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| declare that this statement consisting of 18 pages, each signed by me is true to the best of my
‘knowledge and belief and | make it knowing that, if it is tendered in evidence at a preliminary
enquiry or at the trial of any person, | shall be liable to prosecution if | have wilfully stated in it

anything which | know to be false or do not believe to be true.

Dated this L day of Mouck L0006

A2
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| am a Consultant in Anaesthesia and Critical Care and presently the Medical
Director in Altnagelvin Hospital. In June 2001 | was Consultant Anaesthetist, with
an interest in Paediatrics, and Clinical Director in Anaesthesia and Critical Care In
Altnagelvin Hospital. | was called to Altnagelvin Hospital in the early hours of
Saturday 9™ June 2001 to assist with the transfer of Raychel Ferguson from the_

Paediatric Ward to the X Ray Department where a CT scan was to be performed. |

was not on call but was contacted by the Anaesthetic Registrar, Dr Date, who
described the situation in Ward 6 where Raychel had been intubated and required
ventilation following a respiratory arrest. The Registrar required assistance because

the other anaesthetists on call were busy with another emergency and she had just
been called to the maternity unit. | came in immediately and took Raychel to the

Radiology Department where a CT scan was performed. | arrived on the ward after
Dr McCord. A team at night comprises of a Consultant, a Registrar and a SHO.

When | arrived Raychel’s condition was critical but a precise dia Josis had not been
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made. | had no previousf involvement with Raychel. Raychel had had an

uneventful operation for appendectomy the day previously and had made a good
recovery. However throughout the day she had several episodes of vomiting and
had developed a headache in the evening. Nursing staff found Raychel fitting

around 3 am and called medical staff. Her condition deteriorated requiring

intubation and ventilation. Blood results taken following the seizure showed a low
Sodium level and a Saline infusion was in 'place to allow a slow correction of this
imbalance. Raychel remained intubated and ventilated and it was obvious that her
condition was extremely serious and the prognosis poor. | attended Raychel around
5.30 am by which time she had been brought to the X Ray Department. A CT scan
was performed uneventfully. During the time taken to perform the CT scan, |
reviewed the notes and gathered a history from the other clinicians present. It was
not clear why Raychel had collapsed, the CT scan seemed to indicate cerebral

oedema and the possibility of a sub-arachnoid bleed. Electrolyte measurement

following her collapse showed sevére hyponatraemia (WRC 16, WRC 17) and this
was being treated using Normal Saline intravenously at a rate of 40 mis per hour
(WRC 18). During_the time spent in the CT suite, | spoke with the Neurosurgeons In
Belfast who were able to view the results concurrently due to image linking.
Following this conversation and at the Neurosurgeon’s request it was clear that
Raychel would_ need to be transferred to the Royal Belfast Hospital for Sick Childfen
(RBHSC). | contacted the Intensive Care Unit, explained the situation and
requested that a bed be organised so that we could stabilize Raychel prior to her
transfer to Belfast. Following the CT scan, Raychel was taken to the Intensive Care

Unit. Notes made there indicated that Raychel may ill but that her

_ - -
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observations were stable (WRC 19, WRC 20, WRC 21). Following discussion of the

CT findings with the Neurosurgeons in Belfast a second CT scan, enhanced using

contrast, was performed prior to transfer to the Royal Belfast Hospital for Sick
Children. | spoke to the consultant on duty at the Intensive Care Unit in Belfast,
who | believe was Dr Chisakuta, a Consultant Paediatric Anaesthetist, outlining the
history as above. | accompanied Raychel to the CT suite for this second
investigation and monitored her condition to ensure her stability throughout the
scan. We were all extremely concerned as to the cause of Raychel's brain swelling.
One diagnosis suggested by the Neurosurgeons had been that possibly a sub-dural
empyema (an area of infection) had developed, and we hoped that surgical
intervention might be possib‘le. Transfer to the Children’s Hospital was organised
following this and | accompanied Raychel to their Intensive Care Unit, leaving
Altnagelvin at around 11.10 am (WRC 22, WRC 23). Throughout the transfer
Raychel was ventilated and monitored. Her condition remained unchanged and she
was admitted to Intensive Care in the Children's Hospitél around 12.20 pm.
Following the transfer | handed over Raychel to the care of the intensive care team
and gave them an update on the details of the case and a report of her condition
throughout the transfer. There had been no change in her clinical condition during
this time. 1 explained that my involvement with Raychel's treatment was from the
time of her collapse but that | understood that she had had an uneventful
appendectomy on the evening of Thursday 7" June and that initially she had made
a good recovery. | outlined the course of Friday 8" June leading to her fitting and
subsequent respiratory arrest in the early hours of Saturday morning. | gave a

summary of the fluids administered including the change”to Nogmal Saline to treat
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the hyponatraemia. The transfer had taken just over one hour and shortly after this
time | returned to Altnagelvin Hospital. | telephoned RBHSC either later that
evening or possibly the following day and spoke to Dr Crean, a Consultant
Paediatric Anaesthetist, who informed me that brain stem function tests had
confirmed that Raychel's condition was irretrievable. | expressed my shock and
deep sadness that this had occurred following such a routine procedure. | had
never come across before the death of a child from hyponatraemia. During my
investigation into the incidence of hyponatraemia and in the course of informing my
colleagues in hospitals in Northern Ireland of this tragedy, | contacted the RBHSC to
ask about their use of No. 18 Solution. | believe this would have been around 13"
June 2001. | feel there is a worry with No. 18 Solution and Hartman’s is now used
instead. Solution 18 was used for historical reasons in paediatric practice but | was
convinced that the use of a low sodium-containing solution together with an
abnormally high response to anti- diuretic hormone, produced as a response to
surgery, had contributed to the severe hyponatraemia and subsequent brain
swelling in Raychel's case. | was informed that the RBHSC had ceased prescribing
this fluid in post-operative children some 6 months previously but that, as in other

hospitals, it had been the default solution up to that time. | requested that any data

on hyponatraemia or the incidence of this in Northern Ireland would be helpful and
Dr Taylor, a Consultant Paediatric Anaesthetist, agreed to send me these detalls.

Prior to Raychel's death, my knowledge on the subject of hyponatraemia was
gathered during my medical education and as part of my anaesthetic training.
Hyponatraemia is a term describing a low sodium level in the plasma. Sodium is the

main positively charged ion in plasma and contributes to the-seruq osmolality. it
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has a normal range of around 135 — 145 mmoles per litre and hyponatraemia would,
by definition, be a level below the normal. Severe hyponatraemia, likely to be
symptomatic, would usually be a level less than 128 mmoles per litre. As an

anaesthetist | would have been taught about electrolyte balance and of serum or

plasma osmolality. Cells require a balance between extra cellular plasma sodium

and intracellular potassium, both of which are positive ions. If a cell experiences an

- imbalance such as might occur in hyponatraemia, then the plasma is relatively

hypo-osmolar and the cell draws water into itself to dilute the intracellular potassium

lon. This results in cellular swelling. The converse occurs if cells experience hyper-
osmolar plasma such as occurs in hypernatraemia. In this situation the cell will give
up intracellular water to the plasma in an attempt to balance osmolality. This results
In intracellular dehydration. The teaching on fluid administration has in the past
emphasised the importance of fluids being isotonic, that is to say of a similar
osmolality to plasma, so that the above scenarios and subsequent cellular damage
would be avoided. Fluids of equal tonicity could for example contain water blus
electrolytes, water plus a smaller amount of electrolytes but including sugar, or
water and sugar alone. The emphasis would not have been on the sodium content
specifically. Hypernatraemia, a high sodium, would have been a recognised
problem in paediatric practice often resulting from the actions of well meaning

parents adding “one more scoop” to formula feeds for their infants. | was not aware

of any teaching on the specific problem of hyponatraemia, particularly in reference
to the care of surgical children. | spoke to Raychéi;s mother in the Intensive Care

Unit in Altnagelvin Hospital following the CT scan. | think this was around 10 am on

Saturday morning, 8" June 2001. | explained that Raychelsscondition was
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extremely serious and that we were unsure as to the reason for her brain swelling,
which this scan had revealed. | told her that there was a possibility that there could
have been a bleed into her brain (sub-arachnoid haemorrhage) and that we had
contacted the Neurosurgeons in Belfast and were treating Raychel as they had
requested. | explained that it would be necessary to take Raychel to the RBHSC so
that the experts in treating her condition could take over her care. | tried to give
whatever comfort | could but had to emphasise that the situation was extremely
serious. Prior to the transfer, which took place around 11 am, | explained that it
would not be possible for family members to accompany us in the ambulance. |
explained exactly where we would be taking Raychel and that the transfer would be
as fast as we could possibly make it. This was going to involve a police escort and |
stressed that the family should make their way by car to RBHSC but should not
attempt to follow the ambulance. This was for safety reasons and Raychel’'s mum
said she understood this. | next spoke to Raychel's relatives, including her mother,

just prior to returning to Altnagelvin Hospital following her admission to RBHSC

Intensive care. The time was approximately 12.30 pm. | told them that Raychel’s
condition had remained unchanged throughout the journey and that everyone would

do what they could to look after her. | expressed my deep sympathy for their
obvious distress and said that we would all be thinking of them and praying for
Raychel’'s recovery. Following the tragic news of Raychel's death in RBHSC, -
Altnagelvin Trust offered to meet with her parents to offer condolences and to help
with questions, which they would inevitably have. Understandably this proved

difficult for the Ferguson family and it was not until September when Raychel’'s mum

felt able to attend such a meeting. | was present at this meeting.a 1d spoke frankly,
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openly and honestly to those present. No official notes were kept of this meeting

but_ the Patient's Advocate representing the Ferguson family did keep a record
(WRC 24). This however is not a full note of the meeting in that it does not include
the opening sympathy for the family following Raychel's loss. We stated that we
were sorry that Raychel had died whilst in our care and stressed that the treatment

she had received, which was the same as in other hospitals, would be reviewed,

and whatever changes necessary be made as quickly as possible. | expressed my
sincere condolencesl and shock at Raychel's tragic death. During the meeting |
remember answering why | thought Raychel had died. | tried to answer their
questions sympathetically_ and as best | could. Where possible, | answered
questions which the family asked, relating to the surgery. | explained that although
the Coroner had yet to state the cause of death, | believed that the cause was due
to severe brain swelling following the development of a condition called
hyponatraemia. | said that this was an extremely rare occurrence and one which |
had not seen before in a child. The fluid tﬁerapy which Raychel received was the
same as that used in other hospitals and the standards of care were the same as In
other units treating children. On several occasions during the meeting we stressed
that had we known then what we now knew following our ihvestigation into the
circumstances of Raychel's death, then perhaps the tragedy could have been
prevented. | went on to explain all the steps which we had taken so that such an
occurrence would not happen again. | gave details of the discuesions which | had
with my colleagues in other hospitals treating children so that they would be aware
of the risks of hyponatraemia, of how we had changed the fluid prescription in our

children’s ward, and of how | was introducing teaching on fluid management and the
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dangers of hyponatraemia to both nurses and doctors. [, along with Dr McCord,
also spoke to Mrs Ferguson when we met at the Coroner’s Iinquest in Belfast. We
both at that time expressed our deepest sympathy and inquired as to how the family
members were coping during what was a particularly difficult time. By way of
explanation of the procedures at Altnagelvin Hospital at the time of Raychel’'s death
regarding the prescribing of post-operative fluids in paediatric patients | would
explain that initial post-operative fluids are usually a continuation of fluids prescribed
Intra-operatively. This is usually instigated by the anaesthetist in theatre and taken
over by the surgical team in the post-operative period. Paediatric medical staft
would be present on the children’s ward more commonly than the surgeons and, on
occasion, might be asked to prescribe fluids. In Raychel's case | understand the
fluid regime was prescribed in A&E and did not commence until Raychel reached
the ward. That would be normal in children with abdominal surgery. [n Raychel's
hospital notes page 39 sets out the fluid amounts prior to theatre (WRC 25). The
drip was re-erected In theatre and agaih in the ward. | can confirm that Dr Makar
prescribed the fluids as shown on page 40 (WRC 26). The monitoring of fluids in
the post-operative period wOuId be the responsibility of nursing staff and prescription

of further fluids would be the responsibility of surgical staff. | had no personal input

into the paediatric ward procedures in relation to fluid management as applied In

