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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 internationa”y 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 wel| recognised by Clinicians. Therefore, the NPSA Patient Safety Alert
22: Reducing the risk of hyponatraemia when administer/'ng ntravenous
infusions to children, (Annex A) and associated alerts were issued. These
alerts describe ang recommend a series of actions that Health and Social
Care Trust (HSC) hospitals ang relevant independent healthcare hospitals
must undertake to ensure patient safety.

a. Develop an action plan and énsure that the action s 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.
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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 hyponatraemia 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 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 multi-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
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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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.

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.
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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

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.
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6. Findings and recommendations

NPSA Recommendation 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.

¢ 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.

* No. 18 Solution 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.

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

e 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.

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 Hospital, Dalsy Hill Hospital, Altnagelvm Hospital and
the:North. West Independent Clinic. _
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REC 1

REC 2

DLS

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 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.
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NPSA Recommendation 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.

[

¢ All hospitals have reviewed local clinical guidelines for fluid management of
paediatric patients.

e All 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.
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.

¢ 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.

¢ 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.

e Clinical champions in hospitals such as the Antrim Area Hospital, Altnagelvin
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 paediatric. intravenous. infusion as. indicated. in Antrim Area
Hospltal Altnagelvm Hospltal and the Royal Belfast Hospltal for Sick Chlldren

The use of Chnical champlons in hospltals such as: the Antrim* Area Hosp|tal
Altnagelvin Hospital, Ulster Hospltal and RBHSC to share expertise in relatxon to the
production of local written guidelines. .
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REC 3

REC 4

REC 5

NPSA

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 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.

Recommendation K]

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

admin

This m

istering and monitoring of intravenous infusions for children.

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.

odule is free and can be accessed on the BMJ e-learning web-site at -

hﬁp://leaminq.bmi.com/learninq/search-result.html?moduleld=5003358

DLS
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o 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

| en elevant staff complete: the BMJ: e-learnirfg module that' covers]
areas:such as safely presctibmg administéring;.an momtormg,mfravenous ﬂmds forz
ir ' ' Ul : ‘Beifast’ Hos |talf nck:g

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, 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 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.
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NPSA Recommendation 4

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

* All hospitals have recently reviewed documentation for prescribing and
monitoring 1V fluid administration.

¢ Craigavon Area Hospital, Daisy Hill Hospital, Royal Belfast Hospital for Sick
Children, the North West Independent Hospital have each carried out a

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 balance charts in all settings where children
may be treated including adult wards where children are treated.

NPSA Recommendation 5
P

romote the reporting of hospital-acquired hyponatraemia via local risk
Management systems and implement an audit pProgramme to ensure NPSA
recommendations and local procedures are being adhered to.

e Altnagelvin and Erme Hospitals submitted evidence that hyponatraemia or
intravenous fluid related incidents were being reported. This jack of data from
all other hospitals appeared to be linked to g general culture of under-
reporting rather than a lack of this type of incident occurring.

* Craigavon Area Hospital and Daisy Hill Hospital are currently reviewing local
general incident reporting arrangements following the RPA merger of legacy
Trusts.
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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.

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.

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 developmen_t Qi;,

‘tngger hsts to ald understandmg of the types of mcndents to be }»

actwnty

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

DLS

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.
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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
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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REC 1

REC 2

REC 3

REC 4

REC 5

REC 6

REC 7

DLS

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 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.

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 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.

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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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.

REC 9 Hospitals should develop mechanisms to identify the lgcation 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 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 a
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 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

P

NPSA PATIENT SAFETY ALERT 22

ent safety alert

Alert

28 March 2007

Immediate action O
Action 1
Update O
Information request (]
2
Ref: NPSA/2007/22
3
4
5

Natfonai Patlent Safety Agency

22

Reducing the risk of hyponatraemia
when administering intravenous
infusions to children

The Naticnal Patient Safety Agency {NPSA) s ssuing adv'ce to nealthcare
organsaticas on how to mirimise tne risks associated win admnistering
infusions 1o chi'dren,

Tre sevelopment of fluid-induced hyporatraema :n the previously well child
undergsing electve surgery or with mi'g iilness may "ot ce well recognised by
clnicians. To date, the NPSA's Mational Reporting and Learning System (MAL3)
has recewved only cne ircicent regert (that resuitec in no barmy, but itis Lisly
that incdents have gone unreported in the UK.

