From: Finlay, Tricia

~ Sent: 07 January 2013 17:11
To: Adams, James (DHSSPS)
Subject: FW: RQIA REVIEW INTO APPLICATION OF NPSA SAFETY ALERT 22

For info. Looks like Sep 2008 version was sent to the inquiry.

Tricia

From: Coyle, Briege

Sent: 05 February 2009 09:52

To: Mooney, Jennifer . _
Subject: FW: RQIA REVIEW INTO APPLICATION OF NPSA SAFETY ALERT 22

_ Forinfo.
From: Young, Gary
Sent:
To:
Cc: Coyle, Briege )
Subject: RQIA REVIEW INTO APPLICATION OF NPSA SAFETY ALERT 22

Dear Raymond,

As discussed with Andrew Browne, please find attached RQIA letter & final report for Anne

Dillon.
4@

RQIA Review into NI report
NPSA Safety A... /ponatraemia FINAL

Thanks,

Gary Young

Safety & Quality Unit
Room D1 .

Castie Buildings
Stormont

BT4 35Q

DHSSPS . g _ 330-049-001




From the Chief Medical Officer
Dr Michael McBride

Department of

Health, Social Services
and Public Safety
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For Action: Caslle Buildings

hief E fves o T Stormont Estate
Chief Executives of HSC Trusts Belfast BT4 35Q

Independent hospitéls, hospices and relevant regulated  Tek
establishments Fax: :
Email: qualityandsafet
Our Ref:
Date: 4th February 2009

RQIA REVIEW INTO APPLICATION OF NPSA SAFETY ALERT 22: REDUCING THE RISK
OF HYPONATRAEMIA WHEN ADMINISTERING INTRAVENOUS INFUSIONS TO
CHILDREN

Dear colleagues

You will be aware that the Regulation and Quality Improvement Authority has recently
completed its review into the application of NPSA Safety Alert 22 in hospitals in Northern
Ireland. The final report of this review is attached. :

RQIA notes in its review that HSC Trusts and independent hospitals have undertaken
considerable work to reduce the risk of hyponatraemia when administering [V fluids to
children. However, it also highlights areas where further work is required and makes a
number of recommendations around, for example, the use of No. 18 solution, staff training,
and reporting of adverse incidents.

Circular HSC (SQS) 20/2007 required Trusts to implement the actions outlined in NPSA
Safety Alert 22 by 30 September 2007. RQIA's findings would suggest that this work is not
yet complete. We would therefore ask that you review the recommendations contained in
RQIA’s report and take whatever action necessary to ensure that these, along with the
recommendations set out in NPSA Safety Alert 22, are implemented by 30 April 2009.

We would emphasise the importance that the Minister and the Department places on this
issue. To this end, we have asked RQIA to repeat its review next year to assess the extent to
which its recommendations and those of NPSA Safety Alert 22 have been implemented. It is
anticipated that RQIA will undertake this further review in June 2009 and we would expect it
to find evidence that significant progress has been made.
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cc:
Chief Executive, RQIA
Chief Executives, HSC Boards
N1 Medicines Governance Team
Hugh Mullen, Director of Performance and Provider Development, Service Delivery Unit
Directors of Pharmacy, HSC Boards/ HSC Trusts
Medical Directors, HSC Trusts '
Medical Director, NIAS
Directors of Public Health, HSC Boards :
Chair, Guidelines and Audit Implementation Network
Head of School of Medicine and Dentistry, QUB
Dean of Life and Health Sciences, UU
Head of School of Nursing and Midwifery, QUB
Head of School of Nursing, UU

. Staff Tutor of Nursing, Open Nursing
Professor David Cousins, NPSA
Chief Executive NIMDTA, NICPLD, NIPEC
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RQIA INDEPENDENT REVIEW

Reducing the risk of hyponatraemia when
administering intravenous infusions to children