June 2001. Following Raychel's death, | spoke to the Chief Executive, Mrs

Burnside, on Monday morning 11" June and informed her of the tragic events which

- had occurred. Mrs Burnside relayed this information to Dr Fulton, the Medical

Director, and asked him to set up an internal inquiry to investigate the events

leading to such an unusual tragedy. The Critical Incident meeting, instigated
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according to hospital policy (WRC 27) was arranged for the following day, 12" June
2001 and Therese Brown, the Hospital Risk Manager, informed me of this meeting.
The reason for this meeting was to gather together everyone involved so that an
accurate account could be made of thé events leading to an unexpected death.
This is hospital policy and encourages accurate reporting of incidents in a blame-
free environment. The purpose of such a meeting is to establish a factual account,

to Investigate the circumstances and where possible, to put in place measures to

prevent recurrence. | was concerned about the fluid administration and
documentation around it. It appeared that the amount of fluid prescribed was too
much for Raychel’'s weight. Raychel had been prescribed a rate of 80 mis per hour.
By my calculation this should have been 65 mis per hour. However, initial fluid
administration is often more than this figure to account for the fasting period prior to
surgery. This fasting period results in a fluid deficit. Normal practice would be to

replace one half of this deficit in the first hour together with the maintenance fluids

and the second half over the next two hours, again together with the maintenance
fluid. | would have expected the rate to then be reduced following surgery. | was
also concerned that the anaesthetic record documented 1000 mls of Hartman's
solution in the “total fluid” box (WRC 28). This was clearly wrong and | had
ascertained from the anaesthetists involved that the total given in theatre was 200
mls and that the remainder had been discarded. On 13" June | asked that Dr
Jamison, SHO in Anaesthesia, add a retrospective nOte to the chart to show this
correction. | countersigned and dated this correction. | was also concerned about
the type of post-operative fluid given to Raychel. Because of my involvement in
Raychel’s care following her collapse and subsequent discursii colleagues in
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RBHSC, | had investigated the role of No. 18 solution in the development of
hyponatraemia. | reviewed all the relevant literature in connection with this. This

literature had not been widely read though it was available. | came to the view that

'No. 18 solution was inappropriate for post-operative children and prior to that time

was unaware that the fluids were routinely changed to this as the default solutioh Ig
paediatrics. | decided to change to Hartmann’s solution and believe that now ali
units are using 0.45% saline. No. 18 solution is not dangerous in itself but if
excessive amounts of anti-diuretic hormone are produced then the possibility of
dilution of sodium could occur. In my view this might have explained the low sodium
in Raychel’'s case. Raychel’'s sodium level would have been diluted by the retention
of water as a result of anti-diuretic hormone and No. 18 solution, which contains 4%
dextrose, could produce more free water as the sugar waé metabolised. The
problem would be exacerbated by sodium loss fdllowing vomiting. | believed that

Raychel had displayed an unusual response, which resulted In severe

hyponatraemia. | felt that the meeting was conducted promptly, was informative and
constructive. An action list was drawn up to address all the points raised during the
meeting (WRC 29). | was charged with gathering information about the routine_ use
of No. 18 solution in post-operative children and | suggested that | contact other
hospitals where children might be receiving this fluid, to warn them of the risks in the

light of our experience. Throughout the meeting | was struck by the feeling of shock
and sorrow that such an unusual and tragic event could have occurred. All present
agreed to investigate all aspects of the case so that, where lessons could be

learned, steps would be taken to prevent a recurrence. | believe this was a vital

meeting and that the subsequent i'nvestigation was thorougtr~constructive and
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played a large part in the redesign of fluid administration in children throughout

Northern Ireland. Following Raychel's death and after discussion with colleagues in

RBHSC, when it became apparent that the cause of deatn was cerebral swelling
due to hyponatraemia, | decided to call colleagues in other hospitals where children
could be treated surgically. | believe that | made telephone calls on 13" June 2001.
| spoke to anaesthetic colleagues in several hospitals. | recollect speaking to
Tyrone County, Antrim, Craigavon and the Ulster Hospitals. This is not an
exhaustive list of hospitals and | did not make a list of everyone | contacted. To

those colleagues that | did speak to | outlined the events in Altnagelvin Hospital and

indicated that a healthy child had died totally unexpectedly following an uneventful
appendectomy. | explained in detail the fluid regime and in particular the use of No.
18 Solution as the default fluid in the paediatric ward. | remember specifically that
the situatibn in both Craigavon and the Ulster Hospitals was exactly the same.

Colleagues in both these hospitals expressed concerns that the very same

conditions existed and that they would take steps to see that changes were made as
soon as possible. Craigavon Hospital said specifically that anaesthetists had been
trying to prescribe Hartmann’s solution as the post-operative fluid, but that as in
Altnagelvin, the default solution meant that it was changed to No. 18 on the ward. |
spoke to Dr Chisakuta, a Consultant in Paediatric Anaesthesia and Intensive Care in
RBHSC about their use of No. 18 solution in post-operative surgical children and he
informed me that they had been using precisely the same regime as Altnagelvin
Hospital but had changed from No. 18 solution six months previously because of

concerns about the possibility of low sodium levels. This was also the position in

Tyrone County Hospital. The nature of these communications took.the form of a -
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telephone call for information. | realised that steps would need to be taken at a
regional level and I- was aware that the Department of Health were to be contacted
by Dr Fulton, the Medical Director. However the urgency of the situation and my
real belief that such an occurrence, howéver rare, could happen again if the same
conditions existed, led me to have direct communication wifh colleagues, who might
find themselves in a similar situation. Following the Critical Incident meeting held on
12" June 2001, | was asked to review the routine use of No 18 solution in
postoperative children and to ascertain the practice in other hospitals in Northern
Ireland. Dr Fulton requested that urgent recommendations be made following this

review. On 13™ June 2001 I informed Dr Fulton and Mrs Burnside verbally that,

following my research, | had decided to stop the use of No 18 solution in
postoperative children. | wrote formally to Dr Fulton on 1 4" June 2001 confirming
this decision (WRC 30). With their agreement | informed Sister Miller in the

children’s ward of this decision and requested that steps be taken in the ward to

effect this change. As a preliminary step, in Altnagelvin Hospital, a notice outlining
the change in fluid to be prescribed and a chart to aid the calculation of a child’s
weight according to age were posted in the children’s ward (WRC 31, WRC 32).
The default fluid in surgical children became Hartmann’s solution from that date.
This information was shared with the Paediatricians, Surgeons and my Anaesthetié
colleagues. Mre Burnside was given a written update of the outcome of the critical
incident meeting (WRC 33). Initially there were some concerns expressed by
surgical colleagues concerning the removal of No 18 solution and | addressed this
by a letter to Mr Bateson giving my reasons for this decision (WRC 34). Following

discussions with my colleagues in the children’s ward, a IetteLc.. 1Sensus was
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drawn up and signed by all the Paediatricians and the Clinical Directors in Surgery
and Anaesthesia. The default solution was changed to 0.45% saline (half-strength
saline) in 2.5% dextrose at this time to address concerns that small children
required somé sugar which was not present in Hartmann’s solution. | undertook to
provide teaching on hyponatraemia and prepared a computer presentation to assist
me in this task (WRC 35). This presentation is approxi‘mately one hour in length
and has been presented to many groups in Althagelvin Hospital. My target is
principally nurses and doctors but the talk has been presented to The Hospital
Management team, Hospital Executive members, and | recall giving the
presentation to the Trust Board of the Hospital. | also gave this presentation to the
Chief Medical Officer when she visited Altnagelvin Hospital on 14" January 2002. A
similar presentation was given to the Western Health and Social Services Council
on 19" February 2003 (WRC_36). The teaching Is an ongoing process and | was
most recently involved in the Medication Study Day in May 2005. New doctors to

Altnagelvin are given instruction in the administration of fluids in children and details

are included in the Junior Doctor's Handbook (WRC 37). Posters on the subject of
hyponatraemia and treatment guidance, issued by the Department of Health, are

displayed throughout Altnagelvin Hospital (WRC 38). Where there are concerns
around fluid prescription in children, either verbally from paediatric staff, or by the
reporting of clinical incidents, these concerns are addressed immediately. A fluid
prescription chart was designed and is now in use in Altnagelvin Hospital which

addresses most of the concerns around calculation of rates and choice of fluid

according to electrolyte measurement. It has been agreed with anaesthetic

colleagues that fluids prescribed in theatre based on a pree‘i:‘)"é‘r'é"fﬁl electrolyte

