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INTERVIEW WITH THE IMPARTIAL REPORTER ON THE DEATH OF
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Background

Further to briefing on 28 May, Departmental officials met today with senior
management from Sperrin Lakeland Trust to clarify the course of events following
Lucy Crawford’s death and the rationale underpinning action taken by the Trust. The
issues discussed fall within four areas; the reporting and investigation of the death;
communication between the Trust and the Crawford family; the scrutiny nto

Dr O’Donohoe’s clinical practice; and status of current proceedings. Q&A and lines

to take have been revised to take account of this morning’s meeting.

Report and Investigation of Lucy’s Death

1. Lucy’s death was, as noted in previous briefing, reported to the coroner’s otfice

on 14™ April 2000. Her death was also reported to Director of Public Health,

WIHSSB on the same day. Furthermore he was informed in writing in May

2000 that an internal case review was being conducted by the Trust.

2. The investigation of Lucy’s death by the Trust comprised an internal case
review in which Dr M Quinn, a paediatrician from Altnagelvin Hospital was
invited to participate as an independent medical assessor. The terms of

reference for the review, Dr Quinn’s report, and the Trust’s report are attached.

(Appendix 3, 4 and 5). The Crawford family was not made aware of the

review until October 2000.

3. On completion of the internal review the Trust initiated a number of changes 1n

practice as outlined in Appendix 0.

Communication with Crawford Family

4. The Crawford family did meet with Dr D O’Hara, the pathologist who had
conducted the post mortem on Lucy. They also met (on 5" May 2000) with
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Dr O’Donohoe, the paediatrician responsible for Lucy’s care in the Erne
Hospital. It does not appear that Dr O’Donohoe’s meeting with the family
went well. He was not able to answer the family’s questions about the cause of

Lucy’s death. Subsequent communication between the Trust and the family

was made difficult because of this.

On 22™ September 2000 the Crawford family made a formal complaint against
the Trust. This complaint was made through the Western Health and Social

Services Council which was eicting at the request of the Crawford family.

In October 2000 the Crawford’s were advised that an internal review had been
conducted. The Trust offered a meeting to discuss the findings of the review.

Over the ensuing months the Trust offered on 5 occasions to meet the family

but the offers were not accepted.

On 27" April 2001 the family’s solicitor advised that legal proceedings would

be taken against Trust. This was settled out of court in December 2003.

The Trust acknowledged that their communication with the family could have
been improved and that in retrospect, if they had met with the family as soon as
possible after Lucy’s death, some of the communication problems could have

been avoided. An apology to the family was issued by Mr Mills on 19 March
2004 (Appendix 7).

Dr O’Donohoe’s Practice

Following the coroner’s inquest Dr O’Donohoe’s role in the care of Lucy
Crawford has been referred to the General Medical Council for consideration.
In relation to Dr O’Donohoe’s professional and personal conduct between

2000-2002 the Trust has taken a number of actions to assure itself that
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Dr O’Donohoe’s practice does not put other patients at risk. A summary of

actions is attached. (Appendix 8).

Current Proceedings

10.  Following the coroner’s verdict, the Trust will undertake a root cause analysis

exercise into events around Lucy Crawford’s death. The terms of reference

have been agreed and are attached (appendix9 ).

1.  Further litigation brought by Mr Crawford against the Trust, following the

inquest into Lucy’s death, is ongoing and is expected to take some time.

Summary

12.  In summary, the actions of the Trust have included the following:

e in the absence of a formal system for reporting untoward deaths, the Trust very
appropriately informed the WHSSB, both verbally immediately after Llicy’s
death, and in writing writing in May 2000.

o There were several offers for the Trust to meet with the Crawford family but
the Trust recognise that communication was an area in which they were not

successful. The Trust did apologise to the Crawford family.

e Inrelation to Dr O’Donohoe’s practice the Trust have appropriately scrutinised

this and have involved professional bodies.

13. I attach the Q&A material (Appendix 1) in which some responses have been

revised in light of this mornings discussions with the Trust’s senior

management.
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DR MIRIAM McCARTHY
Senior Medical Officer
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APPENDIX 1
QUESTIONS & ANSWERS

Q1 Are you happy with the investigation conducted by the 1rust?

Al The Trust acted correctly in conducting a case review into Lucy’s death, which
they commenced immediately after her death and completed within 3 months.
To ensure an external perspective, the Trust involved a consultant paediatrician
from another hospital. The Review made a number of recommendations and
the Trust have taken action to implement these, including improved fluid

management practice, and improved arrangements for documentation of

prescribed fluids.

Q2 Do you think Lucy’s death should be properly investigated by holding an

independent inquiry”

A2  The cause of Lucy’s death was fully and comprehensively investigated during

the coroner’s inquest. I accept the coroner’s verdict and do not think that an

independent inquiry will provide additional information.

[ believe it is much more important that we invest our efforts in making sure

that a similar tragic death does not happen again. In particular the guidance on

the prevention of hyponatraemia issued by the Chief Medical Officer, and our
current work to develop a system for reporting adverse incidents will help

avold a similar event in the future.

Q3  Was the Sperrin Lakeland Trust negligent in failing to report Lucy’s death to

your Department?
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A3

Q4

A4

Q5

AS

No. At the time of Lucy’s death there was no formal requirement for lrusts to
report a death such as Lucy’s to the Department. The Trust did however notity
the Director of Public Health at the Western Health and Social Services Board
immediately after Lucy’s death and also formally advised him that a case

review was being conducted. My Department has been working to strengthen

arrangements for the reporting of adverse incidents and will shortly be 1ssuing

guidance.

Without a formal system how does your Department expect to hear of

untoward deaths?

The current system, in which untoward deaths are reported to the coroner’s

office provides a mechanism by which unexplained deaths are appropriately

investigated. Each year, there are about 15,000 deaths in Northern Ireland, the
majority of which occur in hospitals. Almost 3,500 deaths are reported to the

coroner annually and approximately 1,400 coroners post-mortems are

concluded.

The existing system of reporting deaths is to be strengthened. The Home
Office proposals Reforming the Coroner and Death Certification Service,
proposes that all deaths will be reported to the coroner’s office through newly

established medical examiners. This will be introduced over a number of

years.

Are you satisfied with the quality care provided by the Trust?

In light of the coroner’s verdict I know that the quality of care received by

Lucy was of the standard we would expect. I am however satisfied that lessons
have been learnt and that appropriate steps have been taken to ensure a similar

case does not occur again. These steps include action by the Trust to improve
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Q6

A6

Q7

AT

Q8

A8

Q9

practices and procedurés, the CMO guidance issued to Trusts, and the adverse

incident reporting system to be introduced shortly.

How many untoward deaths are reported to your Department each year?

There are only a small number of deaths reported directly to the Department

each year. I know that the Northern Ireland Adverse Incident Centre, which
receives reports of any untoward incidents associated with medial equipment
and devices, received 241 reports of incidents. Since 1998 there have only

been 4 reported cases of deaths related to medical devices.

Why was Lucy’s death not reported to the coroner?

Lucy’s death was reported to the coroner’s office. Following discussion of the
case between the state pathologist and a consultant paediatrician a decision was

made that a coroner’s post-mortem was not required. This decision was based

on the available evidence at the time of Lucy’s death.

The CMO is on record as stating that she knew about Lucy’s death in 2001

then corrected her statement the next day. Can you comment?

et me emphasise the sequence of events. Lucy died in April 2000. Raychel
Ferguson died in 2001 and her inquest was held in February 2003. It was only

after the inquest into Raychel’s death, in which a verdict of hyponatraemia was

reached, that the coroner was made aware that Lucy and Raychel may have
both died from hyponatraemia. Therefore the CMO was informed of Lucy’s

death in March 2003, and this she has confirmed on record.

When were you informed of Lucy’s death?
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A9

Q10

Al0

Q11

All

Q12

Al2

Q12a

Al2a

[ was formally notified of Lucy’s death following her inquest in March 2004,
However, the Chief Medical Officer was informed in March 2003 and her
office very appropriately brought Lucy’s death and Rachel’s to the attention of
the National Patient Safety Agency, which is responsible for the safety of
patients in the NHS.

Why was Dr Sumner not called in earlier by the Department?

When CMO’s guidance was being developed the working group included
paediatricians, paediatric intensive care specialists, a specialist in laboratory

medicine and a nurse. Dr Sumner, a well-recognised expert on fluid

management and hyponatraemia, made a valuable contribution in formulating

the guidance and he has recently praised it.
Will you apologise to Lucy’s family for her death?

[ know that the Trust have apologised to the Crawford family for failings in the

service. I too apologise for the tragic death of Lucy although I know that no

words will ease the loss for her tamily.

Will you meet the Crawford family?

Yes, I have written to Mr and Mrs Crawford and I have offered to meet with

them.

Are you satisfied with the way the Trust communicated with the Crawtford

family?

The Trust offered on a number of occasions to meet with the Crawford family
and also communicated with them in writing. However in hindsight the Trust

have acknowledged that communication could have been much better.
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Q13 The CMO appears to disagree with the verdict of the coroner, can you

comment?

Al13 I want to emphasise that I fully and unconditionally accept the verdict of the
coroner regarding the cause of Lucy’s death. I also want to stress that the

CMO has gone on public record to the Irish News and to yourself endorsing the

findings of the coroner.

Q14 Do you think that Lucy’s death was due to an idiosyncratic reaction to flurd?

Al4 Tam not of course a clinician. Hyponatraemia and its cause is a complex
matter that I don’t pretend to fully understand. What I want to put on public
record is that I fully and unconditionally accept the coroner’s verdict on Lucy’s
death. I do know that there is still ongoing debate about fluid management in
children and specifically about the risk of hyponatraemia. The prevention and
treatment of hyponatraemia is a complex area but I am content that the
guidance issued by the CMO which is currently in place will ensure that

hyponatraemia can and will be prevented in children.

Q15 Surely the doctor treating Lucy should have been aware of the possibility of

hyponatraemia?

A15 Hyponatraemia was not as you have said in your articles, a widely known risk
of fluid administration. In fact, there 1s sﬁll considerable debate among
paediatricians regarding the most appropriate intravenous fluid therapy for
children. The area of fluid administration in a sick child remains a complex

area and within the past few weeks a series of articles published in the highly

respected paediatric journal.
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Q16

Al6

Q17

Al7

Q18

Al8

Q19

Al9

Was the doctor involved negligent?

