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1. Context

The National Patient Safety Agency (NPSA) has reporied that since 2000,
there have been four child deaths following neurological injury from hospital
acquired hyponatraemia in the UK. There have also been more than 50 cases
reported internationally of serious injury or child death related to
hyponatraemia and associated with the administration of hypotonic infusions.

The NPSA suggests that the development of fluid induced hyponatraemia in
the previously well child undergoing elective surgery, or with mild illness, may
not be well recognised by clinicians. Therefore, the NPSA Patient Safety Alert
22: Reducing the risk of hyponatraemia when administering intravenous
infusions fo children, (Annex A) and associated alerts were issued. These
alerts describe and recommend a series of actions that Health and Social
Care Trust (HSC) hospitals and relevant independent healthcare hospitals
- must undertake to ensure patient safety.

in April 2007, the DHSSPS issued a circular (Annex B) and addendum (Annex
C) to all HSC organisations and independent providers that administer
intravenous infusions to children outlining the requirement to implement the
recommended actions identified in the NPSA Alert 22. These actions required
HSC Trusts to :

a. Develop an action plan and ensure that the action is underway
by 2" July 2007; :

b. Complete actions by September 2007,

C. complete an audit using the NPSA template and return the
completed audit to DHSSPS by 31 October 2007.

Trusts were required to confirm that an internal audit had heen undertaken, in
line with the NPSA audit tool, and that the recommended actions had been
fully implemented through an accompanying endorsement by the Chief
Executive.

Trusts, independent hospitals, hospices and regulaied establishments were
also asked to disseminate, for local implementation and monitoring, a regional
paediatric clinical fluid guideline that had been developed by The Northern
Ireland Regionat Paediatric Fluid Therapy Working Group and the Northern -
Ireland Medicines Governance Team in accordance with NPSA guidance. In
order to ensure the effective implementation of this guidance and to promote a
user friendly version for use by individual clinicians, the DHSSPS published a
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paediatric parenteral fluid wall chart which should be complemented by
information about the availability of infusion fluids in individual Trusts.

RQIA was asked to carry out an independent review to provide assurance to
the Minister with regards to implementation of recommended actions outlined
within the NPSA Alert 22. In addition, the dissemination of the clinical
guidelines and wall chart throughout HSC Trusts and independent hospitals
was also reviewed.

The findings in this report are based on the information provided by Trusts in
response to the NPSA audit proforma and cn observations made by, and
views expressed to, the members of the independent Review Team during the
validation visits to HSC Trust hospitals and independent hospitals.

The Review Nethodology

For this review, RQIA used information provided in the NPSA audit proformas
relating to Patieni Safety Alert 22 : Reducing the risk of hyponatraemia when
administering infravenous infusions to children, that were completed by Trusts
and returned to DHSSPS. Independent hospitals were also asked to complete

the audit proformas. The distilled information from the completed audits was

used as the basis for assessment by the review team during validation visits to
the Trusts and independent hospitals.

The review team comprised a dedicated team of independent peer and lay
reviewers with expertise in the areas of nursing, medicine and pharmacy.
(Annex E).

Given the very specific nature of this review, RQIA used a methodology
whereby reviewers visited all HSC Trusts and Independent Hospitals to review
the arrangements in place to implement the recommended actions outlined
within the NPSA Alert 22 (Annex A}. These recommended actions relate to
paediatric patients from one month to 16 years old and are not intended for
paediatric or neonatal intensive care units or specialist areas such as renal,
liver, and cardiac units where hypotonic solutions have specialist indications.
This was taken into account when validation visits to hospitals were being
scheduled. :

The Validation Visit

Each validation visit included meetings with mulii-disciplinary clinical teams
from both paediatric and adult intensive care facilities, wards, and
departments that provide treatment for children that includes the
administration of intravenous infusions. Further validation was sought through
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visits {o the clinical areas - wards, theatres, accident and emergency and
pharmacy departments.

The site visits concluded with the Review Team providing a summation of °
interim findings to the organisation. This was followed up with a written report
setting out main issues that need to be considered and recommendations for
improvement. (Annex D)
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4, Hospitals visited by the review team

‘Trust.  ° ° Hospitals Visited -

Southern Craigavon Area Hospltal
Daisy Hill Hospital

*«_Wéétéjrn'f’-z' e - ‘Altnagelvin Area Hospttal S
coE L Eme Hospltal

Northéfn | Antrlm Area Hospltal -
Causeway Hospital
Mid Ulster Hospital

S Representatlves-;. rom Lagan -_ Valley,_ Hospital attende___
clmmeinn s vdiscussion group : St GEETR
Belfast Musgrave Park Hospltal
Royal Belfast Hospital for Sick Children

Representatives from Royal Victoria Hospital, Mater Hospitat
and Belfast Clty Hospital attended the discussion group _

i North West' !ndependent Hospltal" "
A

5. Summary of Findings

The members of the review Team have assessed that all HSC Trusts and
independent hospitals that were visited by the review team have undertaken
considerable work to reduce the risks of hyponatraemia when administering
intravenous fluids to children. There was evidence in all areas visited of
commitment to achieve full compliance with the recommendations made in the
NPSA Patient Safely Alert 22 and to disseminate the Paediatric Parenteral Fluid
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Therapy clinical guidelines and wall charts. The Review Team was provided
with many examples of local, good practice initiatives in relation to reducing
hyponatraemia in children. The Review team consider that opportunities should
be created to share good practice across the Northern Ireland.