RQIA report following Validation Visits to Trusts and

Independent Hospitals throughout Northern Ireland

September 2008

THE REGULATION AND QUALITY IMPROVEMENT AUTHORITY

9" Floor Riverside Tower 5 Lanyon Place Belfast BT1 3BT
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Context

The National Patient Safety Agency (NPSA) has reported 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 iliness, may
not be well recognised by clinicians. Therefore, the NPSA Patient Safety Alert
22: Reducing the risk of hyponatraemia when administering intravenous
infusions to 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 lndependent healthcare hospitals
must undertake to ensure patient safety. :

In April 2007, the DHSSPS issued a circ_u!ar (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. Compiete 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 been 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 regulated 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 Regional 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 on 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 Methodology

For this review, RQIA used information provided in the NPSA audit proformas
relating to Patient Safety Alert 22 : Reducing the risk of h yponatraemia when
administering intravenous 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 specn" ¢ nature of this review, RQIA used a methodo]ogy
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 multi-disciptinary 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 to 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

”'South.ern Craigavon Area Hospital
Daisy Hill Hospital

"Northern Antrim Area Hospital
Causeway Hospital
Mid Ulster Hospital

Belfast Musg rave Park Hospital

Royal Belfast Hospital for Sick Children
Representatives from Royal Victoria Hospital, Mater Hospital -
”and Belfast City Hospltal attended_ the discussion group

5. Overview 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 Safety Alert 22 and to disseminate the Paediatric Parenteral Fluid
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.

RQIA Independent review 6
Reducing the risk of hyponatraemia when administering intravenous infusions to children

DHSSPS ' 330-049-009




B 11 Reguiation ond

| i Qualilty Improvement
& Authorlty

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 Fiuid 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 so!utlon) 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.

Reporfing of hospital-acquired hypo'natrae'mia

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 littie evidence of a
reporting culture for incidents relating to intravenous fluids and hyponatraemia
in all sites visited. Appropriate systems are not in place for hospital staff to
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 generally.

The overview of the findings of this review and recommendations for
improvement are set out in the following sections.
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The findings and recommendations for individual hospitals are set out in table
format as annex D of this report.

6. Findings and recommendations

Remove sodium chloride 0.18% with glucose 4% intravenous infusions from
stock and general use in areas that treat children. Suitable aiternatives 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 so[utioh) has been removed
completely from stock in Craigavon Area Hospital, Daisy Hill Hospital,
Altnagelvin Hospital and the North West Independent Clinic.

e No. 18 Solution is 6n|y available through pharmacy in the Antrim Area
Hospital, Causeway Hospital, Mid Ulster Hospital and the Ulster Independent
Clinic where additional supply ar!d labelling controls are in place.

¢ In the Royal Belfast Hospitalrfor Sick Children No. 18 Solution is only available
in the Paediatric Intensive Care Unit and specialist renal-unit. '

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

« 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.

RQIA Independent review 8
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Local Good Practice initiatives

The removal of Sodlum chlorlde 0 18% wﬂh Glucose 4% (No 18 solutlon) completeiy

the North West Independent Clmlc

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 Recommendation 2:

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

Ensure that these are accessible to all healthcare staff involved in the delivery
of care to children.

» All hospitals have reviewed local clinical guidelines for fluid managémeni of
paediatric patients.

» All hospitals have received and have displayed the Paediatric Parenteral Fiuid
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.
Altnagelvin Hospital had displayed a locally produced, modified version 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.

RQIA Independent review 9
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» Raising staff awareness has taken 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.

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

s Clinical champions in hospltais such as the Antrim Area Hospital, Altnage!vm
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

”"":'_s_e the profile of
inc Antrim Ar_e__a

: _ : nirim Area Hospltal
-Aitnagelvm HOSpitaf Ulster Hospltal and RBHSC to share expertlse m relation to the
production of local written guidelines, ==

RQIA Independent review 10
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REC 3 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.

REC 4 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 mtravenous
infusions.