[ am not responsible for the individual actions of doctors. The coroner has

referred the papers in this case to the GMC and therefore 1t would be

inappropriate to make any further comment.

There was an article on hyponatraemia in BMJ as far back as 1992, why did 1t

take so long to introduce new guidelines?

Yes, there were some articles on hyponatraemia but it was not something

known widely. Following the death of Raychel Ferguson the Chief Medical

Officer convened an expert working group as a matter of urgency to develop
guidance on the prevent of hyponatraemia. This guidance was published in
2002 providing practical advice for doctors and nurses who manage the care of

children in hospital. This guidance is the first of its kind in the UK and has

been commended by Dr Sumner, an expert witness called by the coroner to

Lucy’s inquest.

There is another inquest into a young boy’s death being held this week. Is this

yet another death from hyponatraemia?

There is an inquest currently being held and I am content that the coroner will

fully investigate the cause of death. Until 1ts completion I cannot comment on

this mnquest.
Was the Trust at fault for not alerting you to Lucy’s death?

[t was not the Trust’s fault but it does point out that there was a gap 1n the
arrangements for informing me of such events. This was hampered by the
absence of a formal system here or anywhere else in the UK to report untoward

deaths within hospitals at the time of Lucy’s death. In Northern Ireland there
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are about 15,000 deaths each year, the majority of which occur 1n hospital.
Approximately 3,500 of all deaths each year are reported to the coroner.
Measures are being taken both by the coroner’s office and by the health service

to establish a system, which will identify untoward deaths and allow early

action to be taken.

Q20 Should the Chief Executive of the Trust resign?

A20 I am satisfied that the Trust investigated the case properly and I see no reason
for the Chief Executive to resign. What I would say, as you have quite rightly

pointed out in one of your articles, is that the Erne Hospital 1s a fine one, with

dedicated, able and professional statt.

Q21. Would the new arrangements you have outlined prevented events, such as the

Lucy Crawford case, from happening?

A21. These arrangements, taken in conjunction with other mnitiatives will help to
promote safety in the HPSS and should help minimise the risk of something
going wrong and causing harm to a service user. But no system can offer a total
guarantee that nothing untoward will happen. We can however make sure that
through training, through good risk management, through governance and by
independent inspection that the safety mechanisms designed to prevent such

things from happening are as tail-safe as possible.

Q22. Why has it taken so long to make decisions on Best Practice-Best Care?

A22. Since the consultation exercise was completed 1in 2002, there have been
developments taking place elsewhere which could have a direct impact on the
proposals set out in “Best Practice - Best Care”. Of particular significance were
changes to the directions and legislation governing NICE and the Commission

for Health Improvement. Consideration of such developments needed to be
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Q23.

A23

Q24.

A24.

Q25.

A25.

26.

A26.

taken account of before taking final decisions on the arrangements required for

the HPSS.

What has been done?

[egislation came into force in February 2003 placing a statutory Duty of
Quality on all HPSS providers. From April next the new Regulation and
Improvement Authority will be working to improve standards of treatment and

care. Just last week, I announced that Brian Coulter would be the Chairman of
the new body and work is now under way to get the new organisation

established.
What is the duty of quality on the HPSS?
By placing a statutory duty of quality on chief executives of HPSS

organisations we will for the first time be able to ensure the quality of services

delivered, in the same way that financial probity is adhered to. The introduction

of clinical and social care governance will bring together all existing activity

relating to the delivery of high quality services such as education, training,

audit, risk management and complaints management.

To which organisations will the statutory duty apply”

This statutory duty will cover both Health and Social Services and will apply to
HSS Boards, HSS Trusts and those Special Agencies which provide services
directly to users e.g. The Northern Ireland Blood Transtusion Agency.

What is Clinical and Social Care Governance?

Clinical and Social Care Governance is a framework within which HPSS

organisations are accountable for continuously improving the quality of their
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services and safeguarding high standards of care and treatment. Clinical and
Social Care Governance is about organisations taking corporate responsibility

for performance and providing the highest possible standard of clinical and

social care.
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APPENDIX 2

KEY MESSAGES

° The death of a child is tragic and I want to offer my most sincere sympathy to

Lucy Crawford’s family.

e [ fully accept the coroner’s verdict on the cause of Lucy’s death.

e [ acknowledge that my Department did not know of Lucy’s death until 2003.
In 2000 there was no formal system for reporting deaths such as Lucys. We

have developed a mechanism for the reporting of untoward events in the Health

Service and will be 1ssuing interim guidance shotrtly.

e [ am satisfied that the cause of Lucy’s death was fully and comprehensively

investigated by the coroner and I do not think that any further investigation 1s

required.

° The circumstances surrounding Lucy’s death and the subsequent inquest raised
a number of important issues, which my Department is addressing, including

the reporting of untoward events in hospitals, and good records management.

o Itis important that we learn from the lessons of Lucy’s death and we have done
so. Following the death of Raychel Ferguson from hyponatraemia in 2001, the
Chief Medical Officer acted immediately to develop guidance that would
prevent a similar incident happening again. This guidance has been

incorporated into clinical practice since 2002 and is currently being reviewed 1n

light of the verdict on Lucy’s death and any emerging evidence.

° Under clinical governance arrangements introduced last year, my Department

is strengthening the systems for quality assurance with Trusts. In particular,
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work is underway to improve the mechanism for reporting and investigating

untoward incidents in hospitals.

Accurate record keeping, found seriously lacking in Lucy’s case 1s a very

important matter within the health service. My Department is currently

working to ensure that measures are in place to maintain good medical record

keeping.
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Dr Carson
Dr Mock

Mr Hamilton
Mr Hill

Mr Sullivan
Mr McCann
Dr Briscoe
Mr Shannon
Mr Mulhern

DHSSPS

075-013-049




AcuteServices Directorate

21 April 2000

Dr Quinn

Consultant Pediatrician _
Altnagelvin Hospital
Londonderry

Dr Quinn
Re: Lucy Crawford

Further to my telephone conversation 1 am enclosing for your information a copy of
the notes of the most recent admission of the late Lucy Crawford.

I would be grateful for your opinion on the range of issues discussed which would
assist Dr Anderson and my initial review of events relating to Lucy's care.

These were:

l The significance of the type and volume of fluid administered.

2 The likely cause of the cerebral oedema.

3 The likely cause of the change in the electrolyte balance le was it likely to be

caused by the type of fluids, the volume of fluids used, the diarrhoea
or other factors.

[ would also welcome any other observation in relation to Lucy's condition and care
which you may feel is relevant at this stage.

Can I thank you for agreeing to offer your assistance.

Yours sincerely

E Fee (Mr)
Director of Acute Hospital Services
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Altnagelvin Hospitals Health & Social Services Trus

/—\Pfarc\"m R

22 June 2000

Mr Eugene Fee
Director of Acute Hospital Services
Sperrin Lakeland Trust
Tyrone County Hospital
OMAGH

BT79 OAP

Dear Mr Fee

Medical Report on Lucy Crawford

I have reviewed the notes of this child as requested and will make a short summary
and some comments on the possible sequence of events in this case.

Lucy had been admitted on 12.4.00 at around 19.30hours.  Her G.P’s letter stated
that she had been pyrexic, not responding to Calpol, that she was drowsy and
lethargic, that she was floppy and not drinking.  He noted her temperature to be
38 C and wondered if she could possibly have a urinary tract infection. On
admission the history revealed that the fever had been going for 36 hours and indeed
that she had been vomiting for a similar period of time.  She had been off her feeds
to an extent of S days and that she was drowsy for about 12 hours.  Her stools were
reported to be normal.  She had a temperature of 38 C on admission and was noted
to be 9.14kgs. This would be around the 2™ centile for her age. Her capillary refill
time was said to be > 2 seconds. = Her abdomen was soft and bowel sounds were

present. A diagnosts of viral illness was made.

Her urines were checked. A blood count revealed a somewhat raised WCC at 15
with 13000 of these being neutrophils. Urea & electrolytes were essentially normal
- apart from a raised urea at 9.9. It is reported that the taking of oral fluids by the
child should be encouraged.  An intravenous line was inserted at 23.00hours by a
Consultant Paediatrician and solution 18 was started. It would appear that this
continued at a rate of 100mls/hour over the next 4 hours. The child also drank
about 150mls prior to this. At around 02.30hours the child passed a very large
runny bowel motion and was transferred into a side room. At around 02.55hours of
13.4.00 the mother buzzed a nurse to say that the child was rigid. = When the nurse
saw the child she confirmed that it was rigid in the mother’s arms and called a second
nurse at around 0.300hours.  Lucy’s colour was recorded as being satisfactory and

Altnagelvin Area Hospital, Glenshane Road, Londonderry BT47 658
Toleanhnne (NPR) 7134 58171 Fax (O28Y 7161 1727272
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Lucy Crawford

her respirations were satisfactory. A junior doctor was bleeped at that stage and the

child was turned on her side and given some oxygen.  2.5mgs of Diazepam was
administered rectally.  However it is recorded that within one minute of this a large

bowel motion occurred and I suspect most of the Diazepam was expelled. On
reviewing the child’s electrolytes in and around that time it was decided that because
the sodium was low that normal saline should be given. At 03.20hours it was noted
the respiratory effort was decreased. = An airway was inserted and the child was
bagged with bag and mask.  She was ultimately intubated by an Anaesthetist and
Flumazenil, 100mcg was given. Her pupils were noted to be fixed and dilated.
She was transferred to the intensive care in the Eme Hospital and ventilated in a high
percent of oxygen. Mannitol 20% was given and intravenous Claforan.

At 06.30hours she was transferred to the Royal Belfast Hospital for Sick Children’s
ICU and I understand that she subsequently died.

I have subsequently been made aware that the Pathologist reported that the child had a
significant pneumonia and cerebral oedema.

I will attempt to answer a few questions which obviously came up from reviewing the
notes.

Why was the child noted to be floppy in the first place?

I suspect she may well have been quite ill on admission. The raised WCC with a
predominance of neutrophils may go along with a bacterial infection and could have
been due to the pneumonia which was found on PM. However as stated before this

is speculation.
Was the child dehydrated on admission?

I think the urea measurement of 9.9 on admission does indicate a degree of
dehydration.  This level of urea would certainly not go with renal failure:

Fluids.

