conditions like gastro-enteritis where they’re vomiting or losing sodium from they’re gut
In that type of problem.

over the last few years in one hand have been described as .......or physiological
while others say they’re not that at all what is your view in all that in that debate.

Well I think first of all I have to say its complicated there’s no simple black and white in

open subject even within the past month articles have been published arguing one way
arguing the other way about this condition but I do think that its important recognize that
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lead to death.

So where do you come down the side of the debate are you coming down on the
physiological side. '

safe solution.

So just where to do You think isn’t a safe solution.
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Particularly in any situation where the body has lost salt then the amount of salt In
solution 18 is not adequate to replace those losses.

And we would have known that for some time since solution 18 was around.

Well solution 18 was never designed for those circumstances now if the loss of saltis
very minor if a child is say less than 5% dehydrated then in fact the body can cope as
long as its given enough fluid with almost any type of fluid the important thing is the
amount of fluid is really more important in that situation than the type of fluid if too
much fluid is given then problems arise.

Yes, it was recognized that after two children had died in Northern Ireland in conditions
with hyponatraemia that we needn’t to look at this and the Department of Health Dr
Campbell our Chief Medical Officer set up the working group which met first in |
September 2001 and recognizing the urgency of producing guidelines we worked very
hard over a period of a number of months and those guidelines where then issued I think
it was March 2002 undercover of a letter from Dr Campbell sent out to all of the pediatric
units and everyone else who would be involved in caring for children and giving them IV
fluids in order to highlight the dangers and also to give guidance about how best this can

be avoided.
Who where those two children just for the record.

The two children where Lucy Crawford and Rachel Ferguson.

So June 2001 Dr Campbell called together the working group and what exactly did
you do then.

-.;,;EH.HI-' -

Well I think it was September 2001 that we met the working group first of all met and
then had a correspondence mainly by email so that we could do this as quickly as

possible to try to agree what guidelines could be produced now we would distinguish
between guidelines and a protocol where a protocol 1s more like a recipe you give a little
bit of this and a little bit of that a guideline can’t be as specific as that and because of the
complexity of this condition its not possible to give a very clear and absolute recipe for
every circumstance that could arise in clinical practice so the guideline that we produced
highlights the dangers of this condition and gives instructions if you like to those caring
for children of the type of things that they would have to look for. For example
monitoring the sodium level checking the weight of the child finding out how much the
child is losing if they’re vomiting or having diarrhea and then prescribing an appropriate
fluid to deal with that situation.
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Well I suppose from my point 5f view | became aware of them because the Trust

concerned asked me to look at the details and in relation to the Coroners Inquests asked
me 1f I was prepared to give evidence as to my understanding of how these circumstances

Well certainly informal contact was made and that was in June 2001 where a colleague
- working in the Intensive Care Unit in the Children’s Hospital in Belfast made contact

So Dr Taylor having spotted these coming through in the Intensjve Care Unit

alerted the medical community here that there had been two cases Lucy Crawford
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And what was the remit given by the Chjef Medical O

fficer at that stage,
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way to manage that situation and our guidelines will help people to deal with it in a better
way in the future. -

And that’s the importance out of all of this but when you look back at the Lucy
Crawford case and look it really no guidelines could have prevented Lucy
Crawford’s death if the wrong amount of fluid was given to her nothing that you
could have done would prevent that is that the case if mistakes are made as they are
going to happen in hospitals.

Well I suppose I look at it from a slightly different angle and that is that mistakes will
always be made no one is perfect and other industries like the airline industry have
recognized this and so what they have done is put 1n place systems that find mistakes

before they cause damage we don’t have those systems in medicine at the moment and a

Other thing though if you look at how that when you look at how that working
group got together it is only due to the informal nature of the way that Bob Taylor
brought it to the attention of the medical community unit that it was raised at all, is

- Well there certainly has been a problem in that we have not had a system whereby issues
that arise in one particular area in one Trust or in one group of patients aren’t necessarily
recognized by others and this is something which Northern Ireland would be too small to
deal with alone so an organization has been developed across the UK called the National

Patients Safety Agency its really only relatively recently and is only now getting off the
ground but I very much hope that Northern Ireland will be part of that because that is

how we could pick these things up by looking at the whole of the UK finding out a case
here and perhaps a case in Scotland wherever recognizing them more quickly and being

able to take effective action.

The problem with that is that its on the National Patients Safety Organization is
only in England and Wales its not in Scotland and Northern Ireland.

At the moment but my understanding is that our Department in Northern Ireland are
looking very actively at us Joining with them however that’s going to work out I’m not
aware but certainly it would be my desire I believe it very important that we are part of
that work in whatever way that can be arranged as soon as possible.

What do you think are the great lessons out of all of this and there has been great
focus and the death of Lucy Crawford and Rachel Ferguson what going back to the
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It was how can I put it, it was so important that Bob Taylor took those two cases to

the Chief Medical Officer back in June 2001.
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