RECS All hospitals should ensure that only 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

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

¢ There was evidence that the provision of intravenous prescription and
administration training for non-paediatric staff caring for older children on aduit
wards was poor across all organisations visited by the review team.

¢ Junior doctors in specialtiés 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-learming
module that gives information about safely prescribing, administering, and
monitoring intravenous fiuids 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-leaming web-site at :

RQIA independent review 11
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httg:lllearning.bm'|.comllearninglsearch-resulf.htm!?mddufeId=5003358

¢ 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
before commencing practice and three had mandated completion of the e-
learning module for all existing paediatric staff.

Local Good Practice initiatives

The requwement that relevant staff complete the BMJ e learnmg module that covers
areas such as safely prescribing, administering and monitoring intravenous fluids for
children ‘in ‘Antrim’ Area’ Hospttal Ulste ‘Hos pltal ‘Royal ‘Belfast Hospltat for SICk
Children, Causeway Hospital . ' : _

REC 6 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, muiti-professional staff.

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

REC 8 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.

REC 9 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 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.

RQIA Independent review 12
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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.

o Al hospitals have recently reviewed documentation for prescribing and
monitoring IV fluid administration.

« Craigavon Area Hospital, Daisy Hill Hospital, Royal Belfast Hospital for Sick
Children, the North West Independent Hospital have each carried outa
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 fiuid balance 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 hyponatraemia via local risk
management systems and implement an audit programme to ensure NPSA
recommendations and local procedures are being adhered to.

« Altnagelvin and Erne Hospitals submitted evidence that hyponatraemia or
intravenous fluid 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 alack of this type of incident occurring.

e Craigavon Area Hospital and Daisy Hill Hospita!l are currently reviewing local

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

o Antrim Area Hospital and Altnagelvin Hospital have developed systems
whereby biochemical results in a given range would prompt a proactive alert to
clinical staff. Results are also being retrospectively reviewed/audited to
support appropriate clinical 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 deve!opment of ‘tngger I|sts to ald understandlng of the types of mcadents to be
: 10le : S

The’ results gfe"_'i?e_tjro_Spect_gye! weWGd l aUdtfe_ "E'support pproprlate;clin':cal
activity. - R .

REC 12 ‘All hospitals should develop a culture of incident reportlng,
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 hospitals of safe practice and .
that actions linked to NPSA Alert 22 should be implemented and
regularly audited by all hospitals to ensure adherence to the
process.

RQIA independent review 14
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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
W|dely

REC 15 The development of an audit tool which may mclude 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.

RQIA Independent review 15
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REC 1

REC 2

" REC 3

REC 4

‘RECS

REC 6

REC7

Al 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 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 stlil 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
mfusmns

All hospltals should ensure that only 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 fiuids available alongside it. All.
previous versions of the wall chart should be removed from
clinical areas.

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.
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All hospitals should ensure that the development and
provision of multidiscipiinary education opportunities in
administration of intravenous infusion to children and that all

~ relevant clinical staff uptake this education.

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.

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.

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.

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

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 implemented and
regularly audited by all hosp:tals to ensure adherence to the
process

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

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.

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 Natitnal Patient Safety Agency {MPSAL is issuing advice 1o haalticas
orgarisations on how to minimise the risks associated with administering
infusions to chi'dren,

The cevelopmient of fiuid-induced hyponatraem'a in the previousty well child
undergoing elective SUrgEry of with milg Jiiness may not be well recognised by
cinicians. To date, the NPSAS National Reporting and Learning System {MALS)
has recevad only one intident regart (that resuted in na harny, but it is hkely

. that incidents have gore utwecorted in the UK,
Al e rt Since 2000, there have been four child destns fand ane ne2ar miss) folowing
¥ nEsroiagical injury from hospital-acquired Byponatraenta {see definition an

pege 7ireported in the UK Internationat Eersture ctes mare than 50 cases
) of serious injury or crild death from the same cause, and associated with the
28 March 2007 " agministration of hypotonic infusions.4