Clinical practice

The Review Team met clinical staff in all hospitals that paediatric care and
services. Within a number of hospitals, paediatric consultants have taken on
the role of clinical champions to ensure the Trust-wide dissemination of the
Paediatric Parenteral Fluid Therapy clinical guidelines and wall charts; and
implementation of revised paediatric intravenous fluid prescription and fluid
balance charts. The Review team considers that there is a need to ensure that
these measures are consistently applied in adult wards where children are
treated.

Use of sodium chloride 0.18% with glucose 4% intravenous infusions

Four hospitals have completely removed Sodium Chloride 0.18% with Glucose
4% (No. 18 solution) intravenous infusions from stock and general use on site
therefore maximising the reduction in risk. Details of action taken by individual
hospitals are set out in Annexe D of this report. '

if No. 18 solution remains available on site, there is a degree of prevailing risk.
This requires local management from the perspective of robust supply
processes and clear labelling to be in place that was not evident at the time of
this review. Retention for use in adult areas carries risk for the older child (13 to
16 years old) who may be treated in adult areas where the solution is available.

Staff Training

The provision of intravenous prescription and administration training for non-
paediatric staff caring for older children on adult wards was poor across all
_organisations visited by the review team.

Reporting of hospital-acquired hyponatraemia

The reporting, analysing and monitoring of incidents relating to hospital acquired
hyponatraemia is central to an organisation being able to assure itself of safe
practice and that actions linked to NPSA Alert 22 have been embedded into
practice. The Review Team is concerned that there was little evidence of a
reporting culture for incidents relating to intravenous fluids and hyponatraemia
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in all sites visited. Appropriate systems are not in place for hospital staff io
easily report, analyse and learn from intravenous fluids and hyponatraemia
related incidents. This is a potential barrier to patient safety improvement and
robust risk management generaliy.

The overview of the findings of this review and recommendations for
improvement are set out in the following sections.

The findings and recommendations for individual hospitals are set out in table
format as annex D of this report.

6. Findings and recommendations

" NPSA Recommendation 1: © . =

Remove sodium chloride 0.18% with gfucose 4% infravencus infusions from
stock and general use in areas that treat children. Suitable alternatives must be
available.

- Restrict availability of these intravenous infusions to critical care and
specialist wards such as renal, liver and cardiac units. Ensure that suitable
alternatives are available for use.

+ Sodium chloride 0.18% with Glucose 4% (No. 18 solution) has been removed
completely from stock in Craigavon Area Hospital, Daisy Hill Hospital,
Altnagelvin Hospital and the North West Independent Clinic.

o No. 18 Sclution is only available through pharmacy in the Antrim Area
Hospital, Causeway Hospital, Mid Ulster Hospital and the Ulster Independent
Clinic where additional supply and labelling controls are in place.

s In the Royal Belfast Hospital for Sick Children No. 18 Solution is only available
in the Paediatric intensive Care Unit and specialist renal unit.

RQIA Independent review 8
Reducing the risk of hyponatraemia when administering intravenous infusfons to children

RQIA 303-058-783



The Regutation and
Quuality Improvement
Authority

« The Erne Hospital, Ulster Hospital and Musgrave Park Hospital have
removed No. 18 soluticn from the clinical areas with the exception of adult
intensive care units, high dependency units and theatre recovery. It is possible
that these will he removed over time.

e The availability of No. 18 solution on site clearly retains some degree of
prevailing risk, which requires local management from the perspective of
robust supply processes, and clear labelling that was not evident at the time of
this review. Additionally, retention for use in adult areas carries risk for the
older child {13 to 16 years old) who may be treated in adult areas where the
solution is available and where they may be treated by non paediatricians.

Local Good Practice initiatives

The removal of Sodium chloride 0.18% with Glucose 4% (No. 18 solution) completely

from stock in Craigavon Area. Hospltal Dalsy Hzll Hospltal Altnagelvm Hosplta[ and
the North West Independent Clinic. :

REC 1 All hospitals should monitor the ongoing use of No. 18 solution to
enable assurance that infusions are removed from stock and
general use in areas that treat children.

REC 2 Where appropriate, hospitals must be able to demonstrate that an
active strategy is in place for minimising risk of use in clinical
areas that continue to stock No 18 solution and where children are
accommodated. For example, provision of additional labelling or
separate storage for those No 18 solution bags still stocked in
such clinical areas.

NPSA Recommendation2:' = 0.

Produce and disseminate clinical guidelines for the fluid management of
paediatric patients. These should give clear recommendations for fluid
selection, and clinical and laboratory monitoring.

Ensure that these are accessible to all healthcare staff involved in the delivery
of care to children.
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Al hospitals have reviewed local clinical guidelines for fluid management of

paediatric patients.

Ali hospitals have received and have displayed the Paediatric Parenteral Fluid
Therapy wall-charts in areas that treat children. In Daisy Hill Hospital and the
Erne Hospital staff had failed to remove previous wall-charts but this was
rectified immediately and commitment given to checking all other areas.
Althagelvin Hospital had displayed a locally produced, modified versicn of the
wall-chart. There were no clinical guidelines in the Ulster Independent Clinic
for visiting doctors who may manage patients up to 16 years old.