She was treated with Solution 18 which would be appropriate.  On looking at the
volume of fluids over the 7 hour period between admission and 3.00a.m. when she
had the possible seizure she got a total of 550mls. This would include 150mls oral
and 400mls 1.v. as the intravenous drip was running at 100mls/hr over a 4 hour period.
Calculating the amounts over that period of time this would be about 80mls/hr. 1

DHSSPS
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Lucy Crawford

have calculated the rates of fluid requirements. If she was not dehydrated she would
have required 45mls/hr. - If she was 5% dehydrated it would have worked out at
60mls/hr and 10% dehydration works out at 80mls/hr. I would therefore be
surprised if those volumes of fluid could have produced gross cerebral oedema

causing coning. I have however noted that there was no prescription written for the
fluids indicating the volume per hour that should be given.

Was there evidence of renal compromise?

e

I have noted that there was a urinary output and that there was no oedema of the face

or peripheries noted. Ward festing of the urine showed some protein and ketones.
However lab testing did not confirm proteinuria. The ketones would certainly be
present in any child who is not eating well or indeed is vomiting.

Did the child have a seizure or did she “cone” at 3. 00a.m?

I feel it is very difficult to say what happened in and around this time. It is certainly
possible that she had a seizure and may even have had a period of time when she was

hypoxic before medical attention was drawn to the fact she was unwell. However 1
cannot say that this is the case. It may be that mother informed the ward staff

immediately she noted the problem but again this is not clear to me from the notes
provided.

Apnoea.

This could have occurred as the result of a seizure. It could have occurred as a result
of coning. I have looked at the possibility that it could have been due to medication

with rectal Diazepam. I note the child was given 2.5mgs but it was stated that
within one minute of administration of this she had a large bowel motion and 1

presume most of the Diazepam actually came-out. Certainly the recommended dose
of Diazepam that can be given to a child who 1s seizing is 500mcg/kg. Therefore she
could have been given up to 4.5mgs and certainly 2.5mgs given rectally to this age of
child for a seizure would be appropnate. I am aware that some child have
idiosyncratic reactions to Diazepam but normally this would be if they are given by
the intravenous route and these events are very rare.
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Lucy Crawford

Was the resuscitation adequate?

The notes state that the child had a good heart rate and colour throughout this event:
and that initially the child’s respirations were adequate. Obviously when she became
apnoeic in and around 03.20hours she required an airway insertion and bagging and
she was ultimately then intubated by an Anaesthetist. During resuscitation it
obviously became apparent that the child’s sodium had dropped to 127 and potassium
down to 2.5 and a decision to use normal saline was made. 1 am not certain how
much normal saline was run in at that time but if it was suspected that she was

shocked then perhaps up to 20mis/kg could have been given.

I hope these comments are helpful. Ifind it difficult to be totally certain as to what
occurred to Lucy in and around 3.00a.m. or indeed what the ultimate cause of her
cerebral oedema was. - It is always difficult when simply working from medical and

nursing records and also from not seeing the child to get an absolutely clear picture of
what was happening. However I hope I have attempted to be as objective as possible

with the information available to me.

Yours sincerely

V

R J M QUINN, MB, FRCP, DCH, MFPaedRCPI
Consultant Paediatrician
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REPORT RE: THE REVIEW OF LUCY CRAWFORD’S CASE

BACKGROUND

On Friday 14 April 2000 Dr O’Donohoe, Consultant Paediatrician advised Dr Kelly,
Medical Director, that 17 month old Lucy Crawford had been admitted to the Children’s
Ward, Erne Hospital on Wednesday 12 April 2000. She was admitted at around 7.30pm
and had deteriorated rapidly early on 13 April 2000 morning. This deterioration in
Lucy’s condition led to emergency resuscitation within the Paediatric Department, a
transfer to the High Dependency Unit, Erne Hospital, and a subsequent transfer to the
Royal Belfast Hospital for Sick Children’s Intensive Care Unit, where she died.

In light of the unexpected development and outcome of Lucy’s condition it was agreed
that a review would be established in keeping with the developing arrangements for
Review of Clinical Instances/Untoward Events. This review has been conducted by Dr
Anderson, Clinical Director, Women & Chilren’s Directorate and Mr Fee, Director of
Acute Hospital Services with an input from Dr Kelly, Medical Director. External
assistance and advice was made available by Dr Quinn, Consultant Paediatrician,

Altnagelvin Hospital.

PURPOSE OF REVIEW

The main purpose of the review was to trace the progression of Lucy’s illness from her
admission to the Erne Hospital and her treatments/interventions in order to try and

establish whether:

a) There is any connection between our activities and actions, and the progression
and outcome of Lucy’s condition

b) Whether or not there was any omission in our actions and treatments which may
have influenced the progession and outcome of Lucy’s condition

C) Whether or not there are any features of our contribution to care in this case

which may suggest the need for change in our approach to the care of patients
within the Paediatric Department or wider hospital generally

EF/Complaints2000
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PROCESS OF REVIEW

1. The case notes were reviewed

2. All staff within Sperrin Lakeland Trust who had an involvement in Lucy’s care
were asked to provide a written comment/response of their contribution to Lucy’s
care

3, Some separate discussions were held with Sister Traynor (appendix 11) and Mrs
Martin, Infection Control Nurse

4. Dr Quinn, Consultant Paediatrician, Altnagelvin Hospital, was asked to give his
opinion on 3 specific issues. A copy of the patient’s notes were made available to
Dr Quinn

5. The outcome of the postmortem was considered

6. A meeting was held between Dr Kelly, Dr Quinn and Mr Fee on Wednesday 21
June 2000 to share with him the result of the autopsy and seek his comment and a
formal response on the issues raised. Dr Quinn’s report dated 22 June 2000 1s

included as appendix 1.

FINDINGS

Lucy Crawford was admitted to the Children’s Ward, Erne Hospital on 12 April 2000 at
approximately 7.30pm having been referred by her General Practitioner. The history
given was one of 2 days fever, vomiting and passing smelly urine. The General

Practitioner’s impression was that Lucy was possibly suffering from a urinary tract
infection. The patient was examined by Dr Malik, Senior House House Officer,
Paediatrics, who made a provisional diagnosis of viral illness. She was admitted for
investigation and administration of IV fluids. Lucy was considered to be no more or less
ill than many children admitted to this department. Neither the postmortem result or the
independent medical report on Lucy Crawford, provided by Dr Quinn, can give an
absolute explanation as to why Lucy’s condition deteriorated rapidly, why she had an
event described as a seizure at around 2.55am on 13 April 2000, or why cerebral oedema

was present on examination at postmortem.
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ISSUES ARISING

1  Level of Fluid Intake

Lucy was given a mixture of oral fluids and intravenous infusion of solution 18 between
her admission, at around 7.30pm on 12 April 2000, and the event that happened around
2.55am on 13 April 2000. Dr Quinn is of the view that the intravenous solution used and
the total volume of fluid intake, when spread over the 7 2 hour period, would be within
the accepted range and has expressed his surprise if those volumes of fluid could have
produced gross cerebral oedema causing contng.

There was no written prescription to define the intended volume. There was some
confusion between the Consultant, Senior House Officer and Nurses concerned in
relation to the intended volume of fluid to be given intravenously. There is a discrepancy
in the running total of the intravenous infusion of solution 18 for the last 2 hours. There
< no record of the actual volume of normal saline given when commenced on a free

flowing basis.

2 Level of Description of Event

Retrospective notes have been made by nursing and medical staff in respect of the event
which happened at around 2.55am on 13 April 2000. In all of these descriptions and the
subsequent postmortem report the event is described as a seizure. With the exception ot
Nurse McCaffrey’s report, little detailed descriptions of the event are recorded and no
account appears to be in existence of the mother’s description who was present and

discovered Lucy in this state.

3 Reporting Incident

While a procedure for reporting and the initiation of an investigation into Clinical
Instances/Untoward Events was not in existence universally, at the time of Lucy’s
admission to the Erne Hospital, Dr O’Donohoe proactively reported the unexpected
outcome of Lucy’s condition to Dr Kelly, Medical Director.

EF/Complaints2000
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4 Communications

The main communication issue identified within this review was the confusion between
a1l those concerned in relation to the intended prescribed dosage of intravenous fluids.
The record shows that Dr O’Donohoe’s intention or recollection was that Lucy should
have 100mis bolus of fluids in the first hour and 30mls hourly thereafter. While the
Nursing staff held a clear view that the expressed intention was to give 100mls hourly

until Lucy passed urine. Furthermore this was considered by the Nursing staft
terviewed to be a standard approach in such circumstances. This clearly demonstrates

the need for standard protocols for treating such patients and the need, in keeping with
required practice, to have a clearly written prescription.

5 PDocumentation

The main issues identified here are the need for clearly documented prescriptions for
intravenous fluids, the accurate documentation of the fluid administration, and the need to

document patients or parents descriptions of unusual clinical events, such as the seizure,
describing the detail which may be required at a later date.

6 Care of Family

Mrs Doherty, Health Visitor, and Dr O’Donohoe were proactive in offering support to the
family and given the opportunity to explain where possible the reasons for the change In

Lucy’s condition and support them in their bereavement.

7 Team Support

All team members involved in Lucy’s care were shocked and traumatised by the
unexpected deterioration in her condition. A team briefing consisting of all disciplines
did not take place. Such a process may help support those concerned and reduce the fear

of attempts to apportion blame between team members.

EF/Complaints2000

DHSSPS
075-013-058




5.

8 Linkage with the Regional Centre

A number of issues arose in respect of our link with Regional Services in this case.
These included the arrangements to support the transfer of such patients, the need for

greater communication between the local hospital and the regional hospital in respect of
feedback which is to be given to parents in such instances and the significant time delay

in getting access to the final postmortem report.

0 Recommendations

a) the need for prescribed orders to be clearly documented and signed by the
prescriber
b) the importance for standard protocols to be readily available in the ward against

which treatment can be compared

c) that all team members involved in the care of the child, on the night in question,
would probably benefit from a joint meeting and discussion of this
report/findings; and

d) that it would be appropriate for another meeting with the family to appraise them
of all of the knowledge and opinions that we have at this point. Whilst we are not
in a position to give them definite answers we may at least be able to demonstrate
our openness and show to them the measures that have been taken to analyse the

care of Lucy’s admission.

