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MEETING OF
MEDICAL DIRECTORS OF TRUSTS / DIRECTORS OF PUBLIC HEALTH / CHIEF MEDICAL OFFICER

31 MARCH 2008 (MONDAY)
13.00-16.00
€3.18, CASTLE BUILDINGS

SECRETARIAT AGENDA
' Papers

1 Apologies

PART 1 - STRATEGIC ISSUE (1.00pm - 2.15pm)

2 Serious Adverse Incidents (Dr Briscoe)
e Input from members to review of SAl systems

#

PART 2 - REACTIVE ISSUES-(for Medical Directors and Directors of Public Health)

3 Minutes of previdus meeting ~ 4 February 2008 (CMO) . . 16/08

4 Matters Arising -
i 4.1 - Hyperkalaemia Kit Pilot Exercise (Dr Briscoe) ' : 17/08
* Update and agreement on roll out :

4.2 - Screening (Dr Boyle)
* |dentification of Trust Leads - : 18/08

4.3 - Governance lssues on Regional Contracts (Medical Directors)
o MDs were to notify Peter McLaughlin of interested clinicians

CMO - no comments received from members in respect of Review of Medical'AdVisory
Structures or Tooke Report

5 Acute Medical Task Force Report (CMO) _ ' 19/08
* Implications for providers and commissioners

6 Out of Hours Endoscopy (Medical Directors) )
* Medical Directors to present summary of Trust arrangements

T Appraisal for Doctors in Training (Dr Flanagan) 20/08
* Identification of breadth of issues to be addressed

e Agree process to take forward
CMO to ask one of the MDs to lead on behalf of colleagues

8 Implications of NPSA Alert re Blood Transfusion (Dr Flanagan) ‘ 21/08 -
CMO-1  need to guard against Trusts backing away from implementing safe
: practice guidance ,
CMO -2 draw out commissioners perspective
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9 * Implementation of NPSA Hyponatraemia Guidance (Dr Briscoe) 22/08

10 Healthcare Acquired Infections (Dr Doherty)
.o Staff training and uptakes

11 National Confidential Inquiry into Patient Outcomes and Death (Dr Briscc;é) 23/08

*  Direct communication with service by NCEPOD

12 Safety and Quality Targets — PfA (Dr Stevens) ’ . 24/08
[Paper - extract from PfA document which is subject to Ministerial consideration

and approval]
SECRETARIAT PAPERS ONLY - PAPER 24/08(A)

13 AOB

NEXT MEETING 19 MAY 2008
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Papel 3a/b8

Department of

g Health, Social Services

Safety; Quality and Standards Directorate

Office of the Chief Medlpal Officer and Public Safety
An Roinn ‘
Slainte, Seirbhisi Séisialta
agus Sabhailteachta Poibli
wvaw.dhsspsil.gov.uk

For action: ’ 4

Chief Executives of HSC Trusts ' ' Castle Buildings

Chair -Regional Paediatric Fluid Therapy Working Group Stormont Estate

NI Medicines Governancs Team ' Belfast

Regulation and Quality Improvement Authority (for cascads to BT4 3SQ
independent hospitals, hospices and relevant regulated

establishments) ‘ Tel: -
For information: ' : o Fax: _
David Sissling, Chief Executive Designate, HSCA Email:

Chief Executives HSS Boards
Medical Directors HSC Trusts -
Medical Director NIAS : Circular HSC (SQS) 20/2007
Directors of Public Health o
Directors of Nursing HSC Boards/ HSC Trusts ‘
Directors of Pharmacy HSC Boards/ HSC Trusts . 27 Aprit 2007
Chair - CREST
_lf\_lorthern Ireland Clinical & Social Care Governance Support
eam .
Professor R Hay, Head of School of Medicine and Denistry, QUB
Professor James McElnay, Dean of Life and Health Science, UU
Professor Jean Orr CBE, Head of School of Nursing and
Midwifery, QUB ‘ .
Dr Carol Curran, Head of School of Nursing, UU
Ms Donna Gallagher, Staff Tutor of Nursing, Open Nursing

Dear Colleague

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

introduction

1. The National Patient Safety Agency (NPSA) has issued advice to the NHS on how to
reduce the risks associated with administering infusions to children (see below). The
recommendations made in the NPSA Patient Safety Alert relate to paediatric patients
from one month to 16 years old, They 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.

2. HSC organisations are required to implement the actions identified in the Alert by

30 September 2007. Independent sector providers which administer intravenous

- fluids to children will also wish to ensure that the actions specified in the alert are
implemented in their organisations within the same time scale.

