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ABSTRAK 

ASUHAN KEPERAWATAN PADA ANAK A DENGAN DIAGNOSA  

GASTROENTERITIS AKUT (GEA) DENGAN MASALAH  

KEPERAWATAN DIARE DI RUANG MAWAR 

RSUD PROF DR.W Z. JOHANNES KUPANG 

 

Riscy Suparto Mau1 

Yulianti Banhae2, Aben B. Y. H. Romana3, 
1Mahasiswa Prodi D-III Keperawatan Jurusan Keperawatan 

Poltekkes Kemenkes Kupang 
2Dosen Jurusan Keperawatan Poltekkes Kemenkes Kupang  

e-mail riscymau@gmail.com 

 

Latar Belakang: Diare masih menempati urutan ketiga sebagai penyebab kematian 

terbanyak untuk anak-anak dibawah lima tahun. Tujuan: Mendeskripsikan asuhan 

keperawatan pada An. A dengan diagnosa medis Gastroenteritis Akut (GEA) dengan 

masalah keperawatan diare. 

Metode: Studi kasus dengan pendekatan proses keperawatan secara comprehensif. Sampel 

dalam laporan kasus ini berjumlah 1 orang pasien anak perempuan. Hasil: Hasil pengkajian 

didapatkan data ibu pasien mengatakan anak BAB cair ±4 kali/hari, konsistensi cair, 

berwarna kekuningan, anak tampak lemas, nafsu makan menurun. Tanda vital TD:100/60 

mmhg    RR/24  N:102x/m 

S:36’7C   SPO2:99%. Intervensi keperawatan yang dilakukan pada anak adalah manajemen 

diare. Implementasi Memonitor warna volume frekunesi dan konsisten tinja, memonitor 

jumlah pengeluaran diare, memonitor keamanan penyimpanan makanan, memberikan 

asupan cairan oral ( mis. Larutan garam gila, oralit, pediyalte, renalite), mengajurkan 

makanan porsi kecil dan sering secara bertahap. Evaluasi: Evaluasi dilakukan berdasarkan 

kriteria hasil yang telah ditetapkan. Setelah dilakukan tindakan keperawatan selama masa 

perawatan, diperoleh hasil sebagai berikut: Frekuensi buang air besar menurun dari ±4 

kali/hari menjadi 1–2 kali/hari. Konsistensi feses berubah dari cair menjadi lebih 

lembek/mengental, tanda-tanda dehidrasi berkurang, ditandai dengan mukosa bibir lebih 

lembab dan turgor kulit membaik, nafsu makan anak mulai meningkat, suhu tubuh kembali 

dalam batas normal, kondisi umum anak tampak lebih aktif dan tidak lemas. Kesimpulan: 

Penerapan asuhan keperawatan pada An. A dengan diare dengan pemenuhana kenutuhan 

cairan elektrolit teratasi selama 3x24 jam. Saran: Bagi Ibu, Anak dan Masyarakat: Laporan 

kasus ini diharapkan dapat memberikan manfaat bagi ibu,  anak dengan diare, serta bagi 

keluarga dan masyarakat. Bagi Institusi Pelayanan Kesehatan ( Perawat Anak):Laporan 

kasus ini diharapkan dapat memberikan masukan bagi tenaga kesehatan dalam memberikan 

asuhan dan pelayanan kesehatan secara optimal, guna meningkatkan kualitas pelayanan 

asuhan keperwatan secara komperhensif, khususnya pada ibu dengan diare.Bagi institusi 

Pendidikan Laporan kasus ini diharapkan dapat menjadi referensi terutama yang berkaitan 

dengan asuhan keperawatan komprehensif. 

Kata Kunci: Asuhan Keperawatan Anak Diare, Dehidrasi , Gastroenteritis Akut. 
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ABSTRACK 

NURSING CARE FOR CHILD A WITH ACUTE GASTROENTERITIS (GAE) 

WITH A DIAGNOSIS OF DIARRHEA IN THE MAWAR NURSING WARD, 

PROF. DR. WZ. JOHANE KUPANG HOSPITAL. Z JOHANES KUPANG 

REGIONAL GENERAL HOSPITAL, KUPANG 
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Background: Diarrhea remains the third leading cause of death for children under five 

years of age. Objective: To describe the nursing care provided to Child A with a medical 

diagnosis of Acute Gastroenteritis (GAE) with diarrhea as a nursing problem. Method: A 

case study using a comprehensive nursing process approach. The sample in this case report 

was one female child. Results: The assessment revealed that the patient's mother reported 

that the child had loose stools approximately four times a day, with a liquid consistency 

and a yellowish color. The child appeared weak and had a decreased appetite. Vital signs 

were BP: 100/60 mmHg, RR/24 N: 102x/m, S: 36'7°C, SPO2: 99%. The nursing 

intervention performed for the child was diarrhea management. Implementation: 

Monitoring the color, volume, frequency, and consistency of stools, monitoring the amount 

of diarrhea, monitoring the safety of food storage, providing oral fluid intake (e.g., salt 

solution, ORS, Pediyalte, Renalite), and encouraging small, frequent meals gradually. 

Evaluation: Evaluation is carried out based on predetermined outcome criteria. After 

nursing actions during the treatment period, the following results were obtained: The 

frequency of bowel movements decreased from approximately 4 times/day to 1–2 times/day. 

The consistency of stool changed from liquid to softer/thicker, signs of dehydration 

decreased, indicated by more moist mucous membranes and improved skin turgor, the 

child's appetite began to increase, body temperature returned to normal limits, and the 

child's general condition appeared more active and less lethargic. Conclusion: The 

implementation of nursing care for An. A with diarrhea by fulfilling fluid and electrolyte 

needs was resolved within 3x24 hours. Suggestions: For Mothers, Children, and the 

Community: This case report is expected to provide benefits for mothers, children with 

diarrhea, as well as for families and the community. 

For Health Service Institutions (Pediatric Nurses): This case report is expected to provide 

input for health workers in providing optimal health care and services, in order to improve 

the quality of comprehensive nursing care, especially for mothers with diarrhea. For 

Educational Institutions: This case report is expected to serve as a reference, especially 

related to comprehensive nursing care. 

Keywords: Nursing Care for Children with Diarrhea, Dehydration, Acute Gastroenteritis 
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