Action for the NHS and the independant sector
Tha MESA reconymends that MHS and indepsndent sedior organisations in

avallzble. Restrict svaiability of these intravenous infusions to critical care and
spacialist weacds such as renal, fver and cardiac Lnits.

mmediate action 0 England and YWales take the foflewing actions by 30 September 2007 to
renimiise the risk of hyponatrsemia in chitgren:
Action S . L o
1 Remove sodiurn chiofide 0.18% wath giucose 45 intravenous nfusons fram
Update | stack and geaersl use in areas that teat children, Suitable alternatives must be
il

Informeation request

; 2 Produce and cissermnate ¢iimica? guidelines for the fivid management of
Ref: NPSA/2007/22 paediatnc patients, These should give cear recommendations far fivid
sslection, znd cinical and faboratary mOnNitorng.
3 Provide sdequste training and sup&rvisian for all staff invoived i the
presrining, administering and maonitoring of intravencus infusions for cldren.
4 Reinfarce safer practice by reviewing and improving the design of existng '
intravenous fiuid prescriptions and fiuid Dajance chargs for chidrea,
‘ 5 Promate the regarting of hospital-acquired hyponatrsemia incidents wia lacal
rist, management raporiing systems. Implement an audit programme to ensure
biPSA recammendations and lzcel procedures are being sthesed to.

For semponts by We o mulen s gxg 2y ks Bt WPFA fuas baformted . » Freddres aviFerhhoae
+ A1 KHS and Téeqentert weaet + Chncil goetrmis feads ¢ Chet reanarieuad aorte tnts, raadots Rao oy EQorsy
coppneTavg i Erglird and e ol sk marages pfirary tere coganeations, s liree & Buires Seqvires Cendea (Wides}
For acfos by + Clrcal dreshard - poedatf o s, mdat ekt ard kool * N Prhaaing and Supply Ageacy
o The dhied pharmsivaptaTIrapt and ik Festn Faahih Do s Srglind sod Vide + WezhHaRR Sipples
304t theuid o the fesrorsn 4 it » Clricl drerbain = 2zt * Chief coroususteghanal d eders » fuyd ebegrs and socknes
e, vuppores by v it eemihe, 1 Chad dretart - Lty avd ol goecenaye eads of # NI Dra .
red o dncer Aas g dE10w sd * Diedoin ol HRE bk seattring Hratege heeh aatartin firghrd + Relesret patirt ovgiriatia s and
dixcat grverancs bradsa) marager v dcduat siail A3 bt o¥ices IWa'es) ceanarly heshh o0.rds fn Waes
TR T . v Huming b 1 HpEnozee Canrivizn © s hlepedess Ruvtheans Fanm
v Pancazy statf 1 Hay e Vepenzrae Waey & infeperdect Huathane vy Strv eey
 Patewt ohion o lakon + Camrindsn for Soial Lam Tapraien
sevaice s in Englardd

v Frantemial ravign
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ANNEX B

DHSSPS Circular HSC (SQS) 20/2007

. . YA of
Saflety. Quality and Standards [Direciorate ] § ['i(?illlll, Social Servieces
Officg af the Chlet Modien] Officer :E% i and Pubilic Sufu!y
£ Pz ’ o
’ Slainte, Seirbhist Saigialia
IS Snbhmhmohht I’mhh

For action: .

Chiof Execubivas of HSC Trusts Castlo Bulldinps

Chalr -Aeglonal Pandiatde Fluld Therapy Waorktng Group Stormoat Estate

Nl Madicinas Qovarnanca Team Belfast

Regiation and Quality hprovément Authority (far cascadea to 874 38Q

independent hospilats, hosplces and ralavant regulated

astablishments) Tek:

Far information: Eax|

David S!sshng. Chief Executive Daskgnate, HSCA Email:

