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We have been working with Miriam McCarthy and CMO on the submission to Minister and draft statement in response to
the questions raised by UTV and the Impartial Reporter.

Are you happy with the approach recommended,the draft statement and lines to take?

Happy to discuss.
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Dr M McCarthy

From

6 April 2004

Date

Secretary
Dr Carson

CC

1. CMO
2. Angela Smith

ToO

Mr Hamilton
Dr Mitchell

Dr Mock

Mr Sullivan

. s, -
B N
s Mmoo

Mr Shannon

INQUEST VERDICT ON LUCY CRAWFORD

T'he recent inquest verdict on Lucy Crawford, a toddler who died in
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Given the high profile of this case Minister may be asked to comment
on the case during the course of other upcoming events.

statement to be issued by the Department.
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Background

Lucy Crawford, a 17 month old child died following admission to the Erne Hospital with a
history of vomiting and fever in April 2000. The inquest, completed on 19 F ebruary 2004,
concluded that Lucy died from (a) Cerebral oedema, (b) acute dilutional hyponatraemia, (c)
excess dilute fluid. A Verdict On Inquest is attached for formation (Annex A). Lucy’s
inquest followed the inquest into another death from hyponatraemia, in a 9 year old girl,
Raychel Ferguson, who died at Altnagelvin Hospital in June 2001. There were a number of

similarities in the two cases with the administration of excess diluted fluid being cited in both

as contributing to the death.

1. Hyponatraemia (low sodium levels) is known to be a risk in any child receiving
intravenous fluids. It is potentially extremely serious, with a rapid fall in sodium
leading to cerebral oedema seizures and death. Hyponatraemia most often reflects a

failure to excrete water. Stress, pain and nausea are all potent stimulators of a hormone

which 1nhibits water excretion

2. Following the inquest into Raychel F erguson’s death the Chief Medical Officer
convened a small working group to develop guidance on the prevention of
hyponatraemia in children as a matter of urgency. The Guidance, issued in March
2002, emphasised that every child recerving intravenous fluids requires a thorough
baseline assessment, that fluid requirements should be assessed by a doctor competent
in determining a child’s fluid requirements, and fluid balance should be regularly
monitored. A copy of the guidance is attached Annex B. Last month, CMO wrote to

ITust Chief Executives requesting assurance that the guidance had been implemented

throughout Trusts.

3. Furthermore, following the inquest verdict on Lucy Crawford’s death CMO has
engaged a national expert to quality assure the guidance in light of the findings of the

inquest and any new evidence available.
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ANNEX C
DRAFT

MINISTERIAL STATEMENT

[ would like to express my deepest sympathy to the parents and family of Lucy Crawford

following her death.

I am satistied that the cause of Lucy’s death has been properly and comprehensively

investigated and I fully accept the coroner’s verdict on the cause of death. In his deliberations
the coroner did not see a need to refer the case to the Director of Public Prosecution. He did,
however, refer inquest papers to the General Medical Council, which is responsible for the

registration of medical practitioners, and I await the findings of the General Medical Council

in due course.

Dr Henrietta Campbell, the Chief Medical Officer, issued guidance on the prevention of
hyponatraemia 1n 2002. This guidance provides very practical advice for doctors and nurses

who manage the care of children in hospital. It has been commended by both local clinicians,
and by expert witnesses who gave evidence at Lucy’s inquest. Following the inquest into
Lucy’s death the Coroner wrote to the Chief Medical Officer asking her to consider if any
changes are required to the current guidance. In response, Dr Campbell has engaged an

international medical expert in the speciality of paediatrics to quality assure the guidance in

light of the findings of the inquest into Lucy’s death.

Under Clinical Governance arrangements introduced last year, my Department is strengthening
the systems for quality assurance within Trusts. Specifically, work is underway to improve the
mechanism for reporting and investigating untoward incidents and to ensure the maintenance
of good medical record keeping. This latter area was found to be seriously lacking in Lucy

Crawtord’s case and a major lesson learned from this tragic case was the importance of

accurate record keeping.

DHSSPS-C Gowdy
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The lessons learned since Lucy’s death and the action taken to inform health professionals
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ANNEX D

We must ensure the very highest quality standards in

place new arrangements

to ensure that serious untoward events are brought to the attention of
my Department without delay.
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