31 July 2000
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HEALTH AND SOCIAL CARE TRUST

TRUST HEADQUARTERS
STRATHDENE HOUSE
YRONE AND FERMANAGH HOSPITAL, OMAGH, CO. TYRONE BT79 ONS. TELEPHONE B AcsviLe N

Fax -
e-mail: hmills

www.sperrin-lakeland.org

Minicom Service is available within the Trust on request

Tel -
Direct Line -

Date: 19™ March 2004

Mr & Mrs Neville Crawford

Dear Mr and Mrs Crawford

[ am writing on behalf of the Trust to indicate our regret and apologies for the
failings in our service at the time of Lucy’s death in April 2000. These failings,
not fully identified in our original review became evident later in the process
following another reported death m Northemn Ireland. At that time we sought,
through your legal representatives, to reach settlement on the legal proceedings.

We cannot presume to lessen the grief of your loss. However please be assured
that the procedures linked to Lucy’s death were reviewed and changed.

Furthermore we fully intend to formally reflect on the findings of the Coroner to
ensure that we, and others, learn the lessons of Lucy’s tragic death.

It remains a matter of regret to the Trust that the opportunity to discuss these
matters more openly with you was complicated by legal processes.

T trust that even at this time that the sentiments expressed above may offer some
reassurance.

Yours sincerely

50t

Hugh Milis

Chief Executive
bor/mmeg/0652
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Trust Headquarters, Strathdene House, T&F Hospital, Omagh, Co Tyrone, BT79 ONS

Telephone Number:
Fax Nu -
E-mail:

Minicom Service is available within the Trust on request

Our ref: LS3
Date: 30 April 2004

Dr H Campbell
Chief Medical Officer

DHSSPS
Castlebuildings
Stormont Estate
BELFAST

BT4 3SQ

Dear Dr Campbell

Thank you for your letter of 0l April 2004. I apologise for the delay in
responding.

Attached you will find the information, compiled by Jim Kelly on the response
of the Trust to concerns relating to Dr Jarlath O'Donohoe's professional and

personal conduct 2000-2002. Jim has also provided information on the
contribution Jarlath has made to our Paediatric service since this time.

Currently Dr O'Donohoe is on sick leave, however I have received a report from
our Occupational Health Consultant recommending his return to work for
teaching and non-clinical duties. 1 am discussing this with Dr Diana Cody,

current Medical Director and Eugene Fee.

One of the specific issues for the Trust which we mentioned at our meeting was
the Trust's process for selection of other Consultants to provide external
opinions for the type of internal review we conducted following Lucy
Crawford's death. We feel it would be essential that arrangements are
established for the identification of suitable clinicians, some of whom may be
from outside N. Ireland. I would welcome your views on whether such panels
would be co-ordinated by your office and if this will be part of the Department's
cuidance on "Adverse Incidents: Notification and Follow up Action".
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SPONSE TO CMO ~ KEY POINTS

RESPONSE TO CMO ~ R332 5723529

o Other key senior professionals (medical and nursing) within the paediatric service were
terviewed to ensure children were not being put at risk. In particular the lead paedi atrician
during this period (Dr. Halahakoon) and the senior sister confirmed that they did not feel

Dr. O’Donohoe’s practice was unsafe.
e A number of consultant locums supported the two permanent paediatricians during this

period. None of these locums expressed concerns relating 1o the professional competency

of Dr. O’ Donohoe
e The LC case was reviewed by Dr. Murray Quinn who alongside his report provided the

opinion that there was no requirement for precautionary suspension

e Cases giving rise to initial concern, including the LC case, were formally reviewed through
the Royal College of Paediatricians at the request of the Trust (Dec 2000) and a report
provided to the Trust by the RCP nominee Dr. Moira Stewart RVH in May 2001. The
Medical Director met with Dr. Stewart (Jun 2001) to check aspects of the report and to
clarify if any deficiencies warranted precautionary suspension or referral to the GMC. The

advice was that this action was not required.
e A formal health check through Occupational Health was undertaken to ensure there were no

medical issues of concern.

e The Trust sought advice from CSA legal advisors (Nov 2001) on correct steps relating to
ongoing risk management of the concerns.

o The WHSSB was advised of the LC case in May 2000 and the report from Dr. Quinn. They
were additionally advised in 2001 of the RCP involvement and the subsequent report
provided. Detailed discussions took place between the Medical Director and the Dir. Of

Public Health Dr. Mc Connell on next steps in managing ongoing concerns.

e The Royal College of Paediatricians was asked in Feb 2002 to provide a more in depth
assessment of Dr O’Donohoe’s competence and practice because of further concerns raised
by a Staff Grade in paediatrics. The college detailed Dr. Stewart (RVH) and Dr. Boon
(Royal Berkshire Hospitals) to investigate and provide advice to the Trust. The two
paediatricians visited the Trust on the 241 & 25™ of June 2002 interviewing a wide variety
of staff including a local General Practitioner, reviewing clinical notes and previous
incident reports and viewing the clinical environment. After their visit they met with the
Chief Executive and the Medical Director to advise a number of proposed actions but
advised that GMC referral or suspension was not required.

e The Trust worked with the WHSSB 2002/2003 to increase investment in the paediatric
team and successfully recruited three permanent paediatricians during 2003, redefined roles

and responsibilities of the paediatricians and increased secretarial support.

s Dr.. O’Donchoe during the period 2003 — 2004 was acting as lead paediatrician for the
Trust and demonstrated significant commitment to the change agenda including
introduction of new policies and procedures. He was very active in enhancing junior doctor

training and led the Trust through a successful RCP training inspection Dec 2003. He has

actively participated in appraisal.
o There were no issues of concern relating to professional competence or personal conduct

raised since 2002 and all his colleagues are keen to see him return to work as soon as
possible. (Dr. O’ Donohoe 1s currently on sick leave)

Dr J Kelly, Medical Director 2000-2003 21 April 2004
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DRAFT $

HEALTH AND SOCIAL CARE TRUST
ROOT CAUSE ANALYSIS EXERCISE : LC Case

TERMS OF REFERENCE

Background:

On 20/02/04 the Coroners Inquest concluded 1its findings on the
circumstances nature and cause of the tragic death of Lucy Crawford.
Aspects of the clinical care are currently subject to consideration by the
GMC, after referral by the Coroner. The Trust is co-operating fully with

the GMC 1n this regard.

It has been acknowledged, in the course of the management of this case,
that a number of process and systems issues warrant examination and

reflection.

This proposed Root Cause Analysis (RCA) exercise is being
commissioned for this purpose.

Principles:

This exercise will be:

¢ overseen by a Steering group established by the Trust Chairman
(membership set out below)

¢ undertaken in a manner to provide independent analysis

¢ focused on the Trust’s process and systems, as per the agreed scope
set out below

¢ used to inform regional authorities, as appropriate, of any
relevant/pertinent lessons for wider dissemination

¢ undertaken in a way to ensure early transference of lessons emerging
from the analysis rather than await final report production.

DHSSPS
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DRAFT

Scope:
The root cause analysis will examine:

¢ adverse incident investigation process
¢ complaints handling process
¢ litigation process (including preparation for Inquest)
¢ media/public relations processes and
¢ related cpd/cme processes regarding updating of professional
standards
¢ Key staff involved in the processes set out above will be invited to
participate and contribute to the RCA exercise
¢ Currently the Trust is approaching the family to assess their
preparedness to engage with this process
¢ Findings for the RCA will be presented to the Steering group along
with any recommended remedial actions.
¢ A final report will be provided to the Trust Chair and Chief Executive

and the CSCG committee for adoption.

Membership of Steering Group:
The group will be chaired by a Non Executive Director of the Trust. The

following additional members have been identified to secure independent
views, a consumer perspective and professional overview:

¢ Trust Medical Director
¢ Chief Nurse, WHSSB

¢ Chief Officer, WHSSC
¢ Representative of the CSCG Support team

Process & Resources:
¢ External expertise on RCA methodology will be sourced via the NI

CSCG support team. The Trust will meet costs in this respect.

¢ Guidance and support will be provided by the CSCG support team
representative — costs for this will be met by the Director of the NI
CSCG support team.

¢ Limited administrative support will be provided by the Corporate
Affairs directorate through the CSCG Project Officer.

¢ A workplan will be agreed with the RCA Consultant(s) at an early
stage. This will include:

¢ Core groups for engagement/participation -
¢ - Timescales/key timelines = -
¢ Reporting arrangements

Timescales:
¢ The exercise should be completed within 4-6 months of initiation.

bor/mmcg/0702
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Urinary loss of water
According to Holliday awd Scgar, urin.
ary water losses for healthy chiidrep
amount to 50-60 mikgiay' based on
the work of Plckering and Winters
(tahle 1)." The basis of this fluid regime
was the observation that 15/28 infants
and 20/25 c¢hlldren (unspecified diag-
noscs) who were glven lotrdavenous
dextrose produced urine with an
"acceptable” urine osmolarlly Lelween
150 and 600 mosm/1 H,Q.° They ne-
sumncd  patients  with  dilute  urine
received tao much waler and conversely
those with concentrated urine too tttle
watcr.

Today we recognise this does not take

into acrouns the overriding influence of
antidiuretic _hormone |( (ADH) on urine

fTow rare,' When ADH Iy present, the

- Trenal solute load is effectively excreled

in a smaller urine volume producing
concentrated urine. Under these con-
dittons urine output Is olien i¢ss than
hall the values observed. in  beafthy
children  (approximately 25 ml/kg/
day}).™ An increase in ADH is covinon

during many childhood discascs, in

mmgtryf

or secondary to use of opiates and non-

steroidal  anti-nflammatory drugs. ¥
Under these conditions the admiaisira-
ton ol {ree_wvater_frequently feads 1o
hyponatraenia because the kidnceys are

uzable 10 excerste the water load.***

Interestingly, the type of fluid adminis-
vered may influencge ADH levels, Judd et

al showed that 0.9% saliue byt not 5%

dextrose reduced” ADH concentrations

Thus the tota) fluld loss (sensible phia
insensible) durlng acuiely illness oy

following sukgery. may amount I
approximately hall that suggcsted by

DHSSPS
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15 /100 keal burne’ Thus, all these
factors need consideration. when, asses-
sing overall water balance.