€J
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NPSA Alert 22

3. The NPSA Alert 22 is available on : S
fm:://www.npsa.nhs.uk/site/media/documents/2449 PaediatricinfusonsPSAFINAL.pdf

A number of resources have been developed by NPSA to support implementation of

the Alert. All materials are available on www.npsa.nhs.uk/health/alerts. These

include: ' )

* A guideline template to assist with the production of local clinical guidelines;

* A prescription template providing ideas on how local presctiptions for
intravenous fluids can be improved; -

* An e-learning module for clinical staff prescribing paediatric infusion therapy;

. A practice competence statement for the prescribing and monitoring of

" intravenous infusions; , :

* Anaudit checklist to assist organisations with an.annual audit process to ensure
that the recommendations are embedded and maintained within practice; and

* A patient briefing.
Local Development of Clinical Guidelines

4. ltshould be noted that one of the actions in the NPSA Alert is for each NHS

¢ organisation to produce and disseminate local clinical guidelines for the fiuid
management.of paediatric patients based on the suggested NPSA guidelines .
template. ‘As The Northem Ireland Regional Paediatric Fluid Therapy Working Group
and the NI Medicines Governance Team were part of the NPSA external reference
group, the Department has asked both of these groups to work collaboratively to
produce an intravenous fluid clinical guideline in accordance with NPSA guidancs, by
31 July 2007. This will then be disseminated to each HSC Trust for local
implementation and monitoring. -

ACTION | )

5. HSC Trust Chief Executives are responsible for implementation of NPSA Alert 22, All
Trusts should: { . : :
4 Develop an action plan and ensure that action is underway by 2 July
2007; ' , :
b.  Complete actions by 30 September 2007; and
c. Return the audit template, by 31 October 2007:
www.npsa.nhs.uk/site/media/documents/2452 Paediatric audit checklis
t.doc to the Safety, Quality and Standards Directorate in DHSSPS at
ualityandsafe " The purpose of this return is to
ensure full implementation of the actions as set out in the Alert,

6. The return of the audit proforma should be accompanied by an endorsement by the
Chief Executive to confirm that the named HSC Trust has undertaken an internal audit
in line with the audit tool, and that the recommended actions have been fully

. implemented.

7. The audit proforma should also be copied to the Regulation and Quality Improvement
" Authority who may wish to incorporate the Trust's evidence as part of their clinical and
social care governance reviews in 2007/08. RQIA will also wish to ensure that
Rvankindependentestablishmenisare
B T ,a',_;;:‘}ﬁ:{; ol t‘ﬂ‘:cﬁﬁf
et
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Conclusion

8. Much work has already been done in HSC organisations to promote the safe and

effective care of children receiving intravenous fluid. The NPSA Alert 22 buildsonthe

.staff,
- Yours sincerely
M Fbdids ¢ fwg .
DR MICHAEL McBRIDE DR NORMAN MORROW MB MART!N BR{\DLEY
Chief Medical Officer Chief Pharmaceutical Officer Chief Nursmg Officer
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) Io-ef;n;j:};f, Social Services
58 and Public Safety

Sléinte, Seirbhst Séisialta
agus Sabhéilteachta Poibli

www.dhsspshi.gov.uk

Safety, Quality and Standards Directorate
Office of the Chief Medical Officer

For-acﬁon:

Chief Executives of HSC Trusts

Regulation and Quality Improvement Authority (for cascade to
independent hospitals, hospices and relevant regulated
establishments)

For information:
Chair -Regional Paediatric Fluid Therapy Working Group

NI Medicines Governance Team '
David Sissling, Chief Executive (designate) HSCA

. Regional Director Public Health

Chief Executives HSS Boards ‘ ,
Directors of Pharmacy HSC Boards/ HSC Trusts
Medical Directors HSC Trusts

Medical Director NIAS :

Directors of Public Health

Castle Buildings -
Stormont Estate
Belfast

BT4 38Q

Tel:

Fax

Email:

Circular HSC (SQS) 20/2007 -
Addendum

16 October 2007

Directors of Nursing HSC Boards/ HSC Trusts

Chair - GAIN

Northern Ireland Clinical & Social Care Governance Support
Team '
Head of School of Medicine and Dentistry, QUB
Professor Hugh McKenna, Dean of Life and Health Science, UU
Professor Jean Orr CBE, Head of School of Nursing and
Midwifery, QUB :

Dr Carol Curran, Head of School of Nursing, UU

Ms Donna Gallagher, Staff Tutor of Nursing, Open Nursing
Professor David Cousins NPSA

Chief Executive NIMDTA, NICPPET, NIPEC

. Dear Colleague

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF HYPONATRAEMIA
~ WHEN ADMINISTERING INTRAVENOUS INFUSIONS TO CHILDREN - REGIONAL
CLINICAL GUIDELINES

Introduction

Circular HSG(SQS) 20/2007 informed you abdut the National Patient Safety Agency alert on
administering infusions to children aged from 1 month to 16 years,

The NPSA alert Is to be implemented by 30 'September 2007, and an audit template
completed and returned to DHSSPS by 31 October 2007.