Raising staff awareness has iaken place across all organisations, with Antrim
Area Hospital, Altnagelvin Hospital and the Royal Belfast Hospital for Sick
Children indicating exemplary action such as arranging awareness days and
help desks in relation to raising the profile of this subject.

All hospitals have used the opportunity to revise existing local written guidance
in line with the regional guidelines and are in the process of disseminating
these throughout all relevant clinical areas.

Clinical champions in hospitals such as the Antrim Area Hospital, Althagelvin
Hospital, Ulster Hospital and RBHSC have taken the opportunity to share
expertise in relation to the production of local written guidelines.

Local Good Practice initiatives

The provision of awareness days / sessions and help. desks to.raise the profile of
clinical guidelines for-paediatriatric intravenous infusion as. indicated in Antrim-Area
Hospltal Altnagelvm Hospltal and the Royal Belfast Hospltal for Sick:Children.

The use of Clmlcat champions ‘in hospliais such as 1he Antrlm Area Hospltai
Altnagelvin Hospital, Ulster Hospital and RBHSC to share experttse in relatlon to the
production of local written guidelines, - :
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REC 3

REC 4

REC 5

All hospitals should continue with the ongoing work of
disseminating clinical guidelines. This should be undertaken in
conjunction with multidisciplinary awareness-raising and
education on the use of the guidance and wall chart in all settings
where children may be treated. This is particularly important in
adult wards where older children are treated.

Independent hospitals must be assured that all visiting doctors
who may manage patients up to 16 years old use the clinical
guidelines when managing children being treated with intravenous
infusions.

All hospitals should ensure that the DHSSPS Paediatric Parenteral
Fluid Therapy wall-chart issued by DHSSPS in October 2007 is
displayed in clinical areas where children may be treated, with a
list of available local fluids available alongside it. All previous
versions of the wall chart should be removed from clinical areas.

NPSA Recommendation 3 /= 0 on oo

Provide training and supervision for all staff involved in the prescribing,

administering and monitoring of intravenous infusions for children.

s There was evidence that the provision of intravenous prescription and
administration training for non-paediatric staff caring for older children on adult

wards was poor across all organisations visited by the review team.

¢ Junior doctors in specialties other than paediatrics do not attend intravenous

prescription and administration training that is provided in paediatrics.

¢ The NPSA in association with BMJ learning have developed a e-learning
module that gives information about safely prescribing, administering, and
monitoring intravenous fluids for children. it highlights the main risks and key
issues that should be considered and looks in detail at the risk of children

developing acute hyponatraemia as a result of receiving intravenous fluids.

This module is free and can be accessed on the BMJ e-learning web-site at :

http:/llearning.bmj.com/learning/search-result. htmi?moduleld=5003358
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e Reviewers discussed the use of this module with hospital staff. It was noted
that 10 of the 12 hospitals had heard of the availability of the e-learning
module and were making extensive use of it. Four hospitals had mandated
that new staff (both doctors and nurses) complete the e-learning module
hefore commencing practice and three had mandated completion of the e-
learning module for all existing paediatric staff.

Local Good Practice initiatives

The requirement that relevant staff complete the BMJ e-learning module that covers
areas such as safely prescribing, administering, and monitoring intravenous fluids for
children -in - Antrim . Area - Hospital, .Ulster Hosplta[ Royal Belfast Hospltal for Sick
Children, Causeway Hospital - .

REC 6

REC 7

REC 8

REC 9

REC 10

Hospitals should assure themselves that staff have the
appropriate skill and knowledge in this clinical area. Competency
assessment tools in administration of intravenous infusion to
children should be developed, formalised and implemented for all
relevant, multi-professional staff. '

Hospitals should continue to review, collaborate and implement
organisation wide policy and guidelines, in relation to intravenous
infusion for children.

All organisations should ensure the development and
provision of multidisciplinary education opportunities in
administration of intravenous infusion to children and that all
relevant clinical staff uptake this education.

Organisations should develop mechanisms to identify the location
of patients aged 14-16 years who are in adult wards and ensure
staff who care for those children are provided with competency
based, assessed education in administration of infravenous
infusion to children.

All hospitals shouid make wider use of training sources available
such as BMJ E-Learning Module on Hyponatraemia to address
different learning styles and devise a mechanism to ensure 100%
multi-professional uptake of such learning.
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NPSA Recommendationd = .

Reinforce safer practice by reviewing and improving the design of existing
intravenous fluid prescriptions and fluid balance charts for children.

e All hospitals have recently reviewed documentation for prescribing and
monitoring 1V fluid adminisiration.

¢ Craigavon Area Hospital, Daisy Hill Hospital, Royal Belfast Hospital for Sick
Children, the North West Independent Hospital have each carried out a
revision of prescription charts prior to release of the NPSA Alert 22, and are
now committed to auditing the success of the revisions as recommended in
the NPSA document. The Antrim Area Hospital, Causeway Hospital, Mid
Ulster Hospital and Ulster Hospital, Dundonald are each progressing the
implementation of revised intravenous fluid prescription and fluid balance
charts.

REC 11 Priority must be given to the completion of a Trust-wide review,
' and implementation of revised paediatric intravenous fluid
prescription and fluid bafance charts in all settings where children
may be treated including adult wards where children are treated.

NPSA Recommendation 5 -

Promote the reporting of hospital-acquired hyponatraemla via local rlsk
management systems and implement an audit programme to ensure NPSA
recommendations and local procedures are being adhered to.

e Altnagelvin and Erne Hospitals submitted evidence that hyponatraemia or
intravenous fiuid related incidents were being reported. This lack of data from
all other hospitals appeared to be linked to a general culture of under-
reporting rather than a lack of this type of incident occurring.
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¢ Craigavon Area Hospital and Daisy Hill Hospital are currently reviewing local -

general incident reporting arrangements following the RPA merger of legacy
Trusts.

e In Antrim Area Hospital, ‘trigger lists’ have been developed to aid
understanding of the types of incidents to be reported, this tool had been
adopted more widely in the Causeway Hospital and the Royal Belfast Hospital
for Sick Children which is an example of sharing good practice.

e Antrim Area Hospital and Altnagelvin Hospital have developed systems
whereby biochemical results in a given range would prompt a proactive alert to
clinical staff. Resulis are also being retrospectively reviewed/audited to
support appropriate c¢linical activity.

e A proposal has been submitted to the Guidelines and Audit Implementation
Network (GAIN) for a regional audit on the uptake of the Paediatric Parenteral
Fluid Therapy guidance and potential unexpected clinical consequences of the
guideline. The Review team welcomes this initiative in area of health care
where there is a paucity of evidence.

Local Good Practice initiatives

The development of ‘trigger lists’ to aid understanding of the.types. of incidents to be
reported in Antrim Area Hospital which has been adopted more widely in the -

Causeway Hospital and the Royal Belfast Hosp:tal for Sick Chﬂdren whlch is an '
example of sharmg good practlce FEE R R

The resuits are - retrospectwely re\newed i audzted io support appropnate cllmcai
activity.” : : _ :

REC 12 All hospitals should develop a culture of incident reporting,
analysis and learning generaily and specifically in respect of
intravenous fluids and hyponatraemia.

REC 13 Plans for development of systems for reporting, analysing and
monitoring incidents to assure hospitals of safe practice and
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that actions linked to NPSA Alert 22 should be implemented and
regularly audited by all hospitals to ensure adherence to the
process.

REC 14 The development of ‘trigger lists’ that have been adopted by the
Antrim Area Hospital to aid understanding of the types of
incidents to be reported should be shared and taken up more
widely .

REC 15 The development of an audit tocl which may include wider aspects
but should address as a minimum aspects of NPSA Alert 22
should continue to be progressed and used at [east annually.

REC 16 Trusts should continue to. seek approval and funding for a
regional audit (GAIN proposal} on the uptake of the Paediatric
Parenteral Fluid Therapy guideline and potential unexpected
clinical consequences of the guideline.

RQIA Independent review 15
Reducing the risk of hyponatraemia when administering intravenous infusions to children

RQIA 303-058-790




RQIA

REC 1

REC 2

REC 3

REC 4

REC 5

All hospitals should monitor the ongoing use of No. 18 solution to
enable assurance that infusions are removed from stock and
general use in areas that treat children.

Where approprlate, hospitals must be able to demonstrate that an
active strategy is in place for minimising risk of use in clinical
areas that continue to stock No 18 solution and where children are
accommodated. For example, provision of additional labeiling or
separate storage for those No.18 solution bags still stocked in
such clinical areas.

All hospitals should continue with the ongoing work of
disseminating clinical guidelines. This should be undertaken in
conjunction with multidisciplinary awareness-raising and
education on the use of the guidance and wall chart in all settings
where children may be treated. This is particularly important in
adult wards where older children are treated.

Independent hospitals must be assured that all visiting doctors
who may manage patients up to 16 years old use the clinical
guidelines when managing children being treated with intravenous
infusions.

All hospitals should ensure that the DHSSPS Paediatric Parenteral
Fluid Therapy wall-chart issued by DHSSPS in October 2007 is
displayed in clinical areas where children may be treated, with a
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list of available local fiuids available alongside it. All previous
versions of the wall chart should be removed from clinical areas.

REC 6 Hospitals should assure themselves that staff have the
~ appropriate skill and knowledge in this clinical area. Competency
assessment fools in administration of intravenous infusion to
children should be developed, formalised and implemented for ali

relevant, multi-professional staff.

REC 7 Hospitals should continue to review, collaborate and implement
organisation wide policy and guidelines, in relation to intravenous
infusion for children.

REC 8 All hospitals should ensure that the development and
provision of multidisciplinary education opportunities in
administration of intravenous infusion to children and that all
relevant clinical staff uptake this education.

RECY Hospitals should develop mechanisms to identify the location of
patients aged 14-16 years who are in adult wards and ensure staff
who care for those children are provided with competency based,
assessed education in administration of intravenous infusion to
children.

REC 10 All hospitals should make wider use of training sources available
such as BMJ E-Learning Module on Hyponatraemia to address
different learning styles and devise a mechanism to ensure 100%
multi-professional uptake of such learning.

REC 11 Priority must be given to the completion of a Trust-wide review,
and implementation of revised paediatric intravenous fluid
prescription and fluid balance charts in all settings where children
may be treated including adult wards where children are treated.

REC 12 All hospitals should develop a culture of incident reporting,
analysis and learning generally and specifically in respect of
intravenous fluids and hyponatraemia.

