PQ3297/04

DATE FOR ANSWER: TUESDAY 2 NOYEMBER 2004

Iris Robinson (Strangford): To ask the Secretary of State for Northern Ireland
what investigations he has conducted into the actions of Sperrin Lakeland Trust

following the death of Lucy Crawford in April 2000. (194803)

ANGELA SMITH

[ reter the honorable Member to the answer to PQ3296/04.

Date:
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certificate issued shsortly after her death was “Cerebral oedema,
Gastroteritis, dehydration”. Subsequently a Coroner’s Inquest into her

any child receiving prescribed fluids. Tt is potentially extremely serious,
with a rapid fall in sodium leading to cerebral oedema, seizures and
possible death. Hyponatraemia most often reflects a failure to excrete
water. Stress, pain, nausea and vomiting are all potent stimulators of a
hormone, ADH, that inhibits water excretion. Therefore a sick child, if
given excess fluids, may not be able to excrete water adequately. The
retention of water may, in severe cases, lead to cerebral oedema (swelling

“of the brain) and ultimately death.

. Lucy Crawford was admitted to the Erne Hospital on the evening of
12 April 2000 with poor oral intake, fever and vomiting. At that time a

13.15pm on 14 April.

. Lucy’s death was reported to the coroner’s office. Advice was sought from
the State Pathologist’s Department regarding the need for a coroner’s post-
mortem examination. Following discussion between the state pathologist
and a consultant paediatrician at the RBHSC, it was agreed that a corner’s
post-mortem was not required and a death certificate could be issued. A

Hospital post-mortem was conducted.

commented that the fluids Lucy received were, in both type and amount,
within the accepted range, but cited poor record keeping as leading to
contusion over prescribed fluids.

. It was only in February 2003 following the inquest into Raychel Ferguson’s
death that the coroner was alerted to the similarities between Lucy
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from hyponatraemia. Subs equently an inquest was opened into Lucy’s
death and an inquest held in February 2004. To summarise, the sequence of
events following Lucy Crawford’s death and its reporting were as follows:

April 2000 Lucy died

June 2001 Raychel Ferguson died.
Death reported to coroner.

March 2002 CMO issued guidance on prevention of
hyponatraemia.

February 2003 Inquest into Raychel Ferguson’s death.

March 2003 Links between Raychel’s and Lucy’s death
identified.

bFebruary 2004 Inquest into Lucy’s death.

/. Detail of the conduct of the consultant paediatrician involved in Lucy’s
management has been referred to the General Medical Council, which will,
through its normal procedures, consider the case and whether there are
grounds for disciplinary action.

8. In 2000, at the time of Lucy’s death, the statutory Duty of Quality on HPSS
providers had not been introduced. The Trust did however take steps to
nvestigate the reason for Lucy’s death. A case review was conducted and a
paediatrician from Altnagelvin Hospital was invited to act as a medical
asSessor.

number of allegations about the treatment of Lucy Crawford and the
subsequent investigation into her death. These included specific references
to the actions of individual doctors, the management of Sperrin Lakeland
Irust and the Department’s Chief Medical Officer.

10. In light of the allegations contained in the Insight” programme you
announced an independent investigation into the issues raised by it on 1
November.

Reply prepared by:

Andrew Hamilton
Primary, Secondary & Community Care Group
Room A3.3

Castle Buildinis
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