339-002-007
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The:Northern Ireland-Regional Paediatric Fluid Therapy Wofking Grbup and the Northern
Ireland Medicines Governance Team were asked to develop a clinical fluid guideline in
accordance with NPSA guidarice, to be disseminated to HSC Trusts for-local implementation

and monitoring. A regional paediatric fluid guideline, which has been endorsed by the
Depa‘rtment,'is' attached. : '

The Regional Paediattic Fluid Guideline

The fundamental layout selected for this guideline complements a structured approach to
patient clinical assessment. A sequence of questions is offered that prompts the clinician to
assess for the presence of shock and guides treatment, if required; further assessment of
whether thers is also a deficit to be considered and then the calculation and prescribing for
maintenance requirements, is also included.

The guideline emphasises that assessment of each patient should include a decision on
whether oral fluid therapy could be appropriately initiated instead of intravenous therapy and
further prompts reconsideration of this question when IV therapy is reviewed. The guidance
Is not a replacement for Individual patient assessment, treatment and reassessment or
for consultation with a senlor clinician. :

Promoting Safe Use of Injectable Medicines

Organisations should also note that the NPSA Patient Safety Alert 20 on Promoting Safe Use
of Injectable Medicines was issued on 4 June 2007 for local implementation. Citcular ™ ",
HSC(SQSD)28/2007 refers. Action included a risk assessment of injectable medicine
procedures and products and the development of an action plan to minimise risk. As
indicated in this circular, Chief Executives should have nominated Chief Pharmacists,
Pharmaceutical Directors/Advisers and Heads of Pharmacy and Medicines Management in

HSC organisations to lead the action required.

Organisations should use ready to administer preparations and, if possible, avoid the need
for potassium chloride to be added in clinical settings. Staff should consult the local Trust
policy on IV strong potassium. Information about the availability of infusion fluids in individual
hospitals should be attached to the Regional Paediatric Fluid Guideline wall chart so that all
prescribers are made aware of the infusion fluids available for use in the local hospital.

ACTION

1. HSC Trusts (and other establishments) should ensure that the guideline is

available and followed for fluld prescribing for children aged 1 month to 16
- Years. Children may be treated in adult wards and Accldent and Emergency
- units, therefore, the guldeline should be implemented in all settings where
children aged 1 month to 16 years are treated.

Certain groups of children such as those with renal, cardiac or hepatic conditions, or
suffering from bums or diabetic keto-acidosis (DKA)-or those treated in intensive care
will require management under special protocols; however, this guidsline will be
helpful in their initial assessment and management.

2, Where a senior clinician(s) considers that a “special” maintenance infusion fluid
Is required, then this alternative cholce for fluid maintenance must be endorsed

by the Chief Executive of the Trust with clear documentation of the reasons for
that endorsement. : :

339-002-008




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 collabora tion with other Directors and educational
providers, should ensure that all prescribers are made aware of this ciroular and
wall chart, and that the contents are brought to the attention of new junior
prescribers on an ongoing basis. Educational material to support-this-guideline is

available on : .
mgtllwww.bmilea’rninq.com/olanrecord/servlet/ResourceSearchServlet?keonrd=All&resourceId=5003

358&viewResource . .

In order to ensure the effective implementation of this guidance and to promote a user.
friendly version for the use by individual clinicians, the Department has asked the NI

- Medical and Dental Training Agency to work with Regional Paediatrié Fluid therapy

.. Group to produce wall and pocket charts appropriate to the needs of individuals and
teams. These will be circulated in the near future., In addition, the NIMDTA should
work with Trusts and other training agencies to ensure that the principles of paediatric
fluid therapy and its potential risks, as highlighted in the National Patient Safety
Agency Alert, are highlighted in postgraduate training programmes.

5. Trust Directors of Pharmacy should develop a progress report on Important |
supply Issues in respect of all infusion fluids relevant to this reglonal paediatric " -

.- fluid guideline and submit a report-to the Pharmacy Contracting Evaluation - - /
- Group and copied to the Regional Paedlatric Fluid Therapy Working Group. |

—

- Conclusion

This circular is an addendum to Circular HSC(SQS)20/2007 which informed you about
implementation of the NPSA alert on reducing the risk of hyponatraemia when administeting
intravenous infusions to children. This Alert is applicable to HSC Trusts and other
_ independent hospitals, hospices and regulated establishments. :

. A regional clinical guideline is attached to assist In implementation of Circular
HSC(SQS)20/2007. ‘

A commercially produced version of the wallchart and pocket version will be circulated by
NIMDTA to HSC organisations when it becomes available. This should be complemented by
infqrm‘ation about the availability of infusion fluids in individual Trusts,

The Department expects HSC organisations to complete the NPSA audit template and return
- It to the Department by 31 October 2007, as outlined in.Circular HSC(SQS)20/2007.

Yours sincerely

',(LLLCZWLM&1%£L(—& ‘ ##z—\' | m: S F’Zﬁ

DR MICHAEL McBRIDE DR NORMAN MORROW MR MARTIN BRADLEY

Chief Medical Officer Chief Pharmaceutical Officer  Chief Nursing
_ ‘ Officer
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