SIGNATURE OF WITNEﬁ

095-010-042

RF - PSNI



STATEMENT CONTINUATION PAGE Page 14 of 17

STATEMENT OF: DR G ANESBITT, CLINICAL DIRECTOR

measurement (WRC 39) can be given for up to 12 hours, and therefore the initial
fluid management is prescribed by the anaesthetists. This essentially ensures that
fluids must be reviewed at 12 hours if they are to be continued. This would be a
decision made by surgical staff and requires_a blood test to decide the choice of

fluid. Further to a review of the critical incident meeting on 9% April 2002, Dr Fulton

outlined several questions, which he wanted covered (WRC 40). | was asked
specifically to address who was responsible for prescribing fluids in children and for
how long. A summary of issues to be addressed and actions taken are listed in Dr
Fulton’s letter (WRC 41). On 15' May 2002 following the meeting, | issued guidance

to all medical staff concerning the need for baseline measurement of electrolytes
and that anaesthetic staff were prepared to prescribe fluids for the first 12 hours
only. Thereafter, fluids could only be described oh the evidence of a blood test
measuring plasma sodium (WRC 42). On the same date, 1% May 2002, | wrote to
the Chief Medical Officer, Dr Henrietta Campbell, asking whether or not there had

been Department thidance on the matter of fluid administration in children,

following previous cases of hyponatraemia in Northern Ireland (WRC 43). | received
.a reply on 10" May Indicating that the first incidence of hyponatraemia which had
come to the attention of the Department of Health, had in fact been that of Raychel
Ferguson and that there had been no guidance issued prior to this time (WRC 44).
On 9" May 2002, the default fluid was revised to half strength saline (0.45% NACL
In 2.5% Dextrose), and a notice to this effect was posted in the children’s ward.
This also stressed the need for electrolyte measurement at 12 hours if fluids were to
be continued (WRC 45). A consensus statement was prepared and several drafts

were circulated (WRC 46, WRC 47). On 28" May 2002 | wrote-tg Dr Brian McCord,
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Consultant Paediatrician, commending the protocol. Clarification of Hospital Policy
on the administration of fluids in children was circulated to surgical colleagues,
paediatricians and nursing staff on the children’s ward on 2.5.03 (WRC 48). The
Medical Director and the Clinical Director in surgery signed this letter. A letter from
the Chief Medical Officer, seeking reassurance that guidelines had been
Implemented In Trusts throughout Northern Ireland, was circulated on 4.3.04 (WRC
49). | replied to this letter confirming that, in Altnagelvin Hospital, this was the case
(WRC 50). A further reminder of the policy was circulated to all staff on 23.9.04
(WRC 51). During this process, on a date of which | am unsure, | attended a
meeting in Castle Buildings to review the use of ﬂuids In the management of post-
operative children. There was discussion around the type of fluid to be prescribed.
My opinion, which | stated, was that the use of No. 18 solution should cease and
that this should be highlighted in any guidance produced. There was much debate
around this and the feeling was that there was no need to mention any fluid

specifically since the guidance on the calculation of rates would ensure the correct

volume and guidance on the measurement of electrolytes, the choice of fluid to be
prescribed. The guidance does not state that No. 18 solution should not be used
and | think that for post-operative children, this statement should have been
Included. Whilst | agree that fluid administration in children requires a change in
practice and not simply a change in fluids, and | state this clearly in my presentation
which | prepared on the subiject, | still believe that avoidance of No. 18 solution is
desirable. My reason for saying this is that, if for some reason the guidelinés are

not followed, which clearly would be an error, then at least if the fluid contained

enough sodium, hyponatraemia could possibly be averted. | discussed my
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concerns about the draft guidance being prepared by the Department of Health with

Dr Fulton. This was because of the failure to specifically highlight the potential
dangers of using a low sodium-containing fluid such as No. 18 solution. Dr Fulton
made Mrs Burnside aware of my concerns (WRC 52). | had stressed the need for
this to be made clear in the guidance from the Department of Health but no
reference was made to any particular fluid. In a letter issued on 25.3.02
immediately prior to publishing the guidance, mention was made to a concern
around the uselof No. 18 solution but stressed that all fluids were potentially
hazardous (WRC 53). One cannot argue, however, that the guidance issued by the
DHSSPS is incorrect and if followed, | believe that fluids can safely be administered.
However, in Altnagelvin | have With the agreement of my clinical colleagues,
discontinued the use of No. 18 solution throughout the hospital. It is also my view
that the new guidelines should also apply to adults. All members of staff, medical

and nursing, at Altnagelvin Hospital were devastated by the death of Raychel

- Ferguson. Her death, following an uneventful appendectomy and apparent recovery

from her surgery, was completely unexpected and shocked all staff involved with her
care. Raychel's treatment was no different from any other children who required an
operation and the care given by nursing staff in the children’s ward is of the highest

standard. The use of No. 18 solution was usual at that time and was used by most
other hospitals treating children. There was no guidance concerning hyponatraemia

and this was a condition not seen by the majority of staff at the hospital. | believe

that Raychel had an unusual and rare response to her surgery. The 'incidence of

vomiting post surgery is not uncommon and this did not unduly alarm nursing staff

when it happened to Raychel. The assessment of vomiti INg~6& 4 be subjective as

/
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vomiting is difficult to quantify, but according to nursing staff, the amount was not
out of the ordinary. Sodium loss by this route would contribute to her overall sodium
level, but the dilution possibly caused by an excessive production of anti-diuretic
hormone may have had an important role to play in the development 'of
hyponatraemia.  Having experienced this tragedy, Altnagelvin alerted other
practitioners of the occurrence and of the dangers of hyponatraemia associated with
fluid management in children. Altnagelvin has taken steps to prevent a recurrence

by changing protocols around fluid management and by changing the default fluid to

one containing more sodium. Measurement of electrolytes is mandatory before
post-operative fluids can be prescribed and the fluid charts include the accurate
estimation of body weight according to age. Attempts have been made to
accurately record amounts of losses although this is very difficult. Altnagelvin
Hospital is continually reviewing the prescription and administration of intravenous
fluids in children. The education is an ongoing process. We have at all times been
open and honest with the family and express once again our condolences and
heartfelt sorrow that Raychel died whilst in our care. In relation to two specific

issues which have been put me | would confirm that | am unaware of Raychel

having had a blood test during the 8" and in my experience the use of a nasogastric

tube is uncommon.
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ALTNAGELYIN HOSPITALS H&SST

Meeting held in the Clinical Education Cestre on the 3 September, 2001 a1 6 p.m., in
the Resource Room 2.

Re: Rachael Ferguson Hospital No. 313854, DOB 4.2.92, DOD 9.6.01

PRESENT.: Mrs. Ferguson, Mother of deceased chuld
Mrs. K. Doherty (Sister)
Mr. Thomas McMullan (Brother)
Ms. Rosateen Callaghan (Family Friend)
Dr. Ashenhnrst (Ramity G.P.)

Ms. Helen Quigley (WHESC)
Mrs. S. Bumside, Chief Executive

Dr. . A. Nesbitt, Chinical Director (Critical Care)
Dr. F. B. MeCord, Consultant Paediatrician

Sister Millar, Ward 6

Staff Nurse A. Noble, Ward 6

Mrs, A. Doherty, Patients Advocate

Mrs. Bumnsids introduced members of staff to the Ferguson family.

Mrs. Kay Dohberty said she would ask the questions and Mrs. Ferguson could speak if
she feli hike it

Mrs. Doherty said Racheel was admitted with appendicitis. She was seen by the
Doctor and family were told Rachae! would be for Theatre but they would leave her

for & time. Tt would be approximately 2.30 a.m. when she would be taien to Tneatre
Parents decided to go homs for a period but when they reached home the hospital
phoned 10 say Rachael was going to Theatre 5008,

Why? When (he parents left there was no burry in taking Rachael to Theatre.

Mrs. Ferguson said there had to be & reason for iaking Rachasl to Thestrs sooner,

Dr. Nesbitt explained that Rachael had had tes af approximately 5 p.m: No surgery

would be carrled out for six hours as there was 8 denger of Rachael vomiting, It
lnoked like it would be the sarly hours of the moming before Rachael would be taken
to Theatrs but then there was an earlier slot and it was thought that Rachas] would go

to Theatrs around 11.10 p.m.

The Doctor passed Rachas] ready for Theatre and explained to Mrs. Fexguson that
there had been a delay as Rachas] had to be fasted but would be taken af the earhest

opportunity which would be approximaiely 11.50 p.m.

Dr. Negbitt explained that the appendix would be removed as 8 ruptured appendix
would be bad for a little girl. Dr. Nesbitt assured Mrs, Ferguson that the surgery was

completely uneventul,

F - - - -
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Mirs. Kay Doherty said that the pasents were told that Rachael would be back within
an hour bt she wasn’t back Irom Theatre until approximately 2.30 a.m.

Dr. Nesbiit explaiied that if Rachael went 10 Theatre around 12 mi dnight she would
be prepared for anasstheiic, |

Mrs, Perguson said she went up to Theatre with Rachae! and that she was knocked out
at 11.40 am. Dr. Nesbitt explained that following surgery Rachael would be kept in
the Theatre tntil she tame round from the anassthetic. The actual surgery would only
he an hour but Rachael would sot be back in the ward until she was fully recovered,

The histology report confirmed that Rachae] had e normal appendix but ir was better
to take the appendix out, ' -

Mrs, Ferpuson said that the Doctor had said there wers two blackages.

Mrz. Doherty asked, “what do you mean by blockages?”

Dr, Nesbitt explained that the appendix is a small finger like appendspe on the bowel
and if #t gets blocked, it becormes engorged and swollen and can get red and mflamed.
1f the appendix bursts af this stage you can end up with 8 belly full of pus. Alot of
psople gel their appendix out and many of them have 2 pormal appendix when it is
removed; but you sxamine the patient, make the diagnosis and remove the appendix.

Mts, Ferguson said that when Rachael went down to Theatre sha had no pain.

Dr. Nesbitt said that appendix pain comes and goes. Rachae! could be finc at 11.30
p.m. but the pain coildd be hack at 2 s.m. The appendix can rdpture and the pain goes
wheen this happens.
Mz, Dobierty asked Dr. Nesbitt if he was aware of any other problem. Dr. Nesbitt

-~ said 1o, Rachael was 2 normal healthy child with appendicitis.

Mzs, Doherty sid Rachas] was up on Friday moming. She was colouring in and was
bright and alert. She was fine. Then she became sick; she was vomiting constantly
and her flice was blazing red.

Mss, Ferguson said (here fpst have been sormething wrong with that amount of
vorniting. She mentioned it to the Doctor on a couple of otcastons.

095-010-046j
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Mrs. Doberty said why had Rachacl got a sore head. She shouldn't have had a sors
head. When the sore head was mentioned to staff they said it would be normal to

have a sore head during this period following surgery. The impression she got was
“Jan’t bother ms". Rachael was bringing up blood when she vamited. Why was

this?

Dr. Nisbitt said that when you are vomiting the back of the throat can become
irritated and can bleed, Thers would have been nothing i Rachael’s stomach and dry

retching can cause sore bleeding or it may be dark brown like coffee grounds.

Mrs. Ferguson said Rachael had a sore head. She was throwing up blood and her
head was 50 sore she held her head between her hands.

Mrs. Doherty said Rachae] was not & complainer, She. wau}ﬂn’t have comiplained 1
there was nothing wrong with her, Why did the Nurses not Irmk, ahonit her when she

was so sick and had a sore'head.

