Assessing dehydration in children under 5 years

Use this table to detect clinical dehydration and shock during remote and face-to-face assessments

Adapted from ‘Diarrhoea and vomiting in children’ (NICE clinical guideline 84). The quick reference guide and full guidance are available from: www.nice.org.uk/CG84
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                   Increasing severity of dehydration

	
	No clinically detectable dehydration
	Clinical dehydration
	Clinical shock

	Symptoms (remote and face-to-face assessments)
	Appears well
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Appears to be unwell or deteriorating
	–

	
	Alert and responsive
	[image: image2.jpg]


 Altered responsiveness (for example, irritable, lethargic)
	Decreased level of consciousness

	
	Normal urine output
	Decreased urine output
	–

	
	Skin colour unchanged
	Skin colour unchanged
	Pale or mottled skin

	
	Warm extremities
	Warm extremities
	Cold extremities

	Signs (face-to-face assessments)
	Alert and responsive 
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 Altered responsiveness (for example, irritable, lethargic)
	Decreased level of consciousness

	
	Skin colour unchanged
	Skin colour unchanged
	Pale or mottled skin

	
	Warm extremities
	Warm extremities
	Cold extremities

	
	Eyes not sunken 
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 Sunken eyes
	–

	
	Moist mucous membranes (except after a drink) 
	Dry mucous membranes (except for ‘mouth breather')
	–

	
	Normal heart rate
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 Tachycardia
	Tachycardia

	
	Normal breathing pattern
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 Tachypnoea
	Tachypnoea

	
	Normal peripheral pulses
	Normal peripheral pulses
	Weak peripheral pulses

	
	Normal capillary refill time
	Normal capillary refill time
	Prolonged capillary refill time

	
	Normal skin turgor
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 Reduced skin turgor
	–

	
	Normal blood pressure
	Normal blood pressure
	Hypotension (decompensated shock)


	Box 1  At increased risk of dehydration:

· Children younger than 1 year, especially those younger than 6 months

· infants who were of low birth weight

· children who have passed six or more diarrhoeal stools in the past  24 hours

· children who have vomited three times or more in the past 24 hours

· children who have not been offered or have not been able to tolerate supplementary fluids before presentation

· infants who have stopped breastfeeding during the illness

· children with signs of malnutrition.


Suspect hypernatraemic dehydration if there are any of the following:

· jittery movements

· increased muscle tone

· hyperreflexia

· convulsions

· drowsiness or coma.

Laboratory investigations:

· Do not routinely perform blood biochemistry.
· Measure plasma sodium, potassium, urea, creatinine and glucose concentrations if:
·  intravenous fluid therapy is required or

· there are symptoms or signs suggesting hypernatraemia.

· Measure venous blood acid–base status and chloride concentration if shock is suspected or confirmed.

Interpret symptoms and signs taking into account risk factors for dehydration (see box 1). More numerous and more pronounced symptoms and signs of clinical dehydration indicate greater severity. For clinical shock, one or more of the symptoms and/or signs listed would be present. Dashes (–) indicate that these clinical features do not specifically indicate shock. Symptoms and signs with red flags ([image: image8.png]) may help to identify children at increased risk of progression to shock. If in doubt, manage as if there are symptoms and/or signs with red flags. 
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