REC 13 Plans for development of systems for reporting, analysing and
monitoring incidents to assure organisations of safe practice and
that actions linked to NPSA Alert 22 should be impiemented and
regularly audited by all hospitals to ensure adherence to the
process.

REC 14 The development of ‘trigger lists’ that have been adopted by a
the Antrim Area Hospital to aid understanding of the types of
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incidents to be reported should be shared and taken up more
widely . ‘

REC 15 The development of an audit tool which may include wider aspects
but should address as a minimum aspects of NPSA Alert 22
should continue to be progressed and used at least annually.

REC 16 Trusts should continue to seek approval and funding for a
regional audit (GAIN proposal) on the uptake of the Paediatric
Parenteral Fluid Therapy guideline and potential unexpected
clinical consequences of the guideline.
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ANNEX A

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF HYPONATREMIA
WHEN ADMINISTIRING INTRAVENOUS INFUSIONS TO CHILDREN
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Reducing the risk of hyponatraemia
when administering intravenous
infusions to children

The Naticnal Patiert Safety Agency {MPSA) & issuing advice 1o healthcare
organsaticns on how to minimise the risks associated with admnistering
infusions to chitdren,

The gevelopment of fluid-indured hyponatraemia in the previousty well child
undergaing efective surgery of with mid ilness may not be welf recognised by
chnicians. To date, the KPSATs Mational Reporting and Leamning Systern (MRLS)
has received only one inident repart (that resufted in no harmy, but & is Fkely
that incdents have gone unteported in the UK.

Singe 2000, there have been four child geaths {and one near miss) folicwing
neura'ogical injury from hospital-acquired hyponatreeniia (see definition on
page 7}reported in the UKL International Bteralure cites more than 50 cases
aof serious injury of cvld death from the same cause, and socaied with the
administration of hypotonic infusions. 4

Action for the NHS and the independent sector

The NPSA recommends that MHS and ingependent sector organisations in
England and Wales take the foliowing actions by 30 September 2007 to
rnimise the risk of hyponatraenmia m children:

Remrave sodium chloride 0.18% vath glucose 4% intravencus infusions from
stack and general use in areas that treal children. Suitsble altematives must be
avallable. Restrict avaliabllity of these invravenous infusions 16 criticat care and
specislist wards such as renal, Kver ang cardisc units.

Froduce and disseminate ¢inical gugelines for the fluid management of
paediatic patients. These should give Cear recommendstions for fiuid
selection, and clinicat and laboratory monitoring.

Provide adequate Waining and supefvision for all siaff invalved in the
presciping, administering and monitoring of intravenaus infusions for children.

Reinforce saler practice by reviewing ang improving the design of axisting
intravenous fiuld prescrplions ang Huid balance charts for children,

Promote the reparting of hospital-acquired hyponatraenta incidents via focal
tisx management reporting systems. Implement &0 audit programme 1o ensure
#PSA recommendstions and facal procedures are being adhered to
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ANNEX B

DHSSPS Circular HSC (SQS) 20/2007

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF
HYPONATRAEMIA WHEN ADMINISTERING INTRAVENOUS INFUSIONS TO

! Bopsamens of
Saloly, Quality and Standards Directorate Fealth, Socind Services
Oifice of the Chie! Medicat Officer :!g%: wnl 1'!1[)!1(‘ Suh-ty

Rvﬂgm\
Slitinte, Seirbhisf Saisialta
ngus | Sabhailicaehts Poibli

e B AR i

For actlom

Chief Execulives of HSG Teusis Castia Bulidings
Chair -Reglonal Pasdiatric Fluiti Therapy Working Group. Stermont Estate
NI Madicines Governance Team Balfast
ﬂcguiation and Quality rmprovumenl Authority {lor carcade {0 8Y4 38Q

dent haspltals, hospicas and relavant regidated
oslawanmems) Tel: 028 90522795
For information: ' Fax: 028 905261256
David Sissling, Chisl Execulive Designate, HSCA Emai:

Chief Executives H$S Boards
Madical Direclors HSC Trusts

tedical Dirgctor NIAS Clreutar HSC {5Q5) 20/2007
Directors of Publiv Health

Directors of Nursing HSG Boards/ HSG Trusls

Directors of Pharmacy HSC Boards! H3G Trusts 27 April 2007

Chair - CREST

Northers Irstend Clinlcal & Soclal Care Governanca Support
Team

Protessor B Hay, Head of Schoof of Medicine and Denistry, QUB
Prolessor Janes McEinay, Dean of Lifs and Health Sclence, UU
Professor Jean O CBE, Hoead of School of Nursing and
Midwitery, QUB

8y Carol Curran, Head of School of Nursing, UL

Ms Bonna Gaflagher, Stalf Tutor of Nursing, Open Nursing

Dear Colleagus

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK GF HYPONAFRAEMIA
WHEN ADMINISTERING INTRAVENOUS INFUSIONS TO CHILDREN

Introduction

1. The Nattorsal Patient Safety Agenay (NPSA) has lssued advice lo the NHS en how to
reduce tho tisks assoclated with administering infusions fo children (see below)., The
racommendations mada In the NPSA Patlent Salety Alor relale 1o paediatie patlants
from one monih to {8 years old. They are not intended for paedialrio or neonalal
Intansive care unils or speclalist areas such as renal, livar, and cardiac unils where
hypotonic solutions have spedcialiel indications.