Dr, Neshitt said that o the day following surgery, the frst poat-op day, people can be
sick and have @ sore head,

Mm Dniwrf}" smé sernething was wrong with Rachael. If s child is crying with & pain
in her hoad ..

Mrs. Ferguson said, “and the amount of sickness™ ¥ thought that when her stomach
was smpty at least there would be no more sickness.

‘Sigter Millag said she was on duty on Friday moming. She wnt off at 6. p.m, Richael

was wa!kmgmandautmﬂwmﬁetmdiﬂnatappmrtabaingammahﬂvmwﬂkmg
well Sister Millar rernarked to Rachael's dad how well Ruchel was doing, Swstér
hhl}arhmibmamthmmwmadvmmtﬂdﬂmmdﬂmbmahcdxdmt §ie

the vomit. Sister Millar did not consider this unusial as lofs of children vomit. She
had no major worries regardi nglbﬁaskedtheDﬁmwgiwhmsmm

for the vomiiing. Whém Sister Millar went off at 6 p. m; the Doctor waz giving Rachel

Zofran,

Staff Nurse Noble said when she came on duty she gaﬁ the report. She was told that
Rachiael had been sick during the day and had been given Zofran for this. She was ot
aware of any blood in the vomit nor of Rachsel’s sore head.

Mrs. K. Doherty said that Mrs. Ferguson rang her at 9.30 pan. to say that she was
concerned about Rachael — ghe still had & sore head, Mis. Dokerty advised Mrs.

Ferguson to ask for snawers; the beadache was not there for nothmg,
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Staﬁ Nurse Noble said that when she went down {0 the ward, Rachael’s father was
there and Rachasl was dozing. Staff Nurse Noble gave Rachael Paracetamol
suppositories for the beadache. Staff Nurse Noble expliined fo M, Ferguson and 1o

Rachel what she was doing. Rachael wag aleft at this time end then settled, Both
parents left énd went home. Rachael appeared seitfed after getting the Paracetamol.

Mrs. Ferguson queried i Rachael was sleeping,

Staff Nurse Noble szid Rachael woke around 1230 am. The Murses went it to check
on her. There was 3 monthfal of vomit on her pyjameas but she appeared to be alright.

Mrs. Ferguson said she felt that Rachael was not hmelﬁ When she looked at her eves
she felt there was something not right.

Mirs. Burnside said to Mrs. Ferguson that it was clear she knew Rachael so well that
she sensed something was wrong. Somsthing that Nursing Staff mu]d not pick up o

Mrs, Ferguson said she felt something was wrong with Rachael,
Mirs. Doherty said something was taking Rachae! down.

Staff Nurse Noble Isft Rachael to settle as she felt Rachael would need the rest after
vorniting all day. Children muld normially séttle aud sleep. Most childven recover

while they sleep.

Mk, Doherty said that Rachael’s parents had got a phone call at 3,50 s, to say that
- Rachae] had taken s seizure, mmmrmmmemmmmmum

the ward. Why was she still in the ward? Obviously something was wrong.

Staff Nurss Nobie said they didi’t always take a child to the treatment room
Sometimes they seitle in the wand.

Staff Nurse Noble said she and an Auxilisry Nurse wers ins the ward with another
child when the other Nurse heard a ﬁssie When she looked in on Rachael, Rachsel

wag having a seizure,

Mirs, Ferguson asked Staff Nurse Nnblﬁ how she knesw Rachael was having a fit.

Staff Nurse Noble said Rachael was stiff and she noticed (hat Rache] had wet herself
Thers was a Doctor (SHO) outside who was.called to see Rachasl. Rachael was pit

annxygeamdgmﬁmthmgmmptmsm She had an ECG - & heart tracing
done, The Doctor ordered Rachael something to stop the seizure. It was Dinzepam -
Staff Nurse Noble said that is what we use ~ and I gave it jo her. This did not setfle
Rachael and the Doctor (SHO) gave her Diazermuls, Rachael settled after this and
staff coptinned fo monitor her. Her pulse and blood pressure were sahsfactoryand

Rachael appeamd to be in a “post-fit” staje.

@)
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Mrs. Kay Dohorty said Rachael's father (Ray) arrived as Rachael 'was having ber
secand It

Staff Nurse Noble said that Rachael's colour never changed and her pulse and blood
pressure were nopmal. Children are not always taken to the treatment room when they

fit. They get Diazemulg and usually seitle and sisep.
Mis. Ferpuson said she arrived at 5 a.m. and Rachael was in the tiatment roomt.

Dr. McCord said that when he saw Rachae] he was concerned: Children have fits but
Rachael looked unwell. Rachae! had a faint rash and when you hear of 4 rash you
immediately thing of meningitis. He disciissed the case with his colleagues and
decided o give Rachael high dose antibittics,

When Dr. MeCord got 1o the ward the Anaesthetist had been called and Rachael was
infubated,

ay Doherty said that when she got to the ward everything went up; bey bad
everything on her. I looksd at Rachael, her pupils wens dilated. Ithought she had

pessed away.

Dr. McCard said there is & strong possibility that is so. That may have been when
meaningful life lef! her, |

Rachael had a braih scan which showed swelling of the veniricles. Rachasl was
transfarred to LEY),

Dr. MeCord thought he could see 8 trickle on the brain san. Doclors in Belfast swers
contacted. They had a-different expertise and the scans were faxed to Belfast. A
second Brain Scan was requested. There were nonew findings on the secoud scan.
Arrangements were madé to-wansfer Rachael to Bedfast.

Mrs. Kay Doherty said when they got to Belfast they hiad to wait a while wtil Dr.
Hanna spoke to them. Dr, Hanna said that there was no response from Rachael's
brain and her brain had swollen, He did not want to give the family false hope. He
said the prognosis is very, very pnor. Rachsel was taken up there with false hope.

Dr. Nesbitt said he did niot give faise hape but he wanted Rachasl to have every
possible chatice. You were righit the event in the ward was the terminal event bul you
have 16 give it all you have, Itried ory best.

Mrs, Doherty said 1o Dr. Nesbitt vou knew that Rachael wasn’t going to make i
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Dr. Nesbitt said sonetimes children are very ill and they can gst up and walk away.
We had to get Rachsel to the experts and she was transferred tipy as quickly as was
fumanly possible. 1t was awful that you were dragged to Belfast and 1t was difficult
for me to see you there but if Rachael had been my own chitld she would not have

been treated any differenily. 1 was totally devastated.

Mys, Bumside said that it can be very difficolt when a child is 1.

Mrs. Doherty said T knew then what T knew at 3 .10,

s, Bumside asked Mre. Doherty if they felt very angry about the wansfer to Bai*ﬁasi.

Mrs. Doberty said no, that didn’t come into if.

Dy, Niashitt said the specialist unit was in Belfast. We had to-gether there,

Mrs. Doherty said they realised that,

Dir. Nesbitt said they could bave wasted anather hour before making the same
decision.

Dr. MicCord said the expertise was in Belfast and it was better to get ber there.

Mirs. Dohesty asked what were Rechael's sodium levels the first tinie they were done?
What is routine? What checks do you do?

Dr. McCord said bloods are checked routinely o sditission. 36 hours prior o this
Rachael’s bloods were nommnal.

Mrs. Doberty asked if they should not have been ¢hecked after the operation,

Dr, Nesbitt said that they may have to review procedures. It may be necssary to
check rontine admissions pre-op. and post-op. The repson why they arg not done
rontinely is that it requires 1 needle into the veny 1o take the blood, At3.30 am.
Rachael’s sodium was Gown.

Mis. Dobeity said she had Jooked up low sodiurm. Rachael had all the symptotos,
vomiting, headache etc. and if it drops rapidly #t canycause brain demage and death,
Dr. Nesbitt said they bad also looked up the sffects of low sodium and a rapid drop in
Sodium was evidenced in a fir. Rachael had followed a norum! conrse of evetits
folloving her operation.

Mirs. Doherty seid Rachasl had deteriorated rapidly, She hiad all the classic sigas i,
headache.

©,
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Dr. Nesbitt said that looking back he realised that was 50 but it was extremely rare.
Rachael had the common symptoms found in & child after operation. Thisisa

COMMOn sxXprience.
Mis. Doherty said Rachas! thers had her blood checked regulatiy,

Dr. McCord said that was when she was in ICU. Peopie are thers for more inlense

Dr. Neshitt said that is Qmething that we might have to do, check blood six hourly. i
have never seen this before.

Mrs. Dobiesty asked Dr. Nesbitt if on looking back, he had leamed anything from this.

<% Dr, Nesbitt said I do think it wes low Sodium. Ihave been incontactwith
{ 3 ahildren's liospitals and 'we will look at ways of preventing this happening. This has
mads e change my practice. I was totelly devastated.

Dr. MeCord said the ssme fliids wers used for children up and down the country. He
felt that thers had 10 be an innate sensitivity in Rachael’s case. These fluids have the
cornect ansount of sodivm and glucoss in the sams amouont of water. Rachael retined
free Paiid and this made her brain swell,

Mrs, Ferguson said Rachael’s headache didn’ start until Friday moming

Dr. Nesbitt said ke falt sorry for everyons on the ward. Looking back it was an awiul

Sister Millar said she camme back frum days off and was sbsolutely devastated when
she heard, She said she bad been nursing for over 30 years and had never seen
saything like this happen. There would be some children that you wortried about but
there wias nothing sbout Rachael that caused her concem.

Mis. Burnside said to the family that they would have mare questions, It would be a
Jong time tntil the inquest and we would do all we couid to help them. The hospital
woilld Jook at things and see if there were ways of improving care, -

% ;

Mirs. Dokierty asked Staff Nurse Noble if Rachacl had said anything to them.

her that Rachael had tmﬂuthfﬂlafmmﬂanherpﬁamsbntﬁhcjust‘mm

slsep. She behaved as any other child. As a mother I would bave phoned and let her
mather know if Rachae] bad been asking for her.
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Dr. McCord assured the family that Rachael had not felt anything and had not
suffered,

-8

Dr, Nesbitt said that death occurred when meaningful life ceases, when the brar
ceases. Death for Rachael had occnrred before she weat for the brain scan. Ouce this
event 0ccurs you are not aware of anything. Ican categorieally say and reassure you
that Rachael did not feel any pain and was unawarg of anything although there were
some movaments. I still think it was the right thing io do, to give a person the benefit
of the doubt even when you know detp down in your heart that chances are poor.

Mrz. Ferguson said that when her hushand went over to the hospital, the Nurses said
that the drip was all tangled up around Rachael.

Staff Nurse Noble said that Rachas! was not restless, The Nurse heard a fissle of
bedclothes and looked in at Rachael and called Nurse Noble.

