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Reducing Errors in Fluid Therapy

elective surgery. The authors have done a service in
calling attention to the problem However, their pro-
poaaltoavddﬂﬁmﬁnﬁmtﬂlgﬂ.%mh
rather than standard 0.25% saline? for meeting main-
tenance fluid needs would, in our view, do more
harm than good. The risk for other errors would

Many children who were cited in thetr report
suffered because of egregious errors m manage-
ment, not from conventional fluid therapy.® Chil-
dren with acute problems that require fluid ther-
apy commonly have central nervous system,
pulmonary, or gastrointestinal iliness; injuries re-
quiring surgery; or are admitted for elective sur-
gery. Some have plasma dislocated to interstitial
fuid from accompanying inflammation, whereas
others have losses of extracellular fluid (ECF) or a
prolonged period with little or no intake. These
factors elicit 2 nonosmotic stimulus o antidiuretic
hormone secretion that impairs free water clear-
ance,* making thesc children vulnerable to hypo-

Cumm.t practice would promptly treat many of
these children initially by expanding ECF volume
M&ZﬁtommL/kgo.Q%sa]hm.nﬁninﬂzingﬂﬁs

throughout surgery in the event of shock, need for
i ar fa vimme v Ay hii-*'*l‘“-ﬁ-r;?f: ¥y Al ?Jm”.??"‘*f;”ﬁ?-??w orTng W
infusion. An additional woulkd be to give
half the average recommended mamtenance fluid (50
- stead of 100 mL /100 kcals per day) for the first day
and mcaitor serum sodium daily should the need for

Our recommendations are broader than those of
Moritz and Ayus® to avoid other errors in fluid ther-
apy. These errors inchude hypernatremia,
wdmm@mmmmmm
gross overload of circulation in patients whose pre-
scriptions are not properly indexed to the patient’s
size or clinical state.

Hypernatremia, like hyponatremia, is a cause of
brain injury and death.> The commaon cause of hypo-
natremia is excess salt intake. Because hypernatremia
is in children with sodium chloride intakes®
well below those that would follow from the recom-
mendations of Moritz and Ayus,! their regimen
would incur that risk.

In the last few decades, it has become standard
practice to g more generous prescriptions of 0.9%
saline to with moderatc to severe dehydra-
tion” We have recommended giving 60 to 100
mL/kg in the first 2 to 4 hours® Other physicians
treating children with bum?® or septic shock'? have
recommended giving 60 to 200 mL/kg in 2 to 4 hours

ion. These regimens more quickly

“ i paainbenaTos regimen are: sodivm, 2 ntRsgim,
2: chioride, 2 meq/100 cals per day.” Lirese Lubakes
mmﬁawdbyhhtitzand!;yus’ as, perhaps,
t00 litthe. The sodium and chloride intakes are twice
that provided by human milk andd are adequate un-
less

fluid therapy continue. losses of body fluids are apprediable.
Thecurrentpracﬁc&iwecitenmﬁndmtheﬁskfor
hypcrmtrmiaanddormtincurlheriskofhypcr-
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1310 ke~ 100 keals/kg; 12-20 kg 1000 kcals. + 100 keale/2 kg > 10; 5-70
k- 1500 lacals + 100 keale/$ kg >20 kg, For eampie, 12kg- 1100 keals; 25
kg 1600 kcals, 45 kg~ 2000 kaals, 70 kg 2500 kcals.
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. Medical practice, as it so often does, got ahead of medical science. We made
ob&ervahmsanidevdopedhypolhﬂeo—mdﬂmfmgutbpmvem . There
is a tendency, driven by wishful thinking combined with good marketing and

media hype, to jump ahead of the medical evidence.”

Love SM. Preventive medicine, properly practiced. New York Times. July 16, 2002
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