1

Electralyte raqusramanu o
Ty htdlthy breast fed Infants -Holliday

and Segar computed a dictary sodium
intake of 1 mEqg/100 calories per dayt
Darrow recoynmended 3 mBq of sodiurm

per 100 caloriss of energy ech'ndcd per
day.* This iy based on urinary éxcreton

rates of sodium in healthy, milk fed
infants.  However, dally electrolyte
requirements in disease may differ con.
siderably from this, For cxample, large
utinary losses ol sodlum and potassiurn
may occuyr through the pheanmenon
of desalination.” * Turthernmore, Al-
Dahhan ¢f 4/ stowed a beneflclal effect

ont néurodevelopmental outcorne from
doubling the dally sodfum intoke (4 10 3

mmai/kg) i neonates,® This relules the
asstunption that the neonatal kidney is
incapable of "handling” a high sodium
lvad. The recent discovery of the most
potent hagriuvetic hormanes, urvdilatin
and gut-refated . natriusetic peptide has
also shed new light on sndjurg wgu_la

tion,
The rationale behind the tradnmna]

approach is to balance sodluin intake (o
match sodiwin loss, However, (his falls

tu appreciate the wmt

role of sodium In acute illnesﬁ namely
maintenance of plasms
There Is a strong laverse rclmlun bCl-ﬂ
ween plasma sodium crmccntmucm and
intracellular volume,* Cell membranes
are perimeable W0 water bul not:clectro-
lytes. As sodium is the major exrrarel
lular cation (and hence osinole),

regujates the novement of walcr across
cells alony an osmotic conceniration

gradient, thus explatning cellalar swei-
Uiig in ence of hyponairacmis,
It is also important to recognise the

role of potassium:- in the rrgulamn of
onicity balane, PoLass! um is & major
intracellular osmole, and tmy directly
influence extracellular sodhim couceil-
tration by altering the distribution ol
water between. fluld compartments.™
Potassium loss, both urinary and stonl,
may be significant in disease; -yet Its
direct influence on serum sodiuymn con-
centration is oflon not ¢orisidered.™ ¥

Tonicity of inlravenous fluids
11 is crucial thar clinicians appreciate the

difference hetween osmolarity and toni-
city, The osmolarity of a selution s the

mumber of psmoles of solute per litre ot

soluilon, The tonicity of & solution velers

075-013-067
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TﬂHﬂ2 Ammmﬁ mdwm conceniration, in vilro osmolaribf in ch tonicity,
and *hWahwf volume. of eledirolyte free water [EFW) pmwded by commonly
wzf m'tmvmo(u, w‘u ons * |
.‘ : | In vibe - o ‘
S ' vemelontyt hmhm WMHW§
| | 70 . [wOwn/1 Hy0). {rrﬂ!mﬂ HiOY 1 lare Infuand
diose - i b 28 o L1000
O1ﬂuﬂlmmd*' 430 300 &0 824
o RO RN I ;
&B%nﬂm ; v 75 150 154 500 -
= demh ;* .t 432 150 50
:lwmu L -*1 ? “ AP '1
='-'09‘l f*- 154 [ol: o8 Q
U om ine 184 586 08 .40
' Mml‘luinvi('romdiummmhaﬁon‘{)ﬂsdlmla“ﬂmfmlﬂond
fumn f 1 dd mmol/) is cue 1o e phen umnafpﬁwﬂ&rypanatmmm In
gripelilroily: 7% of the plaime velume s ocey odbyah.lrnln ITId Hw‘y
-Jogkin cofceniration. pk-tmd IOmmd/I{ﬂaH.S&]
city regors Wt the. riumber of o) s of sohi per hhaofmh.-lm‘ - -
ot o iy Wmmlruhm&ﬂvﬁu whlchmﬂn amanc&am W@nu-
rmm:eﬁvdufdmmubuumuuh . mexabiolhed in-blood).
lurm'tdu.htmﬂuim:pum
T - E

'- i-i,ls eq,ual o {hrat of gltctro!ytd [ree warer,

R ag: it Lt)nmlns nu valt &r other active
-. n&matc (zeT0 tcm;:ctzy] Every lire of 5%

ulis fin the expan-

‘tr'a;éunjﬂﬁr_'an;l_;mﬂ cellu-

lar. f;uld SpRce by one thrc; (twoO (hirds of
| t’hl.s distributcs Re the hilrn(.ﬂluhlr Jpace
.1 and vne third tq Ehc (bctm-;‘cl,[mar space)..

| IE'ZShnilt’HlY; for C"r’éTY [l{TC‘ Of 0.18% salinc
- imate dextrose witerinfuled, oaly 1/5th

N

| '-}I,fzno ail) is isotonlc to-pligma (table 2).
Thc :jcmamj;ng 800

1.5 glectrolyte frec
iwater, which wil ¢xpand he Intracel-
Jular fluid compartment. {This is parii:
Ciﬂhrl}' relevant 1f exarétign of water js
“limited by ADHI? %% This fluid shift
miy eVl occur in [h(: abspmc of hypo-
namcmla .- Small lncrcasc'i I tissue

‘, waler . th:ough the use “of hypotonic

L "inuhﬁx?m;_la,l_-qu.—j, -

ﬂdlds ma‘f ibe harmful ln couditions
such as ccrubral oedtmn “whcrt minoy
* crcbraI Watcl‘ may ﬁt P to

: : in

l.

; i'-
LI '

The Incldanu nnd neumlngiml

campllcoﬂom of ucm ;
. hyponatroeniia | - :;‘ :
Hyponatram}la 13" a cornmbn biocheimns-
ical finding bos’plﬁﬂiscd chlidren and

- is 'Thosy: cummbniy fUE 10 Excess Waler
o intake; ratherthan 'salt 10$5.% > * ¥ Shann

ermet ! shnwed Tan Incidence ol

. angd.
hyp:mmraenﬂa. (Na. €134 mmol/d) as
. highi-ag :45% in bospxtaluw childven
with: pmmmama and. 30% in bacieyial
mcnlngilns 'Hanha @ ¢f m‘ recently
repotted 4 30% mcidemc of admission
hypohatmemia in infapts With bronch-
Joidl requirlag tn{ epsive care admission
+in the ‘United: Kin@dom, 13% of which
‘Had: seimcs.,,ﬂﬂhﬁﬂw_ﬂ_m was able
tr.! show -2 dirpet link, Ketwéen hypona-

‘tragmia a,hti Mmm

wmm:f: rluld” Tht hemulugual

¥ a % . 1 '
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complications of acute hyponatraeinia
include encephalopathy with scizures,

irreversiblc” brain  damage, of  braill
«feath  from  cerebral  bernintion.™V

Children are also among the st
susceptible  to hyponatraemic brain
mjury,’ ¢ Fatal hyponatraemia can ocour
within hours of hypotonic fluld admin-
istratlon, particularly if standard Uuid

malntenange rates are used {(00-120

mi/kg/day).'

THE RATIONALE FOR ISOTONIC

MAINTENANCE FLUID .

The paramoigit consideration fu the
cheice ol intravenous [luid is thc
requirciment to maintain yerum sodivin,

_—.ﬂ-—ﬂ——'—_-_"m"'-—'—n
at_a hormal level, The use of isotonic

sotutions such as 0.9% saline is more
appropriate in acutely sick children as
they do not theoretically expand the
Intracclular Huid: space. Isotoaic sohi-
tions preserve intraceliular function and
integrity, by minimising changes n
plasma sudiun concentration and toni-
City.

Use of 0.9% saline as mamwnance
fluid, il combined with appropriate fukd
restriction, will result In a two o
threefold  Increase in  daily  sodium
intake compared to the traditional
rogime. However, the concern that this
may cause scvere hypernamracijiip &
without foundarion because the sediy
concentrution and topiclty of 0.9%
saline is similar 10 plasma, Andeysen ef
Efﬁﬁgnwcmﬁa—l;sma sodiun only
alter intravenous administration of
hypertonic 3% sallne but not 0.9%
sallne, despite a  temporary positive
sodium balang¢e,” Heer ef al showced
chronic sodlin loaging i volunteers
does not produce an Ingease in plasina

sodiun, body water, or weight  as
previously supgested™ Many of the

DHSSPS
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DNistorical  ssswinptions  conceriing
sodiwm  handling: are based on  salt
lepleted  subjects.  Indeed  maysive

sodium loods from large vohune resus-
citation, of intants and children wvith
sepsts (BO—180 mlky/day) usiag 0.9%
mhm. ! not produce hy{:c*rnau'af:-
mia.”  Additiondlly an epidumic of

hypermatrasmia has uot been documen-
red 10, hospitalised adults where Tsolonic
mamntenance fluids are routue.

whnen
present, the activlogy of hyparnatracmia
in this scenario ts ftequently due to well
cocognised [actors such diabells {nsipi-
dus oy uver-use of loop divretics,™

The debate as to the opdmal Isotonic
Auxl s oing.  for  example;

“Hartiman's solution has a mose physio:
logical concentration of chloride (han
0.9% saline and hence does not cause
hyperchioracmia.  The  benefit  of
Hoctinan’s solution versus 0.9% saline
is not carrently known, It is fmportan(
(0 stress that dextrose may be added 1o
these isolunic soludons {cominonly in
conceatration of 5~10%), when ¢l
cally indicated to avuid hypoglycacmia
without changing thé solution’s ju vivo
torticity (table 2), Recent evidence sug-

POSTS thar a }% d&‘ﬂl()bl: 5{}111[]{'111 [UHUW-:

my uncomplicated paediatric surge
may be adequate.’” A suitable sulution

{ur nconarces and infanyy Is 0.9% saline

in 5% dextrose watey, which ig comnmer-

cially available, We advacate 0.9% saltne -
(with or without added dexurose) as a
sale maintenance solution, both pearls

operatlvely and in the acute phase of-

most childhood Moesses requicing hos-.
pltalisation (for example, pnewnonia, |
bronchiolitis, ond medingltls), Here, the
water retaini Eb ctt::ct of anddiuretic’

honnone ma e

degree of tluld,r_cs_mﬂmn (50-60%) to

Brevenl fluid overload. The concept of

sbnonnal or excessive quantities of
water and electrolytds. may be lost: In

tlon and tonicity of the replacement

18 Just,

CONCLUSION
We have shown a number of pltfalls in

the Holliday and Segar approach o
parenteral  cherapy, hamcly that ht
focuses on fluid and electrolyte require:
ments for healthy children, [n acuote
dtseaye or following surgery, calork
expenditure, inscnsible water logses,
and uvine outpur are [réquently much
less than in health (often 50-60% of the
reference  values), Furthermore, his
approach [alls to recugnise the Impor.
tance of toricity with is contral mle in

the distribution of water bewween ﬂuid

www 075-013-068

fluid malnienance should not he con- |
fused with replacement therapy where

this instance the biochemical composi-

solution should approxiimate that Wllld’l |
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| h compartmenfs {idtracellular and ¢xtra-

cellialar spacé),

| We'ihﬂﬂfﬂ:m"ﬂ%rtc with Moritz and

.Ayuxwhoadvocate isotonic solutivas
LAl syl as -0.9% ssalthe for routine fluid
BT ma.ihttngnt}e;-ﬁf in thildren.” Hypotoni
Lot F solutions, sagh at 0,18% or even 0.45%
i) daline, ate pgtentlally -dangerous when
-1 Urenal wateriexcretlon ls limited by ADE,
i, Thisiralsed @ slgnifficant ethical barnier to
L i conducting atrandomised contral study
Coh o ad most seuigly il ot postoperalive