Pr. Nesbitt said quite often children got a bit tangled up with their drip. This is
normal.

\{rs. Burnside askad the family if*ﬁhﬁ}f‘imd aury worty about the diip but none were

gxpressed,

Mis, Doberty said that Mrs. Ferguson bad a fear that Rachael was looking for her and
0 one was there,
Staff Nurse Noble said Rachasl's objervations had boen checked and staff were in

and out of the ward almost constantly: Theére wasa child who needed turned two
hotrhy if she was on ons sidé and ane hiouity if she was on the other sids. The ward

was opposite the Murses stgtion, ifaﬂmh&d noticed anything untoward they would

ve said. When Rachssl took thie fit shs deteriorated very quickly. When her pupils
were checked they were equal and reacting and then the next time they were checked
they were not reacting as briskly. She did seem to go down very quickly. The SHO
was there, |

Mys. Ferguson asked about the trickle in Rachel's brain, in the scan.

Dr. McCord said his interpretation was that it was.a bleed. He said it is very difficult

1o interpreta scan as it is all areas of grey, but be gave his opinion and the treatment

would not have changed. She wom!d sl have been transferred to Beifast,
Mrs. Burnside asked Dr. McCord if he thought it was a bleed.
Dr. McCord explained why he thought 1t was.

wolae i e = dear e gl
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| f Mrs. Burhside said so the result is a swelling m the brain.

.G

Dr. Nesbitt said the ireatment 15 exactly the samue regardless of what the cange is.
Result is swelling of the brain. Bven with treatment the swelling cammoi be reduced.
The main thing is to get her to a center where the experts are and who can operate if
NECESSAry. - |

Ms. R. Callaghan, friend of the family, asked it 1t would be possible for the family to
be informed of the result of & meeting to be held at the end of the month,

Dr. Nesbitt said that at the meeting they would be looking at finids given o children
and that the family could be informed. -

Ms, R. Callaghan said Rachae] was cheeked at 9 a.m., then at 3.40 a.rn., how often are
checks carried out?

Staff Nurse Noble said observations are checked at 10 p.m., 22.10, and 6 a.m., also at
any time ths staff felt they needed w0 check them, Nurses are constantly up and down
the ward checking if a child is not gléeping or {n the ward with a child requinng tums.
If & child is restess the Nurses go .

Mirs. Ferguson said she felt that there was somiething wiong when Rachael threw up
the blood. She knew whei shelopked into Rachael 'z eyes. |

Mrs. Butnside said to Mss, Ferguson it was obvious that she knew Rachael well, She
was aware of a chanige in her; a sense that we did not have. Mrs. Burnside said it will
be 2 long time until the inquest. We realise this i3'a trapedy und devastating for you

bt we don't want you o feel isolated. If wecanbe of a:ny helpatall......

Mis. Doherty said Mrs. Ferguson wos concerned about her bther theee children. What
if they are sick and bave to comeio hospital? |

Dr. Nesbitt said we all fee] the same. I it was m}'chald vannss  He s2id the finids nsed
are the standard across the country. ‘We may have o change these if children. are
getting too much sodium: Thers has to be a middle ground. Nothing ws wers doing
wasg anusual,

Mrs. Burnside said she would leave the offer with the family. The door 15 open. She
said this did’ not ocelude any other action they might want 1o take.

Ms. Rogaleen Callaghan ssked if it would be possible for Rachael’s medical notes 0
be made gvailable io the family.

Dr. Nesbitt reassured the fmily that they could get a photocopy of the medical notes.

Ms. Callaghan gaid that wonld be helpful,

L - _ (#)
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Dir. Nesbitt said he would be happy to go thirough the notes, blow by blow. My
involvement with Rachael was after the event had occurred. I'was very upsel,

Mis. Doherty said we'il leave it at that,

Mis, Bumnside asked if it would be helpful if Rachel’s medical notes werd st to D
Ashenhurst.

r. Ashenhurst agreed with the farmly that she wounld go through the notes with ﬁmm,

Mrs, Burnside confirmed that 2 photocopy of the medical notes wauid be sent 1o Dr

Ashenburst,
Mrs, Dioherty said they were hoping to bave the post mortem on the brain soon but it
conld take up to four months.

", ide agreed that four months was 3 very long time.

‘ ‘
. 095-010-046r
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e 2%
( | . CRITICAL INCIDENT PROTOCOL

Introduction

On occasions serious incidents involving patients may ocour. These would include sa event
resulting in or with potential to develop into, serious damage, injury or death of 2 patient.
They are usually termed Critical Incidents and are events, which will likely attract media
attention. |

 This protocol details the pracedure to be followed in the reporting and investigation of & Critical
- Incident. This protocol supplernents the Trist Clinical Incident Policy dated Rebruary 2000,

- Flaw Chart
Critical Incglent Process
Critical Tncidon: Oceurs
- Clinical Notes Completed/ Cii:li’itﬂl Incident Farm Completad -

Iniorm the Clinical Servicex Manager/ Einitﬂ Director and the Rizlk Matmgm‘

- The Risk Manager to Inform the Chief Executive, Medical Director, Dirsctor of Nursing

The Risk Manager will arrange 2 Critieal Incident Review meeting ASAP D 4

y  loatecdassemed] ’E@Med:mi Directitr/ Nufsing Director/ Clinical Effectiveness
Co-ordinatorf Clinical Directas/ CSM/ Consultant and other relevant staff
{OUn occasions the Trust’s i‘mli&tnm may be present.)
The Critical Incident Meeting will endeavour to clarify the circumstances surraimding the
intident and identify further investigations and sction required {0 prevent recurrence.
(Stafl may be asked to complets 4 statement, containing factual information of their
| - mvolvement, 10 assist in the investigation). A |
. Note ﬁwtmm!bﬂw.ﬁﬁﬂ even? of future litigation.
(  The Chief Executive will be kept informed by the Risk Management Co-ordisater
. threnghout l:hi irvestigation.

The Risk Management Co-ordiaator will pm%'id»e the Chief Execntive with & written
report, with conclusions and mo}mm&nﬁatiam within an agreed time-scale.

The recommendations will be sent fo the relevant personnel for sefion.

095-010-046u



LFTLE

b TR RERA ik ek are- g F ke e

[ 3

" ) . 1 'r-“'l‘ rm ow

- oL .a" .l- : .
S I v I
;

¥

‘-4- . t JF

L)
I*L
A -
4

6.

B

1@
F .l
. Ka, N

o]
g b B}

e I .
. iy - '-‘t_. ..,-__i"':._. 18 e "'
PLREOEDke..
P rb I?.'- H‘Lf } T T
2t~ g

"-‘A"tfglh.‘:r_. .

n o

4 # .{qu .'... f :l "'#L . ..:- ‘ i ok kY .

X g R T X » HpaXe X

~ 2 .-'i-'_ ; _. il *‘*P:l-d- e i(f-"..:..:;i ' ; i Lri...- :

s (BTG St e J AR S ek i - -
1.r b, -:I: . r ._i_"._,-'l::l.f i f [ ki . .I_. s | . - . % L ] -

il Mt
f," l’- r L r .-.-l-'-.' FJ *- .1.{

! .
L]
[
- .ot - Ll s
.
."ll .. 11
. . L. . k- 3

RF - PSNI e




B 095-010-046w

RF - PSNI



Were o .
G

" DBr G A Nesbitt
Clinkeal Director
Anaesthetic Department
Altnagelvin Hospital

Date: 14® Jane 2001

iy Reymoad Falton 1 ﬁé JOR Zﬁ ﬁf
Medical Director | -

In view of recent events, and papers on the subject, and the fact that the Children’s Hospital no
onger uses No.18 solution, T have decided 1o recommend that we do the same, I bave spoken to

Sister Miller in the Paediatric ward and also to Dr MceCord who botham "

»
+IREEART
4

Hospital has ceased to use it and Cr
today we will no longer be routinely uf

~ml

G A Nesbitt  ClimicaPDirector

Yours sincerely, 7 a7 oty

cc Theress Brows Rizk Managament Coordinator

095-010-046x
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GRTHG?AED IC) ARE TO HAVE IV HARTMANS
SOLUTION

ALL POST-OPERATIVE CHILDREN ON IV
HARTMANS SOLUTION ARE TO HAVE DAILY
~ ELECTROLYTES & 6HOURLY B.Ms

- MEDICAL PATIENTS TO CGNTM ON SOLUTIGN

18 OR UNLESS PRES{EIBED OTHERWISE BY
DOCTOR

095-010-046y
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UPDATE FOR EXECUTIVE
RE: CRITICAL INCIDENT MEETING 12-6-03

This is ar update relating to the agreed action highﬁghwd by Dr Fulion’s note OF 13-6-01.

{. Dr Nesbitt has had discussiens with anaesthetic colleaguss and has made a decision to
discontinue the nse of Solution 18 for Paediainc Surgical Patients, One of the
Surgeons is not supporting this change. (see attached correspondence from Dr

Neshitt),

Further action required. Mrs Brown to undertake a mare extensive review of the
research regards the use of Solation 18,

2. Daily URE levels will be checked on all pest operative children with an 1V infusion.
Sr. Millar has already actioned.

3. Nursing staﬁaﬁmasu@eaijummmﬂ'afﬂm UXE results, Medical staffare
. ) blaeped by the nursing staff’ '

4, AmwﬂnghasbmheiﬂmthMAWmhamw Mrs M Doherty, St Millar, Sr. Little,
ngﬁ%aﬁandﬂurw@ﬂmﬂmy&%rﬂﬁmmmdﬂtmiﬁmﬂmdhalanﬁa

matagement. The following has been agreed:
2, Fluid balance shest must be correctly mmplet@d;
b. A mcordshould be kept of total flnids given.
¢. Accurate recording of output. To be moasured, Parents {0 assist,
J d. Vomit tc be recorded as, small, medinm or largs as opposed to ++.
& Nursing staff to be proactive in advising medical siaff regarding discontimation

of fluids.
- £ MNursing staff to be proactive in managersent of fluids required afier 4.00 p.m.
(Refill bag not just actomatically put up).

g 8r Mz!ianeb:mmivedmthenmngnfstaﬁ’mmlamnmeandfabova '

.3 mm&mmmmmﬁw efthﬁahaﬂdmfﬁngiﬂﬁls%ﬂu rates.

iy  §. The Fluid balance documentation currently in nse will continue 1o be used The
documentation will be kept under review by Mis Witherow.