Sirca 2600, there have bean four child ceaths jand one rear miss) foliow:ng
neuriogicat njury from hospital-acquired hyponatraem-a (see defiruton on
page 7) repocted in the UK.V 3 Internationa! Inerature ctes mere thar 50 cases
of serious injury or cnld Zeath from the same cause, and associated wih tie
acminist-ation of hypatonic infusions.®

Action for the NHS and the independent sector

Tre MPSA recommends that MES and independent sector organisations in
England and Wales take tne following acticns by 30 September 2007 1=
m-nimise the risk o kyponatraemia » chilgran:

Remave sodium croride O 18% with glucese 4% intravenous infusons fram
stock and general use in areas that treat children. Suitaple aitematives must be
available. Restrict avaiiabiity of these intravencus infusions to critical care and
specialist waros such as renas, ver and cardiac urits.

Produce and cissemrate dricat gucelires for the fiuid management cf

paed atnc patients, Trese should ghe clear reocmmendaticrs for fuid
selecuion, ard d.rical and laboratsry monitorrg.

Provide adequate traimng and supervsicn “cr all staff invohee nthe
prescinrg, acmiristenng and monttoring of rtavencus infusicas $or caldren
feincnca sa’er praciice by review.rg ang improving the design of exisirg
intravenaous *iLid prescrptiors and fluio balance charts for children.

Fromote e ceparting of Fospital-acquiced hyponatrzern'a rcicents via local
ris< maragement repaning systems. Imoiemens an audit grogramme 1o ersure
MP3A recommercations and hocal procecures are being achered 0.

Fat taspunse vy
s AFNHS nd reecendert 2oy .
ANRNAINXE A Erglard avd e

Tar sction by:

s The o pharmana AT e
1dvece should (025 the reperse 2o ths
akert scponed by the daef raane,
redax. drecer. A.3Tg drecor 33
v awrawe kadrek marager

Wa rece nmand you io 1afarm:
Cinxcal govermanza ‘sagn

N vk maragers

Cimcad dreitrs - predutr s

M i pearn

Cinial drecters - xumthens
Cincsl drechn - sunery
Grecears of MG Lstzrones

The HFSA has stotmed: + Wadanes and ~caitcae

s Chat expives of nuie sk, products Regussry Sgercy
FAMGIY <I% AZANLINE, atebren + Busreds Seraces ToTITE [AEes
e, meoty: tezht wasts and b * NHS Bachasiog avd iupaly aesy
Foatth bodeds P Srglard o e o ‘Wash Haath Spples

¢ Chot exoanesregeral droctons v Ployal colieges and wooiehes
avd cmeal yovemrance leads ot * WK Drect
stratege Fesith awttonties trglarg + Relovart ;atert orqaeeaitas and

Mediat sxart & gl affers iVakast LOmmuTTty WaAth aeral mwaes
Hurteg et * Hpannhzire Camrigtizn * ndeper<ere Heathcare Foum

Pramacy stift » Heahhegre Iepocioraie Waes * 0epercer Hea thamm Advisaty v ocs
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ANNEX B

NPSA PATIENT SAFETY ALERT 22:

HYPONATRAEMIA
CHILDREN

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

For action:

Chief Executives of HSC Trusts

Chair -Regional Paediatric Fluld Therapy Working Group

NI Medicines Governance Team

Regulation and Quality improvement Authority (for cascade to
independant hospitals, hospices and relevant regulated
establishments)

For information:

David Sissling, Chief Executive Designate, HSCA

Chief Executives HSS Boards

Medical Directors HSC Trusts

Moedical Director NIAS

Directors of Public Health

Directors of Nursing HSC Boards/ HSC Trusts

Directors of Pharmacy HSC Boards/ HSC Trusts

Chair - CREST

Northern treland Clinical & Social Care Governance Support
Team

Profassor H Hay, Head of School of Medicine and Denistry, QuUB
Protessor James McEinay, Dean of Life and Health Science, Uy
Protessor Jean Orr CBE, Head of Schooi of Nursing and
Midwitery, QUB

Dr Carol Curran, Head of School of Nursing, UU

Ms Donna Gailagher, Staff Tutor of Nursing, Open Nursing

Dear Colleague

REDUCING THE
WHEN ADMINISTERING INTRAVENOUS

DHSSPS Circular HSC (SQS) 20/2007

RISK OF
INFUSIONