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Objectives

At the end of the session, the participants should be able to:

 Identify the type of gastroenteritis based on the clinical features of 

patients

 Provide appropriate management for patients based on hydration status 

and etiology of infection

 Advise prevention and control measures for the family and the 

community

 Recognize updated evidence-based management of acute gastroenteritis







Case vignette

Junior, a 5-year-old boy, previously healthy, was brought to 
Ambulatory Care Unit for the following
 Loose watery stools within the day, occurring 6 times already
 With low grade fever and vomiting
 Able to sip fluids
 With adequate urine output

Pertinent PE
 Irritable and drinks eagerly
 VS: HR: 118 bpm, RR: 28 bpm, T 38.1, BP: 90/60 mmHg, Weight: 

15kg
 Sunken eyeball
 Skin pinch <1 second



Is Junior having an acute 
infectious diarrhea?

Yes No

Cannot tell



In developing countries

A large proportion of childhood 

morbidity & mortality is caused 

by 5 conditions:

▪ Acute respiratory infections

▪ Diarrhea

▪ Measles

▪ Malaria

▪ Malnutrition

Encompasses a range of 

interventions to manage major 

childhood illnesses in health 

facilities and at home





Acute gastroenteritis

Acute gastroenteritis is a disease characterized by changes in 
the character and frequency of stool

 It can be defined as the passage of a greater number of 
stools of decreased form from the normal lasting less than 
14 days

Generally associated with other signs or symptoms including 
nausea, vomiting, abdominal pain and cramps, increase in 
intestinal gas-related complaints, fever, passage of bloody 
stools (dysentery), tenesmus (constant sensation of urge to 
move bowels), and fecal urgency.

Guidelines on acute infectious diarrhea in adults. The Practice Parameters Committee of the American College of Gastroenterology. American Journal of 

Gastroenterology. 1997 Nov;92(11):1962-75



When is the diagnosis of acute 
infectious diarrhea suspected?

If a patient presents with the passage of 3 or more 

loose, watery or bloody stools within 24 hours

that may be accompanied by any of the following 

symptoms:

Nausea

Vomiting

Abdominal pain

Fever

PSMID. (2017). The CPG on the Management of Acute Infectious Diarrhea in Children and Adults 



Case vignette

Junior, a 5-year-old boy, previously healthy, was brought to 
Ambulatory Care Unit for the following
 Loose watery stools within the day, occurring 6 times already
 With low grade fever and vomiting
 Able to sip fluids
 With adequate urine output

Pertinent PE
 Irritable and drinks eagerly
 VS: HR: 128 bpm, RR: 28 bpm, T 38.1, BP: 90/60 mmHg, Weight: 

15kg
 Sunken eyeballs
 Skin pinch <1 second



 



What pre-treatment clinical evaluations are 
recommended for immunocompetent patients 
presenting with acute infectious diarrhea?

• Consumption of raw, 
ill-prepared, or 
rotten food

• Intake of 
contaminated water

• History of travel

Extensive 
clinical 
history

• Done to assess 
disease severity, 
degree of 
dehydration, 
presence of 
complications

Complete 
physical 
examination



Will you order a routine stool 
examination?

Yes No



What is the clinical use of diagnostic tests 
in children and adults with acute 
infectious diarrhea?

Diagnostic tests should be requested based on the patient’s 
clinical status

Routine stool examination is not indicated in acute watery 
diarrhea, except in cases where parasitism is suspected or in 
the presence of bloody diarrhea

Stool cultures are indicated only for severe cases, high risk 
of transmission of enteric pathogens (food handlers); high 
risk of complications; and for epidemiologic purposes (when 
there is suspicion of an outbreak that is enteric in origin). 



What is the clinical use of diagnostic tests 
in children and adults with acute 
infectious diarrhea?

There is insufficient evidence to support the use of 

biomarkers (CRP, calprotectin, ESR, procalcitonin) in 

distinguishing the cause of acute infectious diarrhea

Rapid diagnostic tests may be used during outbreaks of 

cholera and shigella but confirmation with stool culture is 

still recommended

Clinical correlation is necessary in interpreting tests done 

using molecular diagnostics



Will you order a routine stool 
examination?

Yes No



What are the clinical parameters that 
would indicate the presence of 
dehydration in children with acute 
infectious diarrhea?

Abnormal vital signs 

(tachycardia, tachypnea) 

Depressed level of 

consciousness 

Depressed fontanels 

Sunken eyes 

Decreased or absent tears

Poor skin turgor 

Prolonged capillary refill time 

Abnormal respiratory pattern 

Decreased urine output 



The most common 
complication of diarrhea is:

D _ _ _ D_ _ _ _ 0 _DEHYDRATION

An accurate assessment of the degree of dehydration in infants and 
children is important for proper decision-making and treatment



What is the degree of dehydration 
of Junior?

None Some

Severe
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What is the degree of dehydration 
of Junior?

No Some

Severe



Adults





What laboratory tests should be 
done to assess for the presence of 
complications for acute infectious 
diarrhea?

Complete blood count

Urinalysis 

Serum electrolytes (Na, K, Cl) 

BUN and creatinine 

Serum bicarbonate or total CO2 (if available) 

ABG (optional) 

Complications such as 

AKI and electrolyte 

imbalances can occur 

with acute infectious 

diarrhea



Will you advise admission for 
Junior?

Yes No

Cannot tell



What are the criteria for admission 
among children presenting with 
acute infectious diarrhea?

Clinical history

• Unable to tolerate 
fluids

• Suspected 
electrolyte 
abnormalities

• Conditions for safe 
follow-up and 
home management 
are not met

Physical findings

• Altered 
consciousness

• Abdominal 
distention

• Respiratory distress

• Hypothermia 

Co-existing medical 
condition

• Pneumonia

• Meningitis

• Sepsis

• Moderate to severe 
malnutrition

• Suspected medical 
condition





How will you manage dehydration among 
children?

• Reduced osmolarity oral rehydration solution (ORS) is 
recommended to replace ongoing losses

• If commercial ORS is not available, homemade ORS may 
be given

No signs of 
dehydration

• Reduced osmolarity ORS is recommended to replace 
ongoing losses

• If oral rehydration is not feasible, administration of ORS 
via nasogastric tube is preferred over IV hydration

Mild to moderate 
dehydration

• Rapid intravenous rehydration is recommended with plain 
Lactated Ringer’s (LR) Solution or 0.9% Sodium Chloride

Severe 
dehydration



Homemade ORS

4-5 teaspoons of sugar

1 teaspoon of salt

1 liter of clean drinking water



How will you manage dehydration among 
children?

Monitoring
 Check the child from time to time during rehydration to ensure that 

ORS is being taken satisfactorily and that signs of dehydration are 
not worsening

 Evaluate the child’s hydration status at least hourly

Breastfeeding should be continued in addition to hydration 
therapy for breastfed infants

Carbonated, sweetened, caffeinated and sports beverages are 
not recommended for fluid replacement



PLAN C

PLAN B

PLAN A



Will you advise admission for 
Junior?

Yes No

If with cCannot tell



When will you reassess the 
hydration status of Junior after 
beginning ORS? 

 1 hour

 2 hours

 3 hours

 4 hours









Give extra fluid

• Breastfeed 

• ORS, food-based fluids or clean 

water

• Teach the parent how to mix and 

give ORS volume/volume loss:

• Up to 2 years: 50-100 ml per stool

• > 2 years: 100-200 ml per stool

• Give frequent small sips from a cup

• If the child vomits, wait 10 minutes, 

then continue but more slowly

Zinc supplement

• 2 mo – 6 mo: ½ tablet daily for 14d

• 6 mo or more: 1 tab/day

Continue feeding

When to return



Determine amount of ORS

• 15kg x 75ml/kg = 1,125 mL

Show the mother how to give 

ORS

After 4 hours, REASSESS and 

classify the child for 

dehydration

Explain the home treatment to 

the caregiver



PLAN C

Start IV fluid immediately

Refer urgently to hospital 

for IV treatment

Start rehydration by tube 

(or mouth) with ORS 

solution

Reassess every 1-2 hours



When will you reassess the 
hydration status of Junior after 
beginning ORS? 

 1 hour

 2 hours

 3 hours

 4 hours



Will you prescribe an 
antibiotic to Junior?

Yes No



What are the indications for empiric 
antibiotic treatment in children with 
acute infectious diarrhea?

Primary management of acute infectious diarrhea in children 

is still rehydration therapy. Routine empiric antibiotic 

therapy is NOT recommended.

Antimicrobials may be recommended for the following 

conditions:
 Suspected cholera

 Bloody diarrhea

 Diarrhea associated with other acute infections

Entamoeba histolytica, Salmonella and Shigella





What are the recommended 
antimicrobials for the different 
etiologies?

