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NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF HYPONATRAEMIA
WHEN ADMINISTERING INTRAVENOUS INFUSIONS TO CHILDREN

Introduction

1. The National Patient Safety Agency (NPSA) has issued advice to the NHS on how to
reduce the risks associated with administering infusions to children (see below). The
recommendations made in the NPSA Patient Safety Alert relate to paediatric patients
from one month to 16 years old. They are not intended for paediatric or neonatal
intensive care units or specialist areas such as renal, liver, and cardiac units where

hypotonic solutions have specialist indications.

2. HSC organisations are required to implement the actions identified in the Alert by
30 September 2007. Independent sector providers which administer intravenous
fluids to children will also wish to ensure that the actions specified in the alert are
implemented in their organisations within the same time scale.
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NPSA Alert 22

3. The NPSA Alert 22 is available on
http://www.npsa.nhs.uk/site/media/documents/2449 PaediatricinfusonsPSAFINAL.pdf

A number of resources have been developed by NPSA to support implementation of

the Alert. All materials are available on www.npsa.nhs.uk/health/alerts. These

include:

e A guideline template to assist with the production of local clinical guidelines;

e A prescription template providing ideas on how local prescriptions for
intravenous fluids can be improved;
An e-learning modaule for clinical staff prescribing paediatric infusion therapy;

¢ A practice competence statement for the prescribing and monitoring of
intravenous infusions;

¢ An audit checklist to assist organisations with an annual audit process to ensure
that the recommendations are embedded and maintained within practice; and

e A patient briefing.

Local Development of Clinical Guidelines

4. It should be noted that one of the actions in the NPSA Alert is for each NHS
organisation to produce and disseminate local clinical guidelines for the fluid
management of paediatric patients based on the suggested NPSA guidelines
template. As The Northern Ireland Regional Paediatric Fluid Therapy Working Group
and the NI Medicines Governance Team were part of the NPSA external reference
group, the Department has asked both of these groups to work collaboratively to
produce an intravenous fluid clinical guideline in accordance with NPSA guidance, by
31 July 2007. This will then be disseminated to each HSC Trust for local
implementation and monitoring.

ACTION

5. HSC Trust Chief Executives are responsible for implementation of NPSA Alert 22. All
Trusts should:

a. Develop an action plan and ensure that action is underway by 2 July
2007;

b. Complete actions by 30 September 2007; and

C. Return the audit template, by 31 October 2007:
www.npsa.nhs.uk/site/media/documents/2452 Paediatric audit checklis
t.doc to the Safety, Quality and Standards Directorate in DHSSPS at
qualityandsafety@dhsspsni.gov.uk. The purpose of this return is to
ensure full implementation of the actions as set out in the Alert.

6. The return of the audit proforma should be accompanied by an endorsement by the
Chief Executive to confirm that the named HSC Trust has undertaken an internal audit
in line with the audit tool, and that the recommended actions have been fully
implemented.

7. The audit proforma should also be copied to the Regulation and Quality Improvement
Authority who may wish to incorporate the Trust’s evidence as part of their clinical and
social care governance rewews in 2007/08 RQIA will also wish to ensure that

S shm mpliant with this Alert.
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Conclusion

8. Much work has already been done in HSC organisations to promote the safe and
effective care of children receiving intravenous fluid. The NPSA Alert 22 builds on the
experience gained locally and seeks to promote a consistent approach across provider
organisations. You are asked to ensure that this circular is widely communicated to
staff.

Yours sincerely

%W/ij&%%ic%@ /( ' § g WM;Z

DR MICHAEL McBRIDE DR NORMAN MORROW MR MARTIN BRADLEY
Chief Medical Officer Chief Pharmaceutical Officer Chief Nursing Officer
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