- _pauenty: -have, Increased ADTE levels,

> There are few: ofcaslons in medicine
| f.*'i‘;."fhf-':irc mortality could be veduced by a
1ask’ ps :simple @s changing from a

- hypotonic: miintenance solution to an
jgovomic one. T |
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son of antidiuretic hormone (ADH)
associated with conditions suth  as
bronchiolitls (33%), pnewnouia (3%

and 45%), bacterial meniogitls (50%),

and postoperative palu or nausea ™’
although it has been lermed a syn-
deome- of  inappropriate  antidiuretic
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" hormone secretion (SIADH), it raay be.
more accurate to refer to_QoEn-0smong:

ADH production, since liacméd'y"rmmic

barorecéptor_stimull, such as: hypavo-
may be physiclogically apnro-
adverse effect o

priate despile the
sodlum.”* 7 .
The reported . morhidity and
associated with hospital acquired hypo-
natraemia have glven momenium 1o
calls for lncreasing  the nicity of
PMS. - mplicht I such proposals

e the assumptions that hyponatiaemia

results  from . a _net sodlum deficit,
cxacerbated by hypotenic PMS,and that

this sodium deflcit may be avoided by |

using  an  lsotonic solution,"* *

Therefore, il we contesnplate a change
in practicc, we mus| r;':_msidur‘wherhcr
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Agalnit hyponitine

W SR . \ 'I'
h}*pomtratmia {3 lndeJ:d caused Ly a
- deficit. of .sodium,:or hy A exeess of
----- W_;_l_l_s;_: and whcthct thﬁf.‘.logmal TESPONSNC
“should bea change @ the elecirolyte
«comeut t}r thc ptt:s:.rjbcd volume of

__ PM$

" This- artic) e Wﬂipcarnhuc the flaws n
lhc al‘gumcnt for mcrcumg the tonicity

| ;-of PMS, sannd wc¥poretan  alternative

prUIheaim Lhd,t redudgg malilcnaoce

7’lulii vulumk: wou E be equally or more
cctl AS prophylactic  meagute
a, Allhuugh pre-

1(4011'1 n' ‘1-.h¢ imd'um .OF preSLribcd
mr.lintcnan(‘c flujd, jt'shquld be empha.
sls:d Lhal ;hc mcnb! ot cithcr pm}mml

4 + L]

tﬂnical mnld URLIEE
“he Cask ngunst d chﬂnge W is0-

fnnic “PMS” as & prophylaciic measurs
agdm;;t hosp;tal acquired hyponatrac.
“mie- i Llﬂldren htngcx* on four key
Cossuese 1T

1 L]
' 'F

| 7':55 T radltiana.l ‘vnhgp,c rmgmmtmm Hions
: mr PM 'are gfcal:t‘ than acmql

.....

non-osn}otic AD}{ prndmucm 4 i

-".:':ﬁ EIE‘CIIOWIC fr e thbﬂjlﬂ wiiler loas
- (TWL) should ‘bt Included in the
- calculation of a. bum::iw balance I

c chﬂdrcn,}". Lo

. ﬁ The pringipa) mechanihm leading " to
H{ponatrhcmln Isi: the primal‘y Anti-
- ditize sty {Qliuugm not the secondary
rmtrimem ( dcaalmation) W

T
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¢ i1 the absence of randomised con-
rrolled trials, there iy insufficient
evidence to support the safcty, effec-
tiveness, or relative miert nF isotonic
PMS [ children., -

PRINCIPLES OF MAINTENANCE

FLUID THERAPY

n order 10 avoid hypohalmcmlu (or
hypecnatraemia) a  toulclly  balance
wust be preserved, by matching Input
and outputl of both water and clectro-
tytes to maintain an  isotonic final
product,” Each Input and nutput may
be divided o two components, the
volume ol water, and the content of
ellective _osmols, (sedhuin and potas-
siurn), s0 that the nel cffect on onicity
may be calculared from the sum of these
separate components.

A rwephro-centric approach to aip-
tenance fhlid therapy that ignores WL
will contain an {nherent envor, since alf
fnputs and all outputs need w0 be con-
sidered ¥ Althougly such an approach
mighe be acceptable in aduits, childven
have greater proportional surface aeeg,
atnl  the magnitude of crror would
increase with the proportion of 1TWL,”

[C iy important 1o note that IWL, the
perspuratio  insensibiis”  of Saniorio,
represents loss of electrolyie-free water,™
Esthinatcd YWL may be derives! from
data reported in hospiialised Infanty and
smatler children, ranging {rom 29 to $4
milkgiday Toe g 10 kg tnlant® * After

DHSSPS
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i ] = ' - ' [ 1 o
* 1 -l-"" ] -l- I* ] ll

| ‘- lh. * *
Em‘h aammplh mplytfo - Ok child with non-osmofic ADH produchan TBW = & |, estimated Lmtonlc {Na + K= 154 mmol /l}
urina oulprof mf/Lg/h eshmcmd WL ot 35 ml/kg/day,‘ und mlhal sodruma- 40 mmol/|. - R SN
il'r’Tic mMEcn 10.2% sodium chloride toququh:f:ﬂ, NG + K = 34 mmol/[).! L S
...... e o A o
T = | anur (Nm-K} | = 34 mmol -
. Urdna, outplt 28:mifkg/ day . =025 o rine autput{NmK) =39 mrml e i
i W putpul 3iml/ | '.duy--j =0.35 BRI ¥
. ;‘.i.. - P o+0 4] RV e {Na&ﬁj bqlunca y -5 mmol .
e -{Mx \‘V‘ + bulnnca {N::H-I( |/TTBWY + wt&rhalml” L y 3 i i
&‘hw NG i [(149 X ¢) ~51/[6~r041 ‘ ?.
5 ':;:j;;:.;;.?_-..f»_{:--:_,;.-‘f. =10 mmol/l. i T T
mﬂc mluhan [O '2% wdturn c:hlorl&e e-quwulenP Nu + K- 34 mmal/‘) : ] o o
-- ';;j;%;izsaathPMuu; LB e
-0.8] e lnput (NeKE = 20 mmaol . e
-0.25 | SRR Unm ouput (NosK) =39 mmol - e
'1‘ =0 ) B ‘(NMK] bolunca | - 19 mmof TR
»[[140 x &) -19]/[6 + U] , g

endogennus water ol vxidation {270 ml/
n/day) is subtracted, net JWL would
amount w 30-35 mlfkgfday.“ ApPpro-
xjraately one third'ef IWL occurs via the
respiratory tract, and two thirds via
(nsensible evaporation {rom the skin®
Singe culancous (WL is deterniined by
body surface arca, nel IWL varfes wilh
age, and may be as little as 520 Iml/day
in adutlts under basal conditions,"

In 1956 Holliday. and Segat devised a
method  for n.altulmng maintenaole
[luid requirements, in which hoth fnsen-
sible and uvlaary water losses were
based on cnergy éxpendinnwe Main.
tenance electrolyte rieeds of 3 munolky/
day sodium apd 2 mmolkg/day potas-
sium were somewhat arbitrarily based
on the: amount delivered by hum:«m
breast mite feeds (1 mmol/Rg/day
sodivy and 2 munol/kg/day  portas-
S“Mﬂ) 11 Id

Caloric expendiiure was “'itlmﬂl'f'd A%
100 keool/kg/day for-au infant welghung
ap 10 10 kg, so that water Inss ¢oduld be
calculated per ky body weight. ™ Using
this approach, WL for a 10 Ry Infant
would be caloulaled as 50 ml/kg,/day,:
with 16 misg/day subtracted for 2odo-
genous waler of oxidalion, equating to

ner inscasible losy . of 34 mifky/day.™.

Urinury losses, Dased on the waley
verpired 8 excrele the solute load: of

cows’ milk, would he calculared as 66.

milkg/day, or 2.75 nd/kg/h, ™
The suur of the net WL (34 mbkg}

and renal water Josy (66 midig) produced
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| the arllhmctmaﬂy pleasing calculation

e _:l-;nscrt that this: formuls for caleudating
e wealey needs. ‘tlearly has passed the st
e af e Hovever, even (Hough alinost

ol 10U rnl/kg/’day ' Moritz and Ayus

-

% -half a.century has passed, the formula

5 PROBLEMS W

; o ha# ncn btcn put tu the test.

ITH TRADITIONAL

- MAINTENANCE

i RECOMMENDATIONS
. Utine output may be 1 mikg/t, or less,

coff détermined |, byt nov-osmolic ADH

;_ pmdutt:mn rather tfha!l solue load, and
77 chierefore chiidren du risk of hyponatrae-
. ~anda may I'CCGIVé 4D-50 ml/k&fdav OVET

' and above rhclr gcrual maintenance

= N [ Ll

U watermeeds.®
PR +h0>piml &cqu&ed “hyponatracmia may
| he. associated hot only with hypotonic

It Ls also notable that

[ PMS; buttwith - arsounts of fluld hat
'r.*xcccd by up to S0%, c<ven  Lur-
v irently)

= | volumies.