2. HSC organisations are required to Implement the aclians identified in (he Aler by
30 Seplamber 2007. Indepandent sector providars which adminlster inlravenous
fludds 1o ohildran will alae wish 1o enstie that the actions specified In the aleit are
implamented in Iheir organisations within the sama time scale.

)
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NPSA Alert 22

3.

The NPSA Alert 22 is available on
hilp://wenw,npsa.nhsukfslie/media/documents/2449 PaediatricinfusonsPSAFINAL pdl

A number of resaurces have been developed by NPSA to support implementalion of

the Aler. All maleriais are available on www.npsa.nhs.ui/heallh/alerts, These

include:

« A guideline template lo assist with the production of local clinical guidefines;

+ A prescription template providing ideas on how local prescripilons for
intravenous fluids can be Improved;

* An e-learning module for ¢linical slalf prescribing paediatic infusion therapy;

+ A practice competence statement {or the prescribing and monktoring of
intravenous infusions;

* An audit checklist o assist organisations with an annual audit process lo ensure
tha! the recommendalions are embedded and maintained within practice; and

* A patient brisflng.

Local Development of Clinical Guidelines

4,

It should be noted that one of the actions in the NPSA Alerl is for each NHS
organisation to produce and disseminate locat clinical guldelines for the fluid
managemenl of paedialric patisnts based on the suggested NPSA guidsfines
lemplate. As The Northern lrefand Regional Paedialrc Fluld Therapy Working Group
and the NI Medicines Govemance Team were parl of the NPSA extemal reference
group, the Department has asked both of these groups 1o work coliaboratively to
produce an Intravenous fluid clinleat guideline In accordance with NPSA guldance, by
31 July 2007. This wili then be disseminated lo each HSC Trust lor lecal
implementation and monitoring.

CTION

HSC Trust Chiet, Execulives are rasponsible for implementation of NPSA Atert 22. All
Trusis should:
a. Develop an action plan and ensure that aclion is underway by 2 July
2007;
b. Complete aclions by 30 September 2007; and
c. Return the audit template, by 31 October 2007:
www.npsa.nhs.ul/site/media/documents/2462 Paediatric_audit checklis
Ldoc 1o the Satety, Quallly and Standards Directorate in DHSSPS al
quallyandsately@dhsspsnl.gov.uk. The purpose of {his relurm is 10
ensure full implementalion of the actions as sel oul in the Alex,

The return of the audil proforma should be accompanled by an endorsement by the
Chief Executlve to conilrm that the named HSC Trust has undertaken an Inlernal audit
in line with the audit tool, and thal the recommended actions have been fully
implemented.

The audit proforma should also be copled to the Regulation and Qualily Improvement
Aulhority who may wish to Incorporale the Trust's evidence as part of thelr clinical and
social care govemance revlews in 2007108 RQIA will also wish to ensure thal

5 ant with this Aleri.
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Conclusion

8. Much work has aiready been done in HSC organisations to promote the sale and
affective care of children recaiving infravencus fluid. The NPSA Alert 22 bullds on the
sxperlence gained locally and seeks Lo promots a consistent approagh across provider
organisations. You are asked to ensure that this circular is widely communicated lo

stalf.

Yours sincersly

/{wiu(ﬁ/{/t\(éyisz Jw:%"

DR MICHAEL McBRIDE DR NORMAN MORROW
Chief Medical Officar Chief Pharmaceutical Officer

. RQIA Independent review
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MR MARTIN BRADLEY
Chief Mursing Officer
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ANNEX C
DHSSPS Circular HSC (§QS) 20/2007 Addendum
NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK

HYPONATRAEMIA WHEN ADMINISTIRING INTRAVENOUS INFUSION
CHILDREN — REGIONAL CLINICAL GUIDELINES

Degartmaed of

gg §1 Health, Social Services
and PPublic Safety
pamms
Slainte, Seirbhist Soisialta
ages Sabhailteachia Poibli

Salsly, Guality and Standards Directorale T
Qffice of the Ghigl Medical Olfiger

Far actlen:

Chisf Execulives of HSC Trusts Casile Buildings
Aegulation and Qualily fmprevement Authority (for cascads lo Stormiont Estate
independent hospitals, hospites and relevanl reguiated Belfast
astablishments} BT4 350G

For Informatton; Tel: 02890522795
Chalr -Regional Pasdiatde Fluid Therapy Working Group Fax: 028 90528128
NI Medicines Governance Team

David Siasting, Chlef Executive {deslgnale) HSGA Eemall:

Reglonal Diredtor Publlc Heaith

Chief Execulives HSS Boards -

Directors of Pharmacy HSC Boards/ HSC Frusls Ciroular HSC {SQS) 2012007 -
Medical Dlirectors HSC Trusts Addondum
Medical Director NIAS