Chlef Executives HSS Boards

Medical Directors HSC Trusts

HMedical Director NIAS Circulor HSC (SQ8) 20/2007

Directors of Public Health

Directors of Nursing HSC Boards! HSC Tiusls

Directora of Pharmuasy HSC Boards! HSC Trusts 2¢ April 2007

Chair - GREST

Northern Ireland Cfinical & Socia! Care Govemance Support

Team

Prafessor Rt Hay, Hoad of School of Medicing and Denislry, QUB

Profossor Jamos MeElnay, Dean af Lifo arwd Health Sclance, UU

Prolessor Jean Ot CBE, Head of School of Nwsing and

Midwitary, QUB

Dr Caraf Curran; Head of School of Nursing, UU

Ms Danna Galiagher Staff Tulor of Nursing, Open Nursing

Pear Goileague

NPSA PATIENT SAFETY ALERT 22: HEDUCING THE RISK OF HYPONATRAEMIA

WHEN ADMINISTERING INTRAVENOUS INFUSIONS TQ CHILDREN

introductlon .

i, The National Paliont Salety Agency (NPSA) has issued advice ta the NHS ort haw to
reduce 1he ssks assoctated with administering Infusions to children {see below). The
racomniendations made in the NPSA Patlon{ Safely Alert relate to paediatrio patients
fram ane imanth to 18 years ofd. They are not intended for paediairic or neonatal
intensive care units or spaclafist areas such as ranal, liver, and cardiac units whare
hypotonic salutfons have specialist indicalions.

2. HSC arganisations are raquired io implemant the actiens ldenlified it the Alert by
30 September 2007. Indopendent soctor providers which administer Intravenaus
fiuids 1o children witl afso wish to ensure that the actions specilled In the alort are

- implamented in thelr orpanisalions within the same fime scalo.
L
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NPSA Alert 22

‘a,  The NPSA Alen 22 |s available on
: “hipshvww.npsa.nhs. uk/slte/rnemafdocumentslz449 Paedlaincin(usonsPSAF!NAL pdl

A number of resources havé been develope_d by NPSA to suppont implementation of

the Alerl. All materials are avallable on www.npsa.nhs.uk/health/aleris. These

include:

* A guideline lemplate to assist with the production of local clinical guldelines;

= A prescription lempiate providing ideas on how local prescriptions for
intravenous fluids can be improved;

« An e-learning module for clinical stalf prescribing paediatric infusion therapy;

= A practice competence statement for the prescribing and monitoring of
intravenous infusions;

+ An audlt checklist to assisl organisations with an annual audit process to ensure

that the recommendations are embedded and maintained within praclice; and

A patient briefing.

Local Devetopment of Clinical Guidelines

4, #t should be noted that one of the actions In the NPSA Alert is for each NHS
. organisatlon to produce and disseminate focal clinical guidelines for the fluid

management of paediatric patients based on the suggested NPSA guldelines
termplate. As The Norlhern Ireland Regional Paediatric Fluid Therapy Working Group
and the NJ Medicines Governance Team were pari of the NPSA exiernal reference
group, the Depariment has asked both of these groups to work collaboralively te
produce an intravenous fluid clinicat guideline in accordance with NPSA guidance, by
31 July 2007, This will then be disseminated {o each HSG Trust for focal
implemontation and monitoring.

ACTION

5, HSC Trust Chief Executives are' responsibla for Implementation of NPSA Alert 22, All
Trusts should: _
a Develop an action plan and ensure thal action is underway by 2 July
2007,
b.  Compiste aclions by 30 September 2007; and
c. Return the audit template, by 31 October 2007:.

www.npsa.nhs.uk/site/media/documents/2452 Paediatric audit checkiis

1.doc to the Safely, Qualily and Standards Directorate in DHSSPS at
ualltyandsalet The purpose of {his return is to

ensure full implemantation of the actions as sel out in the Alert.

6. The return of the audit proforma should be accompanied by an endorsement by the
Chief Execulive 1o contirm lhat the named HSC Trust has undertaken an internal audit
in line with the audit tool, and that the recommended actions have been fully
imptemented.