\cmmﬂ'd?ﬁ"m alnitenance

i }1 W il b
Indivldqiﬂ rhmnl:cnance: water heeds

" .:zﬂso depend on mofor activity, tenipera-
-’-mxe., and blojtggical work.” ' Sinc¢e the
- 1'-cncrgy expenditure of physically immo-
DNV )} A critlcallv il children may be
e Jéds than 40 lr:i:al/kg/day, thelr mainte-
R ‘nonee water Prequfrement
':";{:-rcduc:d““ We' m
L 300%  Creduetibn . of

| *'.br‘cétl‘linﬂ w&rmeﬁ
i ‘through & ventldtor  circuit,

would bc
t cxpect a further
IWL in patlents

humidified  air
which

iiiii

“llustrates m m1portant aspect of Tl

| '.':f'.i-:fbalﬂncn in {.‘I‘lﬁcally il vemilawed c¢hil-
“dren® If Pthelrr Quld requirement s

L ;;:: l‘ -dmmat‘caﬂy redur:t;i by virtue of lower

"+ respivatory and: cutmcous IWL, and the
. sodiam’ rcqulrﬁnmt is unchanged, Lhe
©concentration of PMS required 1o deliver

that yodium increaacb.“
this considnratkm dbes not apply w the

yast malodm_gmmlamtt1 children

1 However,

i owith_inon-<ostaotict ADH production,
e 1L iwhose reddetion fluid Tosy 1§ pres

4 domIAARTp uﬂﬂ Tary  (RIER Elecirolyle
s contént), rathér than. insensible (zero

i QImtrc]yte conlamt

)'I.il-h‘l‘l-"ﬂ

REDUCTIQN IN MAINTENANCE

U FLMID VOlUME |

7 Ptevious - guthdrs h:we suggrested  a
: *_rc‘dudinn of mpimcnanu: fluid volume
An hzgh risk paﬂcnt’ﬁ, and Nuid allow-
I',ﬁancc af 50. ml/kgfdw ls standard prac-
{. tlee far. tnfams with bronchiolitis in
-some tentres 412 % The rationale ne

3 *invmdmg such iiuii ecestriction” is that

Nt miay:-be- dlbadvanmgcmw to. children

with by volaemia, ¥
N dye yiudiss add

{0 ity VAL Pow:d ¢ al showed that
 plasmd vasopresin fell with the admin-
- istration of ‘additional fluid, suggesting
Al apmoprlatt ADH:Tesponse 0 bypo-
T 'VUI&ETHJ&
L :ﬂthc-u?gh (hypcnonlc} (luid

“ Three prospec-
Bas ﬂll.e-, issue In menin-

Slnghi & al showed (hat

resoiction

oo
L

£ .
- L)
- 4 "k
-t p ] u
N [ ] *

3 % :
! * [ R

. ]
- ra ‘

Lo

.-
ey
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/ms'r'mal'ism serum sodium in hypona-
racrnie patients, it did nog lead to a
siguilicant outcome advantage or dis:

advantage, except n post hoc sub-
analyscs.”* Duke ¢f al compared oyal

|

fluid cestriction and full intravenous
mmalnicnance, with no statisucally sig-
nificont difference in serunm sodium or
adverse outcome,”

Clearly, hypovolaemis and badequale
orgdn perfusion may be dlaadvanta-
peous Lo patlcms with meningitis.™

However, nelther thc_ volume nar
compasition of maintenance  fluld

-

JFould be a consideration in the (real-

J fncnt of hypovolaemla, which should
e carrecied lmmediately with rapid
nlusion of resuscitarion. Tld.* It has
cvenr been  suggested that _synthetic
olloid, rather than saline, should be
sed to avoid sodium loading during
resuscitation®

MECHANISMS OF
HYPONATRAEMIA
ADH increases the penincabillty of the
distal venal mbul¢ and collecting duct,
resulting in renal conseryation of water’
and inappropriately high  urinary
sodium concenwaton, so that children.
who develop hyponatraemia  may
excrete utine isotonic 1o plasmat*
Bxcessive ADH production bas also been
termed o phenomenon of salt loss or
“desalhyation’’, based on the secondary
morease in net unnaty sodiwn  1oss,
possibly due to supprcsmm of aldoster-
one, increased natriuretic peptide, or
increased glomerular filoravian, which
oceurs after wenexpam‘imx of the intra-
vascular space.* ¢ 17,442

rxperimental models show that the

acute hyponatraemia is primarily dilu-
onal, while the scecondary natriuresis

contributes  to  the malntenance  of
ongoing hyponatraemia.™ " In 2 model
of 1-desamino-p-arginine vasopressin
(DDAVP) infusion, two_thirds of thce
acute hyponatraemia was ascribed 1o
waler retention, and ong third to sodi-

S SN A

umn depletion.’ In o shmitar cxperiment,
rots infused with DDAVY ‘(but not aryi-
nine vasopressin maintained constant

sodium  baldnce, and hyponatracmia
resulted fromh water retention alone.®
It iy lmportant <o note that the¢
secondary “‘desslination” may be pre-
ventwl Ly flaid restrlerion.” In normal
aditlts given pitressin, ihere was no
increinse in natriuresis il fluid intake
were resiricted to prevend- over-cxpan-
sion o the intravascular space.’” It
follows that the administration of iso-
wnic saline may he futile unless fhuid
volume is also reduced, stuce ongoing
vatrlurests may negate the offect of this
imerventiont ¢ ¥
Studies jn surglcal patients show that
while the falt fo sodium is related 1o the

DHSSPS

DEBATE

volunse of clecurolyle-free water admi-
nistered, the sodium falls even i 1so-
tonic fluid is administered (o proguce o
ger }'mltlve saditin balance, eyidernce of
¢he primary dlutional nature of the
hyponatracniia ¥ * ¢ Therefore, I the
fundamental problem is antidiuresls,

rather tham natriurests, surely:the prin:

ciple of treatment should be less fluid,
not more saii? ™ -

THEORETICAL EFFECTS OF
VARIATION: IN MAINTENANCE
FLUID REGIMEN '.

It has been suggested that a tonicity
balance should bt used 1w predict
changes i1 natraemia, rather than an
clectrolyre-free Water aporoacty,

- Changes in sodium are related to the

ratio between effeciive osmmols {(sodlum

and potassium) and tolal body water, .

anid the term. isotonic” refers to a
colution in which the sum of both
sodiumn and potassium amounts to 154
mimoel/l,' © % Changes in sodiwn may
thenn be prc:dlcled by calculating  a
tonjcity halance Srom the nec gain or
loss of elfective osmols and water! 1a g
Five per cent dexirase s cansidered
necessary for mainrenance ol normogly-
caemia  aved  cerebral inetabollsm.™
Mowever, although the additionat dexe
rruse incrcases the osmalality jof PMS,
we would not expect it L0 affect serum
sodium, since glucose is not aul r,ffccm'
osmol.' ™

From the examples i the box;, is

appareat that glving 100 miky/day of
hypotondc {0.2% saline cqulwlcm) PMS
lo a child with non-osmotic ADY

production might resulr In A clinically
significant fall. in  sodium from 140

mmol/ to 130 mmold. Tt can:he seen
from the large posiilve fluid balunce,

and-small negative sodium balance, that
Chis f21] would be primavily dilutlonal, [
ronlgity weee Increased {rom 0.2% to
0,9% salinc cqulvnlcnt with | volume

unchanged at:100 mlkg/day, hypoua-
tracmia might- be prevcmcfl At the

cxpense of a large positive {luid batance.

If insteod of increasing sodium con-
tent, the amount of hypotonic PMS
(0.2% saline equivaleat) were. decreased

to 60 mikg/day, we might expect a
clinically insignificant fall in sodiwm to
137 mmolA over a period of 24 houts,

but with no increase in total bady water.
This minor fall in sedivm may not'averl
accur {f  fluid
reduces the natriuresis,”

LACK OF EVIDENCE FOR
ISOTONIC. PARENTERAL
MAINTENANCE SOLUTIONS
Changes in sodium may be predicied by
theoretical manipulation of tonicily: bal-
ance, but it should be emphasised that
current recommendations {or water and
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< Mydlies for energy expeaditure and TW!

c - derlved frorhe. small Chistorcal  stu-
U djes) v 3 Although tndividual aceds
-.vary, recommendations: [or adininistea-
0 o of PMS -should ba appropeiale [or
- K thcmaqu‘ity o{ ail}:osp:iitaliscd childremn,
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safeguarding

t
+

_:j..igla_iﬁ;t hypo- o hypernatraeimla in high
“riskTconditiong;! i 1!

L we cangider iéreasing the tonictty
CTafrPMS Cto prevent S hyponatracinla,
“severil | flindamental questions are yet

' |
-
1
-

o heanswered.' Would:lsolonic PMS be

v safe? 1 Crucially, (does iU work? s

i

" lydlume of hypotonic PMS be equally

b {sotonlc EMS actuplly effective in redu-
Coding the sncidence .of Thyponaraemia?

Would: redudng. the malnlenancy

‘dffective? ! Glver: thal hyponatracnyi

olimay oceur *.de%ﬁitciidbtcﬁﬁc fluid adinto-
.. istration, and desplte alpositive sodium
" 17'Balance, Tisotunle ; PM§ may not  be
1\ | etfective in preveliing: hyponatraenia,
/’/ ‘unless fludd- volurne 1s dlso reruced.“

T A argesmulgoentre rdadomised trial is
U réeded: toicomipare, the rurrent staadard
- 1].nf care {Bypowslld PMB) with (a) iso-

174 fonde PMS, (bfrisoforic PMS at reduced

5 4l Ryponutrasmid, A recedt review cousid-
1. 40 e sheethical asprety af yuch a wlal, In

-bevolumé, and sfe)i hypotonic PMS  al

,iéd‘ﬁch‘daibluiﬁe;;ih,_.ch‘jldren at risk of

- which equipolse imust bc maintained,®
. Clearly, 1:fﬂf0£ﬂ'd}b¢ unethical to perform
o dstudy in whidh fhe baance of evidence
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1: 0 orhek of sglentific Fgour jeopardises the
4. A aldhy of the firdings??

Ll iTRe  mperbidity sand imortality  asse-
. clated wath - Hypbtonle PMS Is  nol
disputed, but dlso undetlines the pit{alls
of-adopting @ standard; of care without
N -rabost evaluaton, B4 ¥ For the rea-

.7 osons coutlided above;; we may  not
o QSEHIHJE thar ':iso*m:ﬁic PMS would be

*1

Myuperior-to thecurfent reghnen, nor thal

L lsotonle: PMS {5 ‘withutt potential dis-
.U advantages.t ¥ Al progpectlve trial o
T .:'_‘jd‘f:oh'}pa‘.rc_”{ht effedy '_'aff;fdiffertnt mai-

. tendnce fluld regithens: on sodium and

 -fluld . balance ‘wodld Be both feasibic,

|7 " and: etbically iccepuably, 1f serial mea’

summdm of sodiuin and elfective data
ocsafery mpnitdring. codld be ensured.
- Thdreforg; undl 4¢ can; be shown that

1 ‘isotonic malntenance fluid §s doh sale,

Y and effective,’ inpreventing  hospital
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.
r o L |
a4 + +* T * i
: 1 . |
. L . 1 - . *
'
L] * + r * -

“should premp 1 Fe- evaluation of measured

Ao

: . B
1'1 * l'l-
]

[ ] " - + .
T, 1_.-'-'1...--‘1"!-11.\._--* -

WCH(PAED

*

snergy  expenditure, waler Joss, and |

clectrolyie needs in hospitalised chil-
dren. Traditional recommendanons for
mabienance  fluid  volwine  ¢xceesd
actual requirements and contribute to
the devclopment of hyponattacia 1n
children at risk of pnon-osmotic ADH
production. Reducing the volume of
maintenance fluld may be a more
effective prophylactic measure  than
an increase n sodium cuntent, and a
prospective clinical tnal should be
performed 1o resolve  this  issuc,
Uniess the cvidence ql’ such a nial
overe Lo support the "use of isulonic
maintenance  flutd in  children, an
injudicious change b ¢linical practice
ay nor correct the crrors ol the past
SO years, but compound them.