Direclors of Public Health

Diractors of Nursing HSC Boards! H5C Trusts 16 Octeber 2007
Chalr ~ GAIN -

Mozthom lrefand Chinjeal & Soclal Care Qovernance Supporl

Team

Head of School of Medicine and Dantistry, GUB

Professor Hugh McKenna, Dean of Lifo and Health Science, YU

Profassor Jean Orr CBE, Head of Schoc! of Nursing and

Midwifery, QUB

Dr Carot Curran, Head of School of Nursing, UU

Ms Doana Gallagher, Stafl Tulor of Nursing, Open Mursing

Brofessor Ravid Cousing NPSA

Chisf Executive NIMDTA, NICPPET, NIPEG

Dear Colleague

NPSA PATIENT SAFETY ALERT 22; REDUCING THE RISK OF HYPONATRAEMIA
WHEN ADMINISTERING iINTRAVENOUS INFUSIONS TO CHILDREN ~ REGIONAL
CHINICAL GUIDELINES

ntroduetion

Clreutar HSC{SQS) 2072007 infermed you about the National Patient Safety Agenoy aled on
administering infuslons to children aged from 1 month to 16 years,

The NPSA alort is to bo implemented by 30 September 2007, and an audit template
completad and relurned to DHSSPS by M October 2007,
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The Northern Ireland Regional Paedialric Fluid Therapy Working Group and the Northem
Ireland Medlcines Goverpance Team were askad to develop a elinfcal fluid guideline in
accordance with NPSA guidance, 1o be disseminated to HSC Trusts for local implemertation
and manitoring. A regional paediatrc Huld guldsling, which has been endorsed by the
Depariment, Is attached.

The Regional Paediatric Fluld Guidsline

The fundamantal layout selactesd for his guideline complements a shructured approach to
patlent clinfcal assessmant, A sequence of questions Is offered that prompls the clinician 1o
assess for the prasence of shock and guldes treatmant, if required; further assessment of
whether there Is also a daficlt to be considered and then the calculation and prescdbing for
mainienances requirements, Is also included,

The guideline amphasises that assessmant of each patient should include a decision on
whether oral fluld therapy could be approprataly Inlliated instead of Intravenous therapy and
further prorpts reconsideration of this question when IV tharapy Is reviewed. The guldance
is not a replacement for individual patient assessment, treatment and 1 sment or
for consullallon with & sendor cliniclan.

Promoting Sate Use of Injectable Medicines

Organisations should also note that the NPSA Patient Safely Alert 20 on Promoling Safe Use
of Injectable Medicines was kssuod on 4 June 2007 for local implementation. Circular
HSC(SQ:3D)28/2007 refers. Action Included a risk assessment of njectalble medicine
procedures and produsts and the development of an action ptan to minlmise risk. As
indicated in this clreutar, Chief Executives should have nominated Chief Phammaclsts,
Pharmaceutlcal Direclors/Advisers and Heads of Phammacy and Medicines Management in
HSC organisations to lead tho action required.

Organisations should use ready to administer preparalions and, il possible, avold the need
for polassium chloride to he added in elinical settings, Stalf should consult the focal Trust
policy on IV strong potassium. Information about the avalfabillty of infusion fiulds In individuat
hospitals should be altached to the Regional Paedialric Fluid Guideline wall chart so that all
prescribers aro made aware of the infusion flulds avaitable for use In the local hospilal.

ACTION

1. HSC Trusts (and other establishments) showld ensure that the guldeline is
avallable and followed for Huld prescribing for ehifdren aqed § month to 16
years, Children may be treated In aduit wards and Accldent and Emergency
units, therefore, the guideline should be implemented In all seltings where
children aged 1 month to 18 years are irealed.

Certain groups of children such as those with renal, cardiac or hepatio conditions, or
suffering from burng or diabetic keto-acidosis {(DKA) or those lreatad In Intenslve care
will recuire management under special protocols; howevar, this guldeline will be
helpful In thelr initlal assessment and management.

2, Where a senior clinicians) considers thal a “special” maintenance Infuslon fuld
Is requiired, then this altetnative choice for fluld malntenance must be endorsed
by the Chiof Execuillve of the Trust whh clear documentation of the reasaens for
that endorsement.
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3. Information about the avallabilily of Infusion flufds in fndividual Trusts should
he developed by Trust Divectors of Pharmacy and atlached to the regionat
paediatric fuld guldeline wali chart tocally.

4, Medical directors, in collaboration with other Directors and educational
previders, should ensure that all prascribers are miade aware of this clrcuiar and
wail charl, and that the conlents are brought to the alfention of new junior
prescribers on an ongolng basis. Educational malerial lo support this guidsline Is

avaitable on
i) bmlleaming com/plansecord/seryisVRescuice SearchServiot thoyWord=All&re sourcald - 5003

35B&viewResouree .

In order fo ensure the effective implementalion of this guldance and lo promole a user
friendly version for the use by individual cliniclans, the Depariment has asked lhe NI
Medical and Dentat Training Agency to wark with Regional Paediatvic Fluld therapy
Group fo produce wall and pockel charts appropriate to the neods of individuals and
leams. These will be circutated in the near fufure. In addilion, the NIMDTA sheuld
work with Trusts and other kraining agencies to ensure that the principles of pasdiatric
fiuld therapy and Its polential risks, as highlighted In the Natlonal Palient Salely
Agency Alert, are highlighted In postgraduate training programmes.

8. Trust Direclors of Phanmacy should develop a progress report on inportant
supply Issues In respect of all infuslon Hlulds relevan! to this reglonal paediairic
fluld guldeline and submit a report to the Pharmacy Confracting Evaluation
Group and copled to lhe Regional Pagdialric Fluid Therapy Wotking Group.