7. The audit proforma should also ba gopled to the Regulation and Quaiity lmprovemenl
Authority who may wish to ancorporate the Trusl's evidence as part of their clinical and
soclal care governance rewews in 2007/08. RQIA will also wish lo ensure that

| with this Atert,
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Conciusion

8.  Much work has already been done in HSC organisations to promote the safe and
effective care of children recalving intravenous fluld. The NPSA Alert 22 bullds on the
experience gained locally and seeks to promote a consistent approach across provider
ofganisations. You are asked to ensure that this circular is widely communicated o
staff. ' :

Yours sincerely

Y el
/ i%'.{cfuu,@/&lﬁ]tiffﬁ @% ﬁ{g f_m &-{;7

PR MICHAEL McBRIDE DR NORMAN MORROW MR MARTIN BRADLEY
_ Chief Medical Officer Chief Pharmaceutical Officer Chief Nursing Officer
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ANNEX C

DHSSPS Circular HSC (SQS) 20/2007 Addendum

NPSA PATIENT SAFE.TY “ALERT 22: REDUCING THE RISK

HYPONATRAEMIA WHEN ADMINISTIRING

INTRAVENOUS INFUSION

CHILDREN - REGIONAL CLINICAL GUIDELINES

i

Safaty, Quality and Standards Direclorate
Qitice of the Chiet Medical Otticar

s Sabhfily

Tupantmees of .

Health, Secial Services
and Public Safety

AR .

Sliinte, Seirbhisi Soisiakia
smehia Poibli

For action:

Chigl Executives of HSG Trusts . . Caslls Bulldings
Regidation and Quality Iinsprovement Authority {for cascads to Stormont Cstale
independent hospitals, hosplcas and retavant regulated Belfast
estabfishments) B4 35Q

For Information:

Chalr -Regianat Paediatric Fiuld Therapy Working Group

NI Madicines Governance Team

David Sissting, Chlaf Executive {designate) HSCA

Reglonal Director Public Health

Chief Execulives H8S Boards )

Directors of Pharmacy HSC Boards! HSC Trusts

Medical Directors H3C Trusls

Medical Direclor NIAS

Directors of Publis Health

Directors of Nursing HSG Boards! HSC Trusts

Chair - GAIN .

;_w‘nnh_etn Irefand Clinlcal & Social Care Governance Suppod
eam

Head of School of Medicine and Dentistry, QUB

Teh:
Fax]
Emﬂ;';!:

Circular HSC {SQS) 20/2007 -
Addendum

16 Oclober 2007

Profassor Hugh MoKenna, Dean of Life and Heallih Science, UU

Profassor Jean O CBE, Head of School of Nursing and
Midwilery, QUB

Dr Carol Curran, Head of Schopl of Nursing, UU

#1s Donna Gatlagher, Statf Tutor of Nursing, Open Nursing
Professor David Cousing NPSA

Chilaf Executive NIMDTA, NIGPPET, NIPEC

Dear Golleague

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF HYPONATRAEMIA
VWHEN ADMINISTERING INTRAVENOUS INFUSIONS TO CHILDREN —~ REGIONAL

CLINICAL GUIDELINES

tntroduction

Circular HSG{SQS) 20/2007 informed you about the National Patient Safety Agancy alat on
administering infusfons lo chiidran agod from 1 menth to 16 years.

The NPSA alen is to be implementod by 30 Septamber 2007, and an audit templata

completed and retumed 1o DHSSPS by 31 October 2007.