Further Action Required, Mrs Witherow to keep documentation under review. -
R s e,
it

Note: There is a concern by Nursing Staff that Surgeons are nnable to givea  ~7
commitment 6o children i Ward & unless they are aculely ill and are bleeped. Tl (it adean

Could Paediajwnamuin overall responsibility for surgical chddren in w:nn! m_g_. Lﬂ

- Mv&k S~ o &0
9TH FULY 2001

T A
b2
. - 095-010-046aa
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wWéce 34
! _ o Dr G A Neshitt
B . - Cliniesl ﬂimr |

Mr Paul Bateson
Clinical Pirector
~ Surgical Directorate

” 4 = _ ' | 13
Re: Finid managenCni o Ciatiit]

De ;

The problem in the Children's ward seemed to be that even if Hartman’s was presctibed, it was
changed to No.18 by default. I therefore asked Sister Miller to change this policy so that, for
surgical children, the default cofation became Hartman’s, With agreement, it may also be
possible for the pasdiatricians to undertake the fluid management of surgical children. Obvieusly

this impacts on surgical care and peeds your support.

disagreed with the regime
that there is a place for No. i
policy hag met with resistance 30 quickiy.

cc  DrRaymond Fulton — Msdical Dircetor v’
Teresa Brown Risk Management Co-ordingsor
Sister Milier Ward 6
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> Drugs

5 v

D NS disease
2 Metibolic / Endocrine disorders

¥ ust about every surgical patient!

—"-r
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095-010-046af
RF -PSNI ~—



10

095-010-046ag

RF - PSNI




41

-—:—-——--“w-m_u-u-—- THT
SN m—u—-m-_m- m-mm
HHTHHHTHT e
-u—-n“--mu-—- —-n i _——
mum-—_n—-—--—_ AINHR
v——mnn- m-m-“-——-“_——-—-ﬂ_

TR 15N

T T
m mummnm AT~y | s 1 £

“—nm_mu—guw. Helg o
CUSNAERY B _
LRIMRASN B
munu-n-m
mﬂnnn-nu.
4| -u-—T_

T .

“m._._._.... N
TR s
—”mm--———u RRPPLSERECEE L

1 .—-—-——*u-mhmHWﬂ mm.ch

| isleiginslatsbnniasn oh

0 o 2k
ﬁwn
) ]

iz

095-010-046ah

RF - PSNI



W e .

a
.

- - . - -, . . . ;
" L] " bl L} H 4 " L] ‘ m ' A
" ' H

- 'y . .\ ‘ I. | (L _ - ) - N T

[] rm" L -_.- . ‘- - ! | . . __..-_-_
- + . A M > 1 : -
., L RCT L , . :
A

' : _ : _
i
]

= ‘
m i
—-u—-n-

“—“ -F

.11

095-010-046at

_




e "'- ’ - - " .
o | . © . - N -t . ¥ .'.-'-f : -
! r.. w iii.ﬁ ‘Ti ' ‘.l
'] ’ : ': --. ] . " »

» Further episode of vomiting 00 30hrs
" medﬁttmgwt%mm
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Im:idemie of Hmonatraamiﬂ RBHS5C

The traditional view held for 4D yrs...

*  Pased 'If ; .¢¢m1d a Wﬂiﬂ
» Children cannOhgafle a salt load
» Children magfbe giveMgueal

‘

RF -PSNI =
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| .- Stud ﬁndmgs - conclusions
' Ha:mmwmmm 3227802

. Avoid hypotonic solutions if Na < 138 mmols/l
'- Mensurement of Na mandatory prior to IV therary

. Hypotonic solutions only indicated if Na > 145 mmols/]

Measure the bedy weight
. Measurement should be in Kg
» Estimate weight using formuia
26
095-010-046a0
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« Foreach subsequent kg give 1 mlkgihr
. €Omls+ 10 mis = 20 mishy for a 30kg child

mmrﬂtm
20uakifig for wirk kg theveafter

RF -PSNI |
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'Recommendations

* B
* Tﬁd)' Wﬁlgmniﬁmdﬂr gafgﬁﬂ]y sstimated
leﬂlﬁﬂﬁﬂtmmﬂag
| gmm should be at leagt 0.45% NaCl in 2.5%
. Measurement _ .
of urine output,
or seral b
1 | m&shmﬂdbemfdaddaﬂyﬂd?w%htﬁs
C + Bl e g moomremetof oo o
-y B ' gme) ﬂiﬁ&idﬂy o Ochemisiry

- ' ﬂmlzm & Blood sugar checks

) 3 means hltmd tests on mﬂm

. ; Why s this et ﬂimfaﬂm fluids?
voidence of No 18 solution

o RF - PSNI
- 095-010-046aq
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Notes of a meeting held in The Boardroom
Altnagelvin Trust Headquarters First Floor
Altnagelvin Area Bospital on
Wednesdsy 19 February 2003 at 6.00pm

Present: Mrs S Bumside Chief Executive Altnageivin Trust
Miss I Duddy Director of Nursing Altnagelvin Trust
Dr G Nesbitt Medical Director ARnagelvin Trust
Mr R Rogan Chairman WH&SSC
M E Friel Member WH&SSC
Mrz M Hamilton Member _ WHESEC
Mr B Page Member WHE&SSC
Mrs B Quigley Member WHESSC
Mirs F Robson Member WHE&SSC
Mr 8 Millar Chi"eif Officer  -. WHE&SSC

000

The mesting was arranged at the request of Western Health and Social Services Coungil to leam
of the Alinazelvin Trust perspective on the death of Raychel Ferguson.

The Trust previded a copy of a Presg Statement.

Mrs Burnside explained the outcame of the Coraner’s Inquest which did not apportion blame to
the Trust.

The Trust in the normal course of events made contact with the Fergusons to talk thmufgh the
events and offer a message of sympathy and regret.

Media reporting of the tragedy and the Coroner's Inguest has led the public to & notion of
negligence.
The canse of death was Hyponatraemia amd swelling of the brain,

The expert medical witness at the Coroner’s Inquest praised the Trust for the manner in which it
had shared the outcome of an Internal Review with other hospitals across the UK including

Letterkenny.

Dr Neshitt through a PowerPoint presentation explained the circumstances of the tragedy and the
reason why Raychel died. (Dr Nesbitt undertook to provide a copy of his presentation to the
members present). .

Mrs Burngide sald in hindsight the Trust accepted the death could have been avoidable.

L MOBOR-01 5@ ' o
:E o | 095-010-046ar
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' The issue related to an infusion. In Accicent and Emergency Raychel was piven a Hatimans
Solution intravenously which was later replaced by @ No.18 Solution.

Members had an opportunity to have clarification on aspecis of the presentation.

The Trust explaineﬁ they received legal advice not to talk to the media.

The members felt it was a mistake for the Trust not to share the facts with the media.

The family intend to pursue litigation,
There is misinformation about the Ferguson's Legal Aid.
The Chairmian thanked the Trost representatives for the mesting.

( sowam
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TSI -~ |-yponatraemia is potentlally extremely serlous,
B dgaeine | besae LSRR a rapld fall in sodium leading to cerebral oedema, Mainte
T SESS e | e i Rt o selzures and death. Warning signs of hyponatraemia . 100m

”er ma-y he nDn-speC'ﬂc 'ﬂnd inciude nausaa, malalse . 50n_1|5
- and headache. » 20mls

» Hyponatraemla most often reflects fallure to excrete
water, Stress, pain and nausea are all potent stimulators
of antl-diuretic hormone (ADH), which inhibits water

excretion,
- o " ' e Must z

, Iy :

‘ Cc;mpllc_ations of hyponatraemia most often occur * Mustr
due to the administration of excess or Inappropriate lab an
fluid to a sick chlld, usually intravenously. helpfu

. . B . e e 4 - :
o i.riﬁﬁw

i’
A%

A =

1
e W

* Hyponatraemia may also occur in a child recelving
excess or inappropriate oral rehydration fluids.

R TS e

d

AT et

vt

-

o A = -. e T R . ..‘.:-1._‘-;. - -

* Hyponatraemia can occur in a varlety of clinical
situations, even in a child who s not overtly "sick”. * Maint

Particular risks include: by the

Cer 1 i b B

| | require
| * Post-operative patlents * CNSJ Injurles of very
* Bronchiolitis ¢ Burns * Vomiting

* Repla¢
situatic
= of 130r

* When
If a dec
normal
awaltin

7

4 few'yery Vprdy § '
[

BT el

LR

i SLTRLNL S 1]

ht; accurately in kg. [In a bed-bound child use  The co
gstimate.] Piot on centile chart or refer to norma also be

analysis

ka serum sodium Into cons_lderatlbn. Hypona
any IV flu
for all ch
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The Department Of Health, Social Services And Public Safety. Guidance is also available on
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g a child's Tluld requirement, Accurate

sssentlil and Includes:

s Fluid

or-“vst {Okg body wt, plus
r { axt 10kg, plus
r each kg thare—ag@n up to max of 70kg
les the total 24 hr calculation; divide by 24
s/hr];

t Fluid

 be considered and prescribed separately.
fluld loss In both volume and composition
of the sodium content of fluld loss may be

ce flulds must in all instances be dictated
pated sodium and potassium
is(” = glucose requirements, particularly

-

\g €i...Jren, must also be met.

nt fluids must reflect fluid lost. In most
is Implies a minimum sodium content

/I

icitating a child with clinical signs of shock,
s made to administer a crystalloid,

%) saline Is an appropriate cholce, while
serum sodium,

ition of oral rehydration fluids should
fully considered In light of the U&E

nla may occur in any child recelving
w oral rehydration, Vigilance Is needed
n recelving fluids.
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Departmental website : www.dhsspsnl.gov.uk

"'I‘-le é;""?. |131r ClET Lt i ,' il -1'-—.'__71_*_-. s T L P -I'" [ s
- _|: " - B - iy ] k e i T mgh -.I. I — b e . .
_'* ‘.-Th.-:T -q_'r.:k:t-hr":".l-?"iﬂ:f _H'E'Iq“..‘_[ 'I.I_ '“:' —1- r" X i! "'L 2 4 ﬂ- - ik .
iy = N - 'P‘E'.‘;..- i ._H_'I_i.-_'_.-_ —A-s - =y
TR L AT S Sty e T T L PP -

) e R =

i L I o o ";_1- a et -
kﬂ' : mﬁ?ﬁ‘ﬁﬁﬁsﬁ T T :'" LD adrartich R
A A, ;#;i""’*“'l‘ ..'-."'E-I- = 'r. - I:-l.-'“II et - 3

- = : e - L 1 1 m Al Y
{2 ARy : 2 e R s
", il %)

L . - - - @ T L) - L ] - - LETLAY AL S
T L. w2t . TJ:.'EIV* W o gurtasl (205 LT, T T
-l g = ,'Fi-. o ¥, e = . ] LA - .

