STEP STRATEGY OF WHO UNICEF FOR 

DIARRHOEA? 

 

Treatment 

Low osmolar ors 

zinc   

prevention 

handwashing 

vita /breastfeeding 

community sanitation 

measles and rotavirus vaccine 

safe drinking water at home 

 

Which all vaccine will prevent diarrhea? 

 

Rota virus  and measles 

 

 

 

 

 

What are causes of diarrhea in a hiv child? 

 

 

 The presence of blood in stools and or small quantity mucoid stool, 

especially with tenesmus, indicates a probable colitis. Typical etiologies of 

colitis in the HIV infected patient include: Shigella, Ameobiasis, CMV, 

Campylobacter jejuni, and Clostridium difficile. 

 

 Predominately explosive watery stools associated with steatorrhea, 

flatulence, and fat malabsorption point to a small intestinal diarrhoea. 

Possible causes include lactose intolerance, Giardia lamblia, MAC, 

Cryptosporidium, non-typhoid Salmonella, Microsporidia, Isospora bella 

and Camplylobacter. Giardia should only be treated if laboratory evidence 

identifies the protozoa 

user
Rectangle



Signs 

 Pay particular attention and look for:Dehydration in a child with persistent 

diarrhoea (Signs of vitamin deficiencies:Vitamin A (eye changes like 

nyctalopia, conjunctival-corneal dryness, Bitot spots),Vitamin D (features of 

rickets such as widened wrist joints, double malleoli, deformities of lower 

limbs, rachitic rosary, harrison’s sulcus),Vitamin E (Dry rough skin)Vitamin 

K (ecchymosis, purpura 

        Malnutrition  

        Potbelly due to lax anterior wall muscles 

        Rectal prolapse 

        Anal excoriations especially if erythematous and associated with explosive 

watery diarrhea 

 
 

 

 

 

The presence of blood usually indicates the need for treatment for Shigella (in 

younger children). 

Persistent diarrhoea may possibly need management of lactose intolerance (low 

lactose intakes) and specific treatment for giardia and microsporidia. 

 

The presence of recurrent or prolonged antibiotic use suggests Clostridium 

difficile. Drug side effects (ARVs - all PIs and NRTIs except Zidovudine; 

Antibiotics) are known to cause diarrhoeas. 

 



Diarrhoeas due to systemic infections (malaria, UTI, sepsis) must be ruled out, 

especially in malnourished children. 

 

What is rotavirus vaccine ? 

 

Currently two live oral vaccines are licensed and marketed worldwide, Human 

monovalent live vaccine and Human Bovine pentavalent live vaccine. A vaccine 

based on Indian neonatal strains is undergoing clinical trials 

 
 

What is measles vaccine? 

 

All currently used vaccines are live attenuated vaccines.Indian vaccines are usually 

formulated from the Edmonston Zagreb strain grown on human diploid cells or 

purified chick embryo cells. Each dose contains at least 1000 infective units and 

has no preservative. It is supplied freeze-dried in single dose or multidose vials 

with distilled water as a diluent 

 

 

 

 

How do you treat diarrhea in malnutrition? 

 

 Diagnosis 

 Dehydration tends to be overdiagnosed and its severity overestimated 

inchildren with severe acute malnutrition because it is diffi cult to 

determinedehydration accurately from clinical signs alone. Assume that all 

children with watery diarrhoea or reduced urine output have some 



dehydration. It is important to note that poor circulatory volume or perfusion 

can co-exist with oedema. 

 

Treatment 

 Do not use the IV route for rehydration, except in cases of shockRehydrate 

slowly, either orally or by nasogastric tube, using oral rehydrationsolution 

for malnourished children (5–10ml/kg per h up to a maximum of 12hours). 

The standard WHO ORS solution for general use has a high sodiumand low 

potassium content, which is not suitable for severely malnourishedchildren. 

Instead, give special rehydration solution for malnutrition, ReSoMal. 

 

 Give the ReSoMal rehydration fl uid orally or by nasogastric tube, more 

slowly than you would when rehydrating a well-nourished child:  Give 5 

ml/kg every 30 min for the fi rst 2 h. – Then give 5–10 ml/kg per h for the 

next 4–10 h on alternate hours, with F-75 formula. The exact amount 

depends on how much the child wants, the volume of stool loss and whether 

the child is vomiting. _ If not available then give half strength standard 

WHO oral rehydration solution with added potassium and glucose as per the 

ReSoMal recipe below, unless the child has cholera or profuse watery 

diarrhoea. _ If rehydration is still required at 10 h, give starter F-75 (see 

recipes on pp. 212–3) instead of ReSoMal, at the same times. Use the same 

volume of starter F-75 as of ReSoMal. 

 If in shock or severe dehydration but cannot be rehydrated orally or by 

nasogastric tube, give IV fl uids, either Ringer’s lactate solution with 5% 

dextrose or half-strength Darrow’s solution with 5% dextrose. If neither is 

available, 0.45% saline with 5% dextrose should be used (see Chart 8, p. 14) 

 

Monitoring 

 During rehydration, respiration and pulse rate should fall and urine start to 

be passed. The return of tears, a moist mouth, less sunken eyes and 

fontanelle, and improved skin turgor are also signs that rehydration is 

proceeding, but many severely malnourished children will not show these 

changes even when fully rehydrated. Monitor weight gain.Monitor the 

progress of rehydration every 30 min for 2 h, then every hour forthe next 4–

10 h. Be alert for signs of overhydration, which is very dangerousand may 

lead to heart failure. Check for: • weight gain to ensure that it is not quick 

and excessive. 

 