RQIA independent review
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The Northem Ireland Reglonal Pasdialde Fluid Therapy Working Group and tite Northem
ireland Medicines Governance Team were dsked to develop a clinica fluid guldefine in
accardarica with NPSA guldarice, to be disseminated to HSC Trusts for local implementation
and monitoring. A regional paedialis fluld guldeline, which has baen endorsed by the

Depariment, is allached.
The Heg;onal Paedidirlc Fluid Guidsiine

The fundamental layout selected for this guideline complements a stiuclured approach o
patient clinlcal assessment. A saquence of questions is offered that prompts the eliniclan to
assess for the presence of shock and guides treatment, If required; further assessmentof -
whether thera is also a deficlt to be conisidered and theh the cakulation and prescribing for
maintenance requirements, Is also included. '

~ The guideline emphaslses lhat assessiment of sach patient should include a declslon on

whather oral fluid tharapy could be appropriately infliated instead of intravenaous therapy and
futther prompts recorgideration of this guestion when iV therapy Is reviewed. The guidance
Is hot a replacement for Individual patient assessment, ireaiment and reassessment or

for consultation with a senlor clinician.
Promoting Safe Use of Injectable Medicines

Qrganisations should alsa note that the NPSA Patient Safaly Alert 20 on Promoting Safe Use
of Injectable Medicines was Issued on 4 June 2007 for local Implementation. Gircular
HSC{SQISDI28/2007 refers. Action Included a risk assessmant of Infectable medicine
proceduras and products and the development of an aglion plan to minimise risk. As
fndicated in this clreular, Chisf Execulives should havé nominated Chief Pharmacists,
Pharmaceulical Directora’Advisers and Heads of Pharmacy and Madicines Management in
HSC organisations to lead the action required.

Organisatlons should use ready {o administer preparations and, if possible, avoid the need
for potassiur chioride to be added in ciinical setlings. Stalf should consult tha local Trust
policy on IV stiong potassium. Information about the avaitability of infusion flulds in individual
hospltals should ba attached to the Reglonal Pasdiatric Fiuid Guidetine wall chart so that all
prescribers are made aware of the Infusion flulds avallable tor use in the local hospital.

ACTION

1, HSC Trusts (and other establishments) shauld ensure that the guldsline is
avallable and tollowed for fiuld prescribing for children aged 1 menth to 14
years. Children may be treated In adult vards and Accident and Emergency
units, therefore, the guldeline should be implemented in gll seltings where
children aged 1 monih to 16 years are irealed,

Cerlain groups of children such as those with renal, cardiac or hepalic conditions, or
suftering from bums or diabelic keto-acldosis {DKA] or those treated in Intensive care
will require management under special protocals; however, this guideline wili be
helpful in thelr initiat assessment and management.

2, Where a senfor clinfclan{s) considers that a “special” malntenance Infusion fluid
Is required, then this alternative cholce for fluid malntenance must be endorsed
by the Chief Executlve of the Trus! with clear documentation of the reasons for
that endersement. ‘
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3. information about the availabifity of infusion fluids in individual Trusts should
be developed by Trust Direclors ol Pharmacy and atfached lo the regional
paediairic llufd guideline wall chart locally.

4, Maed/cal 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 attentfon of new junior
prescribers on an ongoing basis. Educational materiat lo suppart this guideline ts
availablo on '
hitphse bmilearmi
3588viswBesouice .

Lom/planecoid’servielResourcefiearchServiat theyWord-AllS respuréstd=5003

In order 10 ensure the effective implementation of this guidance and to ptomate a user
friendly version for the use by individual clinicfans, the Depariment has asked the Ni
Medical and Dental Tralning Agency to work with Reglonal Paediatdc Fluid therapy
Group to produce wall and pocket chards appropdate 1o the needs of individuals and
teams. These will be clrculated in the near future. in addition, the NIMDTA should
wark with Trusts and other training agéncles lo ensure that the principles of pasdiatric
{iuid therapy and its potential risks, as highlighted in the National Patient Safely
Agéncy Alerl, are highlighted In posigraduate training programmes.

5, Trust Directors of Pharmacy should develop a progress report on Importan!
supply Issues fn respect of all Infusion flulds refevant fo this reglongl paediatic
fiuld guldeline and submit a report to the Pharmacy Contracling Evaluation
Group and copled o the Regional Paediatric Fluld Therapy Working Group.