Arch Dis Chikd 2004;89:414-418.
doi: 10.1136/ade.2003.045047 -

Corraspondance to: Or M Hetherlil, Pasdigiric
intensive Cars Unit, Ingitute of C]ﬂr HBQH‘I,
Red Cross Children's Hospital, Klipfontain
Raod, Capa Town, 7700, Scuth Alrico,
Mhrilﬂm-ud.m.m '
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ihat & previous b&ss would claim he was
dnlng ‘when ihé read. the local news-
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content and advertisement. Laok at the

Uestylie articles telling our teens what

they should be buying and where, how
they should look and fecl, what (hey
should do and when, Actually, it is on
this last issue that [ ﬂIHJ;L]Jﬂ single
redeeming featuré of some of these
magazines, The problem pages often
offer such sensible, down 10 earth,
aseful advice that I'm Icft. wondering
whether the agony aunts and uncles
inhablt a different planet 1 Lhe rest of
tlie conteant providers,

How is thls excuse for how ] spend
the occasional 20 ininutes on o Saturday
morning at all relevant to being a
pacdlncician? Well, it must be part of
our rolc as ¢chlld advocates to sce that
young pcople at jeast have a fighting
chance of interpreting this dehige of
information In a sensible manner. Our
responsc could be to bring up our
children in isolatlon—In a hut in the
Scotrish  Highlands or  Austuralian
Ouiback, We could deny them access
to television, magazines, and no unm-
vetied book written since, say, (950,
Then we could release them into the
world ar 18 and sce how they got on,
secure in the Xnowledge that at the very
jeast they'd had a wholesomce child-
howxl, ‘ -

The other alternative, If we accept
that the warld' that we live in is riddled
with the medla and, by assodcation,
advertising, then we could try (o teach
them a ltle biv about what we're begin-
ning to.understand ahout how advertis-
ing winks, Media literacy sounds ke a
wishy-washy concept, bur it is a powcr-
ful idea, Discussing with a8 10 year old,
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for example, “Why are the people in this
photograph smiling?’ Yes, It wight be
becausc they're happy, bur it might also
he because theyve being paid to:smile,
and that this helps you interprer the
essential (alseness of the photograph.
Hyxtend this to why e people in the
photograph are thin, or holding clgar-
etlas, and you can soe the power.

{1 is easy to get carrled away with this,
but it is also very easy to lall inw an
advertising trap ourselves. 1f it weren't,
if we were completely medla sevvy, then
why would Lhe otherwise cxtremely
sensible aud money conscious pharma-
ceutical companles take us oul. fo
dinuer? Tdov’c think | was a particularly
stupid child, but when I'was 10 and saw
411 aunt qmokmg Juhn Player S$pecial
cigarcttes, 1 did think chat they must
have been a great brand U they wers
namcd alter a farmula one racing car. Tt
tonk me a few yeéars to f{igure oul ‘tie
many falsehoods in that assumption.

You wouldn’'t take a child outside on
a rainy day withoul making surc Lhey
were wearing a coar, would you? Why,
then, would we allow a chlld outinto a
world populated with anorexic inodels,
cigareites, guns, falllkle rock stars, soft
drinks, ind fast food, without compar-
abie defeaces? The mental environment
lins become very compleX, and our
children need some sort of protection
In order to be able 10 sinvive. Now,
you11°l] excuse me-please, as my fayourite
cartoon Js about to start ..,

{D Wm:ugm

lan Wacogne I3 o consullent in genarol

paediakics of Birmingham Children’s Hospital
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I have taken some time to consider your reply of 8 April to my letter of 29 March, While I was
disappointed with that reply, I do not see any merit in opening up a prolonged exchange of
correspondence about the rights and wrongs of the events of 25 March — we will both clearly hold to
our respective views on the matter. However, I have come to the conclusion that some of the points
made in your letter cannot be left unchallenged and so I am sending you this further letter to put our

response to these points on the record.

[ am particularly concerned at the suggestions in your letter that Dr Campbell was “evasive” in
dealing with the questions put to her, that the “veracity” of what she was saying was subject to
dispute and that she was contradicting the Coroner’s findings. I am sure that you will appreciate that
these are very serious comments to make about a person whose honesty, integrity and professional
reputation are paramount in fulfilling the difficult and demanding role she performs. |

Needless to say, we do not accept that the CMO was 1 any way evasive or lacking in veracity in the
responses she made to the interviewer’s questions. You will recall that part of my concern was that

( the way in which the interview was conducted meant that Dr Campbell was not afforded the
opportunity to give the full and frank answers that she wished to make. I should reiterate for the

record that Dr Campbell voluntarily agreed to participate in the programme to fully explain the
lessons learned and the steps being taken to prevent such a tragedy happening again. There 1s no

question of her doing anything other than being prepared to deal with the facts and that is what she
tried to do but was prevented from doing so by the approach adopted by the interviewer.

Y our letter makes much of the suggestion that there was a contradiction between the comments made
by Dr Campbell and the findings of the Coroner. There is in fact no such contradiction. Let me put it
in plain terms. The coroner was correctly identifying that, in terms of the cause of death, it was the

* administration of the fluid therapy that led directly to the death of Lucy Crawford. What the CMO
was saying was that such a fatal consequence was a rare event, that this cause and eftect was not
commonly known at the time and that administration of this fluid regime was then not an abnormal

event in paediatric departments throughout the UK.
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I note that Dr Sumner is recorded as disputing the veracity of the CMOQ’s point that the adverse
response was not widely known at that time. We would strongly reiterate the point that there was not
a widespread awareness of this reaction and, indeed, we understand that this particular fluid therapy
was then in common use in the paediatric department of the hospital in which Dr Sumner himself

worked.

In fact, there is still considerable debate among paediatricians regarding the most appropriate
intravenous fluid therapy for children, The area of fluid administration in a sick child remains a
complex area and within the past few weeks a series of articles published in the highly respected
paediatric journal, Archives of Disease in Childhood, highlights the debate on this matter among
experts and the many complexities surrounding fluid management in general and hyponatraemia 1n
particular, Regrettably, within such a complex area, problems do on occasion arise as emphasised by
the death of a child from hyponatraemia in a major UK hospital as recently as 2003, presenting with a
similar clinical condition to that of Lucy Crawtord.

Your letter also suggests that the CMO gave an unsatisfactory answer on the reporting of the case.

I need to correct you on this point. The Chiet Medical Officer became aware of the Lucy Crawford
case after being written to by the Coroner. We fully accept that Mr Stanley Miller had alerted the
Coroner to the case to draw attention to the similarities with the earlier inquest on Raychel Ferguson,
but this does not alter the fact that the Chief Medical Officer was made aware of Lucy’s death when
the coroner brought it to her attention after considering Stanley Miller’s comments and re-exanmining

appropriate documents.

What this pointed up in terms of the reporting of untoward incidents was that there was a lacuna in
the arrangements for informing the CMO of such events and that we were hampered by the absence
of a formal system to report untoward deaths within hospitals at the time of Lucy Crawford’s death.
In Northern Ireland there are about 15,000 deaths each year, the majority of which occur in hospital.
Approximately 3,500 of all deaths each year are reported to the coroner. Within this context and
noting the events involving the deaths of these two young girls, it is clear that it 1s not any absence of

reporting that is at issue, but rather that any new system needs to be capable of identifying those
incidents that require further scrutiny and the possible alerting of clinicians of any issues of risk.

] want to take the opportunity to say to you that the conclusions which those making the programme

formed on this matter and which you set out in your letter are simply not correct. As I have tried to
demonstrate, this is a serious and complex 1ssue and it deserves more than the simplistic treatment
which-it received in your programme and which identified Dr Campbell and her office as at fault.
Unfortunately, the important messages which Dr Campbell tried to convey to the public to explain
and reassure them were not allowed to be made by the way in which the interview was conducted.

These messages included the important point that, as part of her responsibility to protect the health of
population, following the death of Raychel Ferguson, Dr Campbell convened a working group {0
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develop guidance on the prevention of hyponatraemia. This guidance was published in 2002 and

Northern Ireland was the first part of the UK to issue such guidance. It provides very practical advice
¢or doctors and urses who manage the care of children in hospital. 1 should add that it has been

commended by local clinicians, by the Belfast coroner, and by Dr Sumner who praised the guidelines
when giving evidence at the inquest into Raychel Ferguson'’s death.

Furthermore, Dr Campbell has recently initiated two further steps to ensure that the guidance remains
up to date and is fully and properly applied. Firstly, she has sought assurances from Trust Chiet
Executives that the guidance has been implemented. Secondly, she has asked 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 and any of the more recent emerging evidence on hyponatraemia since
the publication of the guidance in 2002, It was unfortunate that the interviewer did not give Dr
Campbell the opportunity to put these points across since this would have provided the necessary
balance to reassure the public of the important steps that have been taken since the deaths of these

young girls.

Finally, I believe that it is important to make the point that the relationship between the Department
and the media is one in which clarity, trust and confidence are critical. When assisting with a current
affairs programme, we take the view that it is part of our role to provide information and comments
that will be helpful in improving viewers’ knowledge and understanding of health issues. This is why
it is so important that there is mutual understanding of how the programme will be conducted. This
lies at the heart of our concern about the pre-programme discussion between Kevin Mulhern and
Trevor Birney. It is our view that the contemporaneous notes made of the conversation between
Trevor Birney and Kevin Mulhern and from which you have quoted in your letter, are selective to say
the least. They do not refer to Trevor’s comments that the programme would not be seeking 10 hold
the Chief Medical Officer accountable or laying blame at her door. Hence our concern about the
nature of the information we were receiving and our need for assurances about future contacts.
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