Lucy Crawford decd

Tho inquest last month came at the and of what has been a long and pantul search for
the t}'uth by Lucy’s parents. The Coroners fnding was a vindication of the family’s
determination. '

The family were disappointed that the Consultant in charge of Lucy’s ocare, Dr.
O’Donohoeg, failed 1o gve evidence al the inquest. Whilst this decision may have
‘been based on legal advice they foel 1t was 4 bad decision.

Thgy' feel it was a had decision for him. They also feel it was a bad decision for them.

" The family had waited a long time to get answers, They themselves underwent the
ordeal of giving evidence and béing - ross-examined by a barister on behalf of the
Trust. Dr. O’Donohoe’s failure to 4o likewise deprived the family of an imporiant *
opportunity to find out what happened to theit daughter and why.

II'j“rom the families pgrspective the central issues which Lucy’s death has highlighted
are a8 follows: i - - SR

{. Thepatureof ihe fluid management regime.

The family a:e*conbcmcd that the focus on the use of Solution 18 1s an attempt
_tg deflect attention from the real failings in the fluid management sysiem.

Bach of the Dbctoi's at the Inquest gave evidence that not alone was the wrong

fluid preseribed but also that 1t was administered at the wrong rate.

Dr. Camnpbell appears to have confined her comments last weel to the fact that

Solution 18 was in common use throughout N at the time. This misscs the
point. The evidence at the Inquest was that Lucy would prob'ablj have survived
ven with this fluid, had it been ~drministered at the correct rate. -

The Coroner found thet Lucy tad died from Cerebral Oedema caused by acute
dilutional Hyponatraemia which in turn. was caunsed by the administration of
excess dilute fluid. Hyponatraemia may bave been a complicated and obscure
edical term that described the process that led 1o Lucy's death. The cause is
~emarkebly obvious and simple. She was given too much fluid 100 quickly.

Fluid management s a basic )] taught at medical school. It mvolves #n ~
ectimation of Jikely fluid loss and ihe calculation of the flwd required to replace 15-

!

such losscs and mamtain fluid levels. Each patient is different and the plan 101
Aid administration must 0¢ formulated on a case-by-casc Ybasis, There was no
~ evidence that any such caloulation was undertaken for Lucy. She was only .

" mildly dehydrated.

,Whilsf' the term hyponatractmia may not have been widély known prior to Lucy’s
Zeath the basic principles of fluld management were. Had those principles been
yhserved Lucy would be here today. |
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The review.

One ixight question the quality of the: review process given the Corouers

nave been expected to realise the implications of
Health Service. Has Dr. Campbell been provided with a topy of the review and

I

¢

At the family’s request the Trust itiated a review shortly after Lucy’s death.
~ The chiet executive of the Trust then wrote 1o the family indicating that the |
review had not disclosed that the treatinent provided to Lucy was inadeqguate o1
- of poor quality |

findines and the cvidence of 1 three experts including the expert initially

Dr Campbell indicated last week that the Trust did not cealise and could not

Lucy’s case for the wider: .

if not how can she make such a statcment. If she has been provided with 4 COpY
of the review why have the family not seen it. |

I would be s,'ui'prié:ed £ Dr. Sumner would agree with these sentiments. All of |

the experts agreed that the fluid used was not appropnate to ‘make up deficit
- fluids and all agreed that the raie of administration was wWrong. No proper fluid.
- prescription was secorded. It is difficult 1O ses how these jssues could Dot have .

bad wider implications. It is also difficult to scec how an ‘indopendent’ 1CVIEW

failed to highlt ght these issues.

We have written to the Trust requesting sight of the.: i T Agta we have not

heen provided with a copy: We do not know £ a written report was provided by
Dr, Quinn ofr what information was provided to him. Cl early the fact that this

review, which apparently cleared the Sperrin Trust of wronigdoing, was carried

i B o

out by 2 Consultant from Alinagelvin has implications given the subsequent

£ confidence in the Trust is 10 be restored the full ciroumstances in which the

eview was caried out need 1o he examiped. It is only then that the Trust will
be able to claim that the 1agsons from Lucy’s death have been leamed.

The response of the Trust to the death;

The Trust appears o be -incapable of dealing with the tragedy 1n 2 sepsitive
manner. A I’Z—ino‘nth-old ~hild died unnecessanly. T this day no one from the
Trust has come o the parents and said we are sorry 1or the mistakes that led to

your daughters death.

The Chief Bxecutive of the Trust did write last week expressing regret for “the.
' o at the time of Lucy's death.” This 18 somé Way short of

L}

= ' ! \- - %
seknowledging the fallures ihat the Coroner found led directly to Lucy's death.

The family know that no one st out to cause Lucy hamm. However the attitude
adopted by the Trust after Lucy’s death has only served to increase the family’s
pain and suffermg. The Trust*s reSpoOnse 1acked compagsion and appears t6 have
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have obstricted their search for the Truth anfi in' their words have “slamt
doors in thewr faces™

It has been szid time and again after the Inquest that lessons have been learned. ];\r
' Campbell’s focus in interview on the fype ot fluid only jeads one to doubt whetlier
this 15 the case. - -' - - .l
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been less i‘han frank_-The family can be forgiven for belicving that the Trust.
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