Conclusion

This circular Is an addendum to Circutar HSC{SQ5)20/2007 which informed you about
implementation of lhe NPSA alerl on reducing the nisk of hyponalraemia when administering
iniravenous infusions to children. This Alert is applicable to HSC Trusts and other ‘
independent hospitals, hospices and regulaled eslablishments.

A regional c!in_ibai guidsling is altached to assistin impiemenlalioﬁ of Gircular
HSC{SQS)20/2007.

A commercially produced version of the wallchart and pocket version will be clrculated by
NIMDTA 1o HSC organisations when it becomes avaitable. This should be complemenied by
information about the availabifity of infusion {luids in individual Trusts.

The Department expacts HSG organisations to complele the NPSA audit template and return
it to thé Department by 31 Qclober 2007, as outlined in Circufar HSC{SQS)20/2007.

Yours sincerely

. ’/E‘«iwl"m. UG \/{*1{{{53' tsx&b . l'
DR MICHAEL McBRIDE DR NORMAN MORROW MR MARTIN BRADLEY
Chief Medical Officer Chief Pharmaceutical Oflicer Chief Nursing

Officer
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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(SQS)20/2007 - issued April 2007)), RQIA will review HSC Trusts,
Agencles and Independent Hospitals and Hospices for evidence of implementation of
the National Patient Safety Agency (NPSA) Patient Safely 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 accessnbie to all healthcare staff involved in the delivery of

care to children.

3. Provide training 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 establishments) 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 all settings where children aged 1 month to
16 years are treated.
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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
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 focally.

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 ongomg
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 ali wards likely to accommodate children aged one
month to 16 years old including A & E Departments, Adults 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 Regional Coordinator for the Confidential Enquiry into Maternal and
Child Health (CEMACH) since January2006 following her appointment to 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 Uister 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
who 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 director in an
acute Trust in England where she was involved in commissioning, operational and risk
management, governance and capability development to achieve the range of healthcare
standards. She was a former Commission for Heaith Improvement reviewer until her
appointment with the NPSA.
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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, professional regulation and quality assurance. This
includes work with a range of regulators and other organisations in a national and

international capacity.

-Supported by:
Hilary Brownlee, Project Manager, RQIA

Laura Sharples, Administrative Team Leader, RQIA
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Qur ref: IWC/cm

19 May 2010

Mr Michael McGimpsey, MLA

Minister for Health, Soclal Services and Public Safety
Department of Health, Soclal Services and Public Safety
Private Office -

C5.5, Castle Buildings

Stormont Estate

Belfast

BT4 35Q:

Dear Minister

RQIA Review Programme; Reducing the risk of hyponatraemia when
administering intravenous fluids to children

| write to advise that the Board of RQIA, at a meeting held on 13 May 2010,
approved the final report of the Hyponaltraemia Review, which was forwarded to
DHSSPS on 19 April 2010 in.draft form, In accordance with the requirements of
the Management Statement and the Publications Protocol.

This commissioned Review examined the arrangements in trusts and in
independent hospitals to achieve full compliance with the National Patient Safety
Agency Alert 22: "Reducing the risk of hyponatraemia when administering
intravenous fluids to children" (28 March 2007).

RQIA would wish to express its gratitude to staff in trusts and the independent
sector for their cooperation during the review.

The Review Team concluded that trusts and independent healthcare facilities in
Northern Ireland have good operational control of the administration of
intravenous fluids to children, and that compllance with NPSA Alert 22 has been

substantially achleved.

The Report makes 8 recommendations which are summarised on page 20 of the
report.

Informing and improving hedlth and soclal care




RQIA commend this report and its recommendations for your consideration, and
we would be grateful to be kept informed regarding the likely timing for the future
publication of the report. ' ,

Yours sincerely
%@;ﬁ@ﬂ
Dr fan Carso/

Chairman

cc  Dr Andrew McCormick, Permanent Secretary
Mr Glenn Houston, Chief Executlve, RQIA

DHSSPS -  330-049-044