- a ..}-I - L] - - - " " .'rl. - ' 1 - - ‘ L] " LA} - ] I y -
- O o R an L -I' L HE| " 'l. - , ¥

b N, : - : i
B ek T ' RRDF Y,

* Biochemistry: Blood samplir

Paediatrician, Consultant Anaesthetist
Chemical Pathologist

* In the event of problems that caninot be resolved locally,

.II I.;r-‘l‘ "".-W!L]lf_l'."" '!‘ ,

- r
-'.li 4
!
3
- el
"
%
%5
LA
rE
-
7
4
&
b3

d sl 'P':ll- .-_:i: o
3 P S s e A HEpOSRY P TN 8 P LV

ndm
a M - - W o e, i - H
SN AL Vet e L e AN 2, -
. - H . 1- T N :"‘fp. - e .!.-:...u- _"l.‘ - F .!-._ fi?: . - - Ty
- r . [ 3 .f-. K L - r L 'm '—' -'. - -
L N S RS '1'; !'-"."' s § . %tl?' WL TEAS
" T- N = 1_.{:‘ LR ':_. ;: [ = ; * ;=-|.|._"-...,| -i} et P = .-.- -' T
o i"" Ta :. - -.'-"- - 1
b | il w 2 LJ - n '

{3 e a2 o
TR - ) ! < ] .
: .{'..‘-y\\ Fok i
F

L]
M u
LA |".
4 - A
-
. =
-

' A ™ _ s ]
T a3

- . il g = .ql PR ._'-
Ty ANAS Eear i -
.:'.-WE: l .

an experienced member of clinical stall

Intake: Al oral fluids (including medicings) must be
recorded and IV Intake reduced by equivalent

amount.

Quiput: Measure and record all losses (urine, vomiting,
diarrhoea, etc.) as accurately as possible.

If a child still needs prescribed fuids after 12 hours of
starting, thelr requirements should be reassessed by

a senlor member of medical staff.

for UE Is essentlal at
least once a day - more often if there ara significant fluid
losses or if clinical coursa is not as expectad,

The rate at which sodium falls is as important as the

plasma level, A sodium that falls quickly may be

accompanied by rapid fluld shifts with major clinical
CONSBAUBNCES.

Consider using an Indwelling heparinised cannula to

facilitate repeat U&Es.
(o not take samples from the same limb as the IV infusion. e/
Capillary samplés are adequate If venous sampling is not
practical,

Urine osmolarity/sodium: Very useful In hyponatraemia.
Compare to plasma osmolarity and consult a senior
Paediatriclan or a Chemical Pathologist In interpreting

results.

LI
R ey

ut should be obtained from a senlor
I, for example a Consultant
or Consultant

help should be sought from Consultant Paediatricians/
Anaesthetists at the PICU, RBHSC. *

095-010-046au
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CRITICAL INCIDENT REVIEW MEETING 09/4/02

To revien the Action Plan of the critical incident meeting of 12-0-2001 [ollowing the |
‘death of Rachel Ferpuson

I Review evidence for use of routine post-operafive low electrolyte
1V infusion and suggest changes if evidence indicates. No change -
in curreot use of Solution 18 until review. o

"« An immediate review was undertaken and a decision was talen
iZl b lo | that fromall Surgica] patients (incheding arthopaedic) to |
receive [ V Hartmans Solation and § hourly BM’s.

3 Arange daily U&E on all post-operative children receiving IV
mfusion on Ward 6. |

« This was immediately actioned rby Sister mr: The
- _ - phiebotomists take the blood. 1t is not clear who is respansible
| for ordering the blood. Mrs Witherow and Mrs Brown will

prepare woerd goidelines -
1 ~ Acion T Brown A Witherow .

3 Inforre gurgical fumior staf¥ to assess these resulis promptly.

+ This was immedintely actioned by Mr Gilliland, All staf] are
informed at induction. This information shenld be inclnded in
ihe Jumder Doctors hsndbook. At the moment blood resalis
ceme ap on the computer. This does not show the pormal
range. Agreed fhat all bloeds are to be reperted to the
Sargeons rontinely. Anne Witherow to speak to Dr. M O/Kane
to aseertain if the nprmal ranges can be put on the compufer.

Action A Witherow

4. All urinery output should be measured and recorded while I'V
infusion is in progress, _

s The fiidd balance sheet has Bem revised to allow recording
of urinary outpui and vomit. |

r ' . - -
T ' ‘gl _ 095-010-046ay
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A chart for [V fluid infusion rates to be displayed on Ward & io
guide jumior medical sif

+ The chart was prepared and displayed by Dr Mc Cord by
July 2001, . ' -

Review fluid balanee documentation used oy Ward .

» The fluid hailam*sh&ét.haa heen revised (o ehow exact
timing of IV Fluids, and when th
~ Itwas noted that there is a Regional Group currently

Naed to agree responsibility for the presaibing and management of
iids post opetatively. Agtesd that Dr. Nesbift will discuss with
Anspsthetists énd #preé 8 trirmum tine that postoperative fluids

will be prescribed by maesthetists.

RF - PSNI
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o | DrGA Nesbilt
=== . Medical director
Altnagelvin Hospital

I* May 2002

| 07 MAY 2002

To all Medzcal Staff
Re: Hyponatraemig and fluid admmistration in children
( Dear colleague,

Recent guidelines from the Department of Health on this subject have stated that all children
receiving intravenous flnid therapy should have a baseline assessiment which records U&E
and body weight. The need for continuing fluids in any child after 12 hours needs to be
reassessed by a senior member of the medical tsam. The U&E must be checked at least onee
it svery 24 hours, but more often if excessive fluld losses occut, or the clinical course 18 mot
as expected, In such a sitnation a consultam decigion would be regitired.

From a practical point of view, in surgical cases the responsibility fﬁf flmd therapy and
glectrolyte balances rests with the surgicsl teasn but it would be entively appropriate that the
anassthetist should prescribe the fluids for the fiest 12 hours postoperatively.

This might be 2 good time {0 change the default postoperative fluid from Hartmann’s to
0.45% Saline in 2.5% dextrose. This aalotion is now available in the hospital and i3 being

inmgly used in papdiatric MW-

Yours si,-uwély,

P T L

o
o A

G A Nesbitt  Modical Direcior

cC Mrs Barpside Chisf Exeontive
-~ Lheresa Brown  Risk Manager
Mrs Hutchinson CHrioal Services Manager
Sister Millar Weard 5

095-010-046ba
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{ ' N | | DrG A Nesbitt
_ - | Medical director
- | Altnagelvin Hospital
1* May 2002

Dr Henrietta Carapbell

astle Buiid

Upper Newtawnﬂﬁs Road

Belfast BT4 387

Hyponatraempia in Children recejving intrayenous fluids
Dear Dr Campbell,

| | Faliﬁwing the death of & child in Alinagelvin Hospital, which B thought to have followed
severs hyponatraemia, many steps have been taken to ensure that such an event does not
oeour gin. We are all ankjous to leam from what was & dreadfil experience and to share

vital information with others. Guidance issued from your Department will help in this mm
and we are grateful for the recent posters on the subject.

1 am interested to know if any such anidance was issved by the Department of Health
following the death of 8 child in the Belfast Hospital for Sick Children which posirred some

5 years a@mmedeaihﬂaﬂBﬂfaHCﬂmwinvwﬁ@mdlwmmmafﬁmmmd
amwmw'hﬂataMmaxpMawhy

I would be gratefi] if you could furnish me with any details of thar particular cass for I
b&hﬂﬂﬂmqnmﬂmmﬁbaasksdastrawhywadadnm!mﬁnm'#hatappmmha%

been 2 similar event,

Y ours sincetely,

IGAHEEHK Mesdics] Director

095-010-046bb
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ANCC 4

Department of Health, Social Services & Public Salety
An Roion Sldinte, Seirbhisi S6isialta sgus $abhailteachea Poibli

| ( Hrom The Cidel Medlcal Glficer: | | Eastlo
" Dr Hanrlettz Comphall C3 | | | | Upper m&m ﬁg;d

T el
el
pauat: heisetnesprec

Dr G A Neshbitl

Medical Diyector

Alnagelvin Hospitals HSS Trust

Altnagelvin Area Hospital

{Glenshane Road .

LONI_#ONDEFRE’ ' ]

BT47 65B , % . 10 May 2002

. 'Ilmkymicrynuxlattﬂnﬂ Ldayregmﬂmggmém&rthgwmﬂfhﬂmﬂrmam
dmldrmmcdungmm’?mﬂusﬂmda

Ym]ﬂtam&mdwaCmnm*scaseﬁwmagnmwhiﬂﬂumofdmﬂmfadﬂdwas
etiment was not sade aware of thacase st the ime

either by the Royal Victoria Hospital or the m’ ﬁ ‘We naly becanme aware of that particular case
when we began the work of developing gidelines following the death at Altnagelvin.

I would mmmmsﬁﬂmMﬂmmemmmmwdmmdfmaﬂ
the asmmmewhmhwasgammﬂ:mdwdapm

With kind regards.

Y ours gmeercly
e

HENRIETTA CAMPBELL (D)
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NOTICE

FROM N OW ONW ARDS
9/5/02

All Surgical Children(including
orthopaedics) are to have N/saline
0.45% with Dextrose 2.5%

All post 0perat1ve cluldren on IV
fluids are to have Electrolytes
carried out 12hrs post surgery, and

every 24hrs following this until IV
fluids are discontinued ~

095-010-046bd




Effective May 2002 the principal mutine IV fluid
solution for use in paediatric patients will be 0.45%
Saline/2.5% Dextrose. A solution su;}plﬁmant&d with

KClI (20mmol/l) is also available.

Other IV fluid solutions may be appropriate in children,
infants and neonates at the discretion of responsible
Consultant/Ward protocol or dependent on underlying
clinical condition.

The decision to use I'V fluid replacement therapy should
not be routine but based on clear Ju:stlﬁaiale clinical
indication e.g. state of hydration, vomiting, excess fluid

losses, prolonged fasting, inability to use oral/enteral
route etc. Recording of indication for IV fluids should be

encouraged.

Initial prescription of IV fluids should be basedona
clinical assessment of state of dehydration,
Urea/Electrolytes and body weight (actual weight
preferred but estimated if no recent weight record). _
Reference charts depicting weight-based maintenance IV
fluid rates are readily available on Ward 6.

IV fluid solution and rate of administration are the
responsibility of the relevant Paediatric Medlcai or
Surgical staff, In surgical patients though, Anaestheti
staff may prescribe fluids for the ﬁrst 12hrs

postoperatively.

RF - PSNI 095-010-046be




Continued use of IV fluids beyond 12hrs requires re-
assessment by a senior doctor. The decision to continue
TV fluids should be individualised but factors worthy of
onsideration should probably include oral intake,
continued fluid losses, urine pro duction and
nursing/medical assessment of general condition. Where
the 12hr period ends after midnight, an evening '
assessment of likely TV fluid requirement is appropriate.

urine

|aboratory investigations
clinician, but Paediatric 2 vill |
on fluid managemeént on an ad hoc basis.

