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Dear Ms Beggs, |
Re Raychel Ferguson (Lucy Crawford Aftermath) w
| attach a copy of a document entitled "Hyponatraemia in Children" (Ref 043-101-223 to
043-101-224), which is from papers provided by the Sperrin Lakeland Trust (Esther
Millar). The copy in the Inquiry's possession is a little unclear in places. Can the Trust
please provide a clearer copy?

Turning to the document itself there are three handwritten notes at the top: "from BCH,
B Taylor" ;"(Childrens Ward)" ;and "received from Belfast 10/8/01 via Dr Asghar®.

It would appear that this was sent to the Erne Hospital by a doctor B Taylor on 10
August 2001.

Dr James Kelly has informed the Inquiry that in August 2001 "Paediatric Unit received a
copy of RBHSC Fluid Guidelines to utilise locally".

Please take the Belfast Trust's instructions on the following questions;
1) Who was the author(s) of the attached document?
2) When was it written?

3) What was its purpose?

4) What events, if any, prompted the creation of this document?

5) To whom was it circulated?

6) Was it in use as an instruction or guideline within the Belfast Trust? If so give full
details of when it was introduced as an instruction or guideline, and where it was

so introduced.

7) Please provide any earlier drafts of this document and the dates of such drafts.

Secretary: Bernie Conlon
Arthur House, 41 Arthur Street, Belfast, BT1 4GB
Email: inquiry@ihrdni.org Website: www.ihrdni.org Tel: 028 9044 6340 Fax: 028 9044 6341
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Yours sincerely,

2 Ot

Brian McLoughlin
Assistant Solicitor to the Inquiry
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Bl (Cluldowe ) s 35
Hyponstraemia in children

Dilitions! Hyponatrapmia has beon documented in otherwise healthy children
following routine élective surgery. It occurs In often female children 3-10 yoars of age
and is aseociated with “stress”. Bg postoperatively, .

4. Buid for children recomeended for many years &  soindard i 0,18 Nall in 4%
Gilucose. It conteins 40 mmol/] of sodium which when administered af the caloubated
rate (4 mis/kg/hour for the first 10 kgs body weight) provides the daily requiremest of
sodium and glucose,

0.18 NaCl in 4% Glucose is isetenilc in vitro je has the same osmotic potiental so will
not ceuse fluid shifts within the body. However in the catabolic (sick) child the
glucose is metaboliped rapidly causing the fluid to bocome kyposomic thereby leading
to massive fluid shifts. At the same time because of the loss of fluid from the
circulation often combined with a degree of deliydration & poters anti-diuretic
hormone (ADH) regponse causes the kidneys to refain water resulting in & low volume
concentrated urine, high in sodium. This may be compounded by the administration of
a “fluid challenge” to elicit an improved utinary output.

’Tﬁshl'dmﬂewcxmﬁwwmhl&nhimﬂmdmﬁumis
retzined. Water is drawn across blood capillaries into the interstitial and intraceliular
spaces. The child will become "puffy” looking and of grester consequence the brain
will swell with the shift of wates, loading to seizures snd hemiation of the tettorium
and death. Therefors to provent hyponstraemia we must lisnit the free water
component of intravenous fluids AND mogitor urine output and serum chemistyy.

Recommentotionss

1. Regular measurement of blood biochemistry, ifichuding & baseline measurement snd

2. Maintenance fluids should be calculated separately from “replacement” flulds. The
rate of maintenanos fiuid is critically dependent on Body weight which should
socurately measured or estimated by a professional with substantial peodiatric
EHpOTIence

An accepted guide to maintensnos Suid adminlsiratiofis;

For the first 10 kgs body wt give 4 mls / kg / hour (40 mis/hr for a 10 kg infont)

For the second 10 kgs body wt give 40 + 2 mis / kg / hour (60 mis/hr for a 20 kg
rYileh

Yor esch subseuent | kg body wi give 60 + 1 ml / kg / hour (70 sls/hr for a 30 kg
child)

3. DO NOT give GLUCOSE coigining inpravenous fhuids for fluid resuscitation. Thin
is in-keejiing with APLS recommendations (use 0,9% NaCl, Notmal Saline or other
salt sohution). You MUST measure biood sugar and sdminister 2 GLUCOSE bolus if
there is hypoglycaemia (< 3 mmo¥/L),

4. Maintensnoe fuid@boul! contain ot least ©:45%NaCi in 2.5% GhsoosesA balanced
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Ancxpaimcaddoctormmﬁﬁdblhmculuntﬁoedlﬂymdukc
Wmmww&ﬁdmwm K urine output is problematic o
udwywdim,pouaiunuﬂmud:mﬂdbcm.

Intravenous Fluid Prescription

Tnfauts Bunghaa 2 yearif age.
Dihﬁo-dﬂwowheuﬁ:doumtlppmwbeamrwaninﬂismm.

Blooddlemistrymdmimingof&ﬁdbdmeisuduuﬁed-bow.

For normal serum sodium (Na+ 135-145 manol/f)
Gwﬂ;mmmiwmwﬂmkmkgbodywﬁgkpam. Eg
For a 5 kg infant this is 20 wls per how.
Forlaworhighaodhm’aputdvicamndbe‘mgh.
Cﬂtmﬁ-=lmd‘m

Dmmﬂmmhmdmmedm&hmm.nwdwm
monitocing of fiuid balance is as described abave,

Fornmmdnerunsq&mm&llis-lﬁmmom )
mmmmmw.mau above.

Forioworlighnodimnmpaudvioesbouldbesough.
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