• Azithromycin 
10mgkg/dose OD x 3 
days

• Doxycycline (if >8yrs 
old): 2mg/kg single 
dose

Cholera

• Ciprofloxacin 
30mg/kg/day PO into 
2 doses

• Azithromycin 10mg 
PO OD x 3days

• Ceftriaxone IV 75-
100mg/kg/day

Shigella

• Metronidazole 
10mg/kg/dose TID for 
10-14 days to avoid 
relapse

Amoebiasis



Will you prescribe an 
antibiotic to Junior?

Yes No



Can you give loperamide to 
Junior?

Yes No



Medications 

Zinc medication as adjunctive therapy for children >6 months 
to shorten the duration of diarrhea and reduce frequency of 
stools

Racecadotril may be given to infants and children as 
adjunctive therapy to shorten the duration of diarrhea 

Loperamide is NOT recommended for children with acute 
infectious gastroenteritis due to serious adverse events

Anti-emetics are NOT recommended due to potential 
adverse events



Can you give loperamide to 
Junior?

Yes No



Will probiotics work? Is Yakult 
enough?

Yes No



What is the role of probiotics in 
the management of acute 
infectious diarrhea in children?

Probiotics are recommended as an adjunct therapy 

throughout the duration of the diarrhea in children. Probiotics 

have been shown to reduce symptom severity and duration of 

diarrhea.

 The following probiotics may be used:
 Saccharomyces boulardii

 Lactobacilllus rhamnosus

 Lactobacillus reuteri

 There is insufficient evidence to recommend Bacillus clausii



Will probiotics work? Is Yakult 
enough?

Yes No



Do you recommend the BRAT diet?

Yes No



What is the recommended diet for 
children with acute infectious 
diarrhea?

Breastfeeding should be continued in breastfed infants

 In general, feeding should be continued. However, if feeding 
is not tolerated, early refeeding may be started as soon as 
the child is able

 If diarrhea persists for >7 days or if patients are hospitalized 
due to severe diarrhea, lactose-free diet may be given to 
children who are predominantly bottle-fed to reduce 
treatment failure and decrease the duration of diarrhea.



What is the recommended diet for 
children with acute infectious 
diarrhea?

No change from age-appropriate diet is recommended

Diluted lactose milk is not recommended

Restrictive diet such as BRAT (banana, rice, apple, tea) diet is 

not recommended because of the risk of malnutrition from its 

inadequate nutritional value



Do you recommend the BRAT diet?

Yes No



Prevention



Interventions should be aimed at reducing 
subsequent episodes of diarrhea, malnutrition, 
and delays in physical and mental development

 Exclusive breastfeeding until age six months, and continued 
breastfeeding with complementary foods until two years of age.

 The consumption of safe food and water. If available, water 
brought to a rolling boil for at least five minutes is optimal for 
preparing food and drinks for young children.

Handwashing after defecating, disposing of a child's stool, and 
before preparing meals.

 The use of latrines; these should be located more than 10 meters 
and downhill from drinking water sources



Food and Water-Borne Disease 
Prevention and Control Program

 AO No. 29-A.s 1997
 Interventions:

 institutionalization of Oral Rehydration Therapy (ORT) corners in both the 
hospitals and outpatient public health facilities for the immediate 
management and treatment of diarrhea cases

 integration of the identification and management of diarrhea among the 
children in the IMCI protocol

 design, installation and operationalization of a FWBD surveillance and 
response system to detect impending outbreaks and provide immediate 
investigation and response to these cases

 provision of drugs/medicines and supplies augmentation to identified local 
government units (LGUs) with high incidence of FWBDs

 developing clinic practice guidelines on the diagnosis, management and 
treatment of several FWBD



Summary

Manage the child with diarrhea accordingly by identification 
of dehydration status and possible etiologic agent

Ordering of laboratories is not routine for all patients

Antibiotic therapy and other adjunct treatments should be 
used on a case to case basis

Prevention and control of acute diarrheal diseases should 
include other non-health sectors



Thank you!



References

Harris JB et al. (2019). Approach to the child with acute 

diarrhea in resource-limited countries

PSMID. (2017). The CPG on the Management of Acute 

Infectious Diarrhea in Children and Adults 

World Health Organization. (2014). Integrated Management of 

Childhood Illness