Based on “ Prevention of Hyponairaemia #n Children”
' Guidance from Chisf Medical Officer NI March 2002

@ 095-010-046bf




| 13 JUN Zeus e

! | e & Ol M
IV Fluid Therapy for Paediatric Patients

Effective May 2002 the principal routine IV fluid
R for use in paediatric patients will be 0.45%
“Iésalines2.5% Dextrose. A solution supplemented with

.-

.ﬁ iﬁiﬁﬂnﬁﬂﬂ)iSEﬂﬂjﬂFaﬁabkl

Other IV fluid solutions may be appropriate In children,
infants and neonates at the discretion of responsible

onsultant/Ward protocol or dependent on underlying
clinical condition.

The decision to use IV fluid replacement therapy should
not be routine but based on clear justifiable clinical
indication €.g. state of hydration, vomiting, excess fluid
losses, prolonged fasting, inability to use oral/enteral
route etc. Recording of indication for IV fluids should be

Tnitial prescription of IV fluids should be bas edona
clinical agsessment of state of dehydration,
Urea/Electrolytes and body weight (actual weight
preferred but estimated if no recent weight record).
Refetence charts depicting weight-based maintenance IV
fluid rates are readily available on Ward 0.

responsibility of the relevant Paediatric Medical or
Surgical staff. In surgical patients though, Anaesthetic
staff may prescribe fluids for the first 12hrs .
postoperatively. .

095-010-046bg
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More prolonged use of TV fluid

" a feasonable assessment of ongoing

Oommued use {}f v ﬁmds bey ond 12hrs requires re-
. The decision to continue

:sed but factors worthy of
mclude Gral mtake,

the 12%11' perlod ands aftﬂr mldmghi, an evenmg
assessment of likely IV flunid requirement is appropr] jate.

rﬁplasement therapy will

require at least daily monitoring of Ureafﬁlentm Lytes and

output. More frequent as 16

hbmatﬁry mvéstx
clinician, but Pwdlamc

on fluid management on an aﬂ hac basis.

Buased on ¥ Prevention @f&v_ﬁo ¥ rel
sﬂ Qﬁw NI March 2002

Gisidance ﬁ‘em

‘ 095-010-046bh




Effective May 2002 the principal routi

paﬁMWﬁlmg.ﬁ% sodium Caio

supplemented with Potassium (20mmol/1) is also available.

RF - PSNI

2hrs requires reassessment by a senior
fhiids should be individualised but factors

095-010-046bi
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MEDICAL DIRECTOR

597 March 2004

D, Henrieita Campbeil ,

Department of Health, Qooial Services and Public Safety
Castle Buildings '

Stormont Batate

Relfast BT4 35Q

Dear Dr Campbell

Was dwelnpéd relevant 1o mﬂmdml spﬁcialiﬁas.

The subsequent CREST guidelines on the Management of Hyponatreamia in Adults
bave also been distributed throughout the Trust and are displayed in all clinical areas.

I can assure you that both of ihese guidelnes have been incorporated fnfo climcal
practice withon the Trust. fruplementation of the guidance is monitored through the

Trusts incident reporting machanism.

Yours sincer oly

—_—_WM

" Dr. Geolf Nesbitt
Medical Director

‘lg | | 095-010-046bm
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To alf Medical Staff

o ga# & 15 Pogs - M. . FRPTh. §enan §
P 1Y EM ALy CRIEE o1 1 1R AcHTHIRSS Atk 111 s 181 O

- Dear colleague,

This is to remind ail medical staff treating children that No. 18 solution is not to be
prescribed, Prescription of postoperative fluids must be strictly on the basiz of measuremient
of elestrolytes, and with careful atiention t the amount of fluid administersd. '

This will be facilitated by using the fluid balance chact for children, which clearly allows the
prescription of either Hartmann's solufion or half streagth saline i 2.5% dextrose depending
on sodinm measurement, This chart also allows the calculation of the smount of fluid required
and this should aot be excesded, Do not nse.any other chart and do not depart from the regime

The Department of Health has stated that «ll children receiving Intravenons floid theapy
should have a baseline assessment which records URE and body weight The need Tor
mmimﬁngﬂtﬁﬂsinanychﬂdam{zma’hmﬂdhemswwﬂbyamﬁmmﬂmbﬁﬂfme
medical team. The U&E must be checked at least once in overy 24 hours, byt more ofton il
sxcessive fluid losses ocour, of the clinical course is not ag expected. In such @ sifuation &
consultant decision is required. '

Thsresa Brown
Bernie MeCrory
Jackie MicGrellis
SBiser Millar

- , N 095-010-046bn
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More pralonged use of IV flnid replacement therapy will reqmm ot Jeast daily
monitoring of Urea/Blectrolytes and a reasonable assessmﬁﬁt of ongoing fluid

losses and vrine output, More frequent assessment may be required if losses are
excessive or clinical course not a8 expected, The mgﬁnmhlzty for requesting

and interpreting laboratory investigations remains with the patient's slinician,

but Pactdiatric Medical staff will provide advice on fluid management on an ad

hoc basis,

RF - PSNI —
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Tot | Mrs Buinside

From: DrR Mﬂn

Dates 14 Noyember ml
| INTRAVENOUS FLUIDS IN cmm

Snbject:

You have received a copy of the enclosed correspondence abmit intravenous
ﬁmd?fm]drmmg ther with the draft guidelnes. IhﬂﬂﬂlﬁﬂtN@@lﬂﬁﬂIM
t—h:“chaicﬁﬂfﬂuid"mtmnlﬂmmﬂ}'madﬂmcmsidmgthewwﬂfeurlom
experiencs, As Geofl says it is & “fidge” and fails 10 address the use of No. 18

I fitmly advised Geoff to challeage this section.

MEDIC.AL DIRECTOR

¢ D Nesintt

- 095-010-046bo
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N ALTNAGELVIN HOSPITALS HEALTH AND SOCIAL SERVICES TRUST
MEDICAL DIRECTOR
- MEMORANDUM

To  All Surgeons, Consultant Pasdigticrans, Nurging Staff Ward 6

3

095-010-046bk




From the Chigf Medical Ufficer - | N se PER oy S ﬁfﬂﬁal ' Y
Dr Henrietta Campbell CB Haﬂlﬂl., ¢ o Sﬁmﬁﬂs
ISRy d -
ST - Slainte, Seirbhisi Spisialt:
VN agus Sabhailteachta Poibl |
.wuﬂmspsrﬂ.ﬁm‘m - ”
e A A s Gommunity Trust Castie Bulidings
Chief Executives of Acute / Acute & Gommunity Trusts Lo e dope
: ' - Baifast BT4 a3Q
Tal:
Fax:
Ermall: H
Your Rern
Our Rel:
f Dats: 4 March 2004
Dear Cz:atteagué _
SREVENTION AND MANAGEMENT OF HYPONATRAEMIA

in March 2002, guidance on the revention of hyponatrasmia in children was issued to all Trusts.
The guidance emphasised that avery child repsiving intravenous fluids should have a thorough
baseline assessment and monitring 1o prevent the development of hyponatraemia, An Ad siZed

black and white copy of the guidance is attsched and it may also be actessed on the

Departmental website ww .dhsdpsnl.qov.uk . Large laminated posters were distributes 19 all

15 which should now be dispiayed in appropriate dlinical areas.
I

1 ..'!"'

the guidance and to provide spegific direction ko junki slafl, Emp NaS T d
ensire implementation of the guidance in ¢linical practice. It was also noted that the guildance
should be supplementad locally in each Trust with more detailed fluid profecols relevant to specilic

specially aresas. - |

Fallowing the development of gx}idalima for fiuid replacement in children the Clinical Resource
Eificiency Support {eam {CREST) drew up guidance on The Management of Hyponatraemia in
Adults. These guidelines focussed on e diagnosis and treatment of hyponatraemia in adults and
inchided infusion guidelings. 1115 Was made available in the form of wall charls which were
circulated widely last year, [Furiher copies are svallable if required from the CREST Becretardat .
| il Thiz purpgst ﬁtmsleﬁerismaskymmammmathatmmafﬁwse .
guidelings have been incormporeie: inta clinical practice in your Trust and that their implemantation
has besn monitored. | would welcome this assurance and ssk you to respond in writing before

16 April. -

Yours sincerely

Dt Henrietta Camphbel]

Copled 10: = :
Medical Directors of Acute Trusis

Chpactors of Nursing, Acute Treals
- Oief Exanuives of HES Boards .
Directors of Public Health
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" Depariteat-of Healdh, Social Services & Public Safety
A Roiap Sléinte, Seirbhist Soisialt agus Sdbhdtltea chea Potbli

&. ora The Chiel Medital Offiesr Caztje Bollding: '
ne Hearictta Campbeil CB | {pper Newirwaards Road
* Rafust BT4 35S
e
s .
% T £-Mait hanriﬂm.im?w“- .
. Aol
Mzdical Direotors of Acute Trusis
Directors of Nursing in AGuic Trusts e
Consultant Paediatncians | T .
Congiltant Surgeons o
Consuliant Neurpsurgeons.
Cousultamt Anacsthetists/Intensivists
Consultanis in Plastic Surgery/Burns
i'._ Consultants in A&E Medicme -
Consultant Pathologmsis 25 March 2002
"DIRECTOR
y 4, 27 MAR 2002

| OF NURSING.

pnder separate cover. HhﬁsbemmmdagmﬂsimdpnﬁEmd*lmymw at the
m@mﬂy‘disphyed:mﬂlwﬁmﬂﬁimﬁ? accommodate ehildren. The Guidanee has been developed by 2

ﬁamﬂwﬂmmwmmofﬁ.ls%gﬁmmm‘dé . '

implicated in cases of hyponatractnia. While it may pose 2 risk booause of the relatively Jow soditey conteni
no specific fuid is without rigk “fThis has besn emphasised in 8 recent lotier received from the Medicings
Control Agency which staied that while hypomatraemia is & visk with O 1% Sodium Chloride, electrolyte
imbalance is & risk with all intravenous solubions. .

as&assm;ni, that ﬁiﬁd requiremnentsy oSt be
monitored, Following this simple advice will prevent children from developing hyponatracid.

095-010-046bp
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BEUTOSUIEETY. Tt will be important to audit compliance with the guidance and locally wfap&d protocois

and to Jsarn from clinical experiences,

| Sisciolines - ho bave worked together {o
verd my thanis to all members of the multidisciplinary group Wi ' . _
;:ﬁ fllf;wﬁ prac:zi guidance to fmprove the care of sick children. The Guidance {6 also waﬂaﬂc on

the Departmental website www dhsspenl. 2oy k.

HENRIRTTA CAMPBELL (D1)
]
»
|

RF-PSNI B