Conclusion

Thig cireular Is an addendum to Clrcular HSG{8QS)20/2007 which informed you about
implementation of the NPSA alert on reducing the risk of hyponatrasmia when administaring
Intravenous infusions to children, This Alert is applicable o HSC Trusts and other
Indspendent hospltals, hospleas and regulated establishments,

A reglonal clinfcal guidefine is attached to assist in Implementation of Circular
HSC(SQ8)20/2007.

A commercially produced version of the wallchart and pocket version will be circulated by
NIMBTA to HSC organisations when it becomas available. This should be complemented by
information about the availability of infusion fiuids In individual Trusts.

The Depariment expects HSC organisalions o complete the NPSA audit template and return
it to the Departmenl by 31 October 20607, as oulfined in Circular HSC{SQS8)20/2007.

Yours sincerely

At b lio ol d@%%_ m ¢ K‘(ﬂ]

DR MICHAEL McBRIDE DR NORMAN MORROW MA MARTIN BRADLEY
Chigt Medical Officer Chief Pharmaceutical Officer Chief Nursing
Oficer
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ANNEX E
RQIA Independent Review “Scope of Review”
Management of Paediatric Intravenous infusions

In response to a request from the DHSSPS for independent assurance pertaining to
circular (HSC(SQ8)20/2007 - issued April 2007)), RQIA wilt review HSC Trusts,
Agencies and Independent Hospitals and Hospices for evidence of implementation of
the National Patient Safety Agency (NPSA) Patient Safety Alert 22: Reducing the
risk of Hyponatraemia when administering intravenous infusions to children as
follows:

1. Remove sodium chloride 0.18% with glucose 4% intravenous infusions from stock
and general use in areas that treat children. Suitable alternatives must be available.
Restrict availability of these intravenous infusions to critical care and specialist wards
such as renal, liver and cardiac units. Ensure that suitable alternatives are available
for use. -

2. Produce and disseminate clinical guidelines for the fluid management of paediatric
patients. These should give clear recommendations for fluid selection, and clinical

and laboratory monitoring.
Ensure that these are accessible to all healthcare staff involved in the delivery of

care to children.

3. Provide ftraining and supervision for all staff involved in the prescribing,
administering and monitoring of intravenous infusions for children.

4.Reinforce safer practice by reviewing and improving the design of existing
intravenous fluid prescriptions and fluid balance charts for children.

5. Promote the reporting of hospital-acquired hyponatraemia via local risk
management systems and implement an audit programme to ensure NPSA
recommendations and local procedures are being adhered to.

An addendum to this circular was issued in October 2007 that included a
regional clinical guideline as an attachment and the following listed the
following recommendations for action:

1. HSC Trusts (and other estabiishments) should ensure that the guideline is
available and followed for fluid prescribing for children aged 1 month to 16 years.
Children may be treated in adult wards and Accident and Emergency units, therefore,
the guideline should be implemented in ali settings where children aged 1 month fo
16 years are treated.

2. Where a senior clinician(s) considers that a “special” maintenance infusion fiuid is
required, then this alternative choice for fluid maintenance must be endorsed by the
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Chief Executive of the Trust with clear documentation of the reasons for that
endorsement.

3. Information about the availability of infusion fluids in individual Trusts should be
developed by Trust Directors of Pharmacy and attached to the regional paediatric
fluid guideline wall chart locally. ‘

4, Medical directors, in collaboration with other Directors and educational providers,
should ensure that all prescribers are made aware of this circular and wall chart, and
that the contents are brought to the attention of new junior prescribers on an ongoing
basis,

The Paediatric Parenteral Fluid Therapy Wallchart which was developed in
collaboration with the Regional Paediatric Fluid Therapy Working Group should be
disseminated within the Trust to all wards likely to accommodate children aged one
month to 16 years old including A & E Departments, Adulis Wards, Theatre &
Intensive Care Units.

This review will commence in November 2007 and conclude by June 2008 with visits
to organisations planned for April 2008.

The review team :

Dr. Angela Bell is the Regicnal Cocrdinator for the Confidential Enquiry into Maternal and
Child Health {CEMACH) since January2008 following her appointment te the Health
Protection Agency as Director of Maternal and Child Health. She worked as a consultant
paediatrician with an interest in the newborn for 15 years at the Ulster Hospital,

where she was also Clinical Director for Maternal and Child Health.

Miss Elizabeth Duffin is currently a lay reviewer for RQIA. She is a former nurse
whe has extensive senior healthcare management experience. She is also an
assessor for CHKS. :

Miss Linda Matthew is senior pharmacist, secondary care in the National Patient
Safety Agency (NPSA), England. Prior to this role she was an executive direcior in an
acute Trust in England where she was involved in commissioning, operaticnal and risk
management, governance and capability development to achieve the range of healthcare
standards. She was a former Commission for Health Improvement reviewer until her
appointment with the NPSA.

Mrs Valerie Morrison is a registered nurse with extensive experience in children's
nursing. She is currently working as an Independent Professional Advisor with
specific focus on education, professionat regulation and quality assurance. This
includes work with a range of regulators and other organisations in a national and
international capacity,
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Supported hy:
Hilary Brownlee, Project Manager, RQIA

Laura Sharples, Administrative Team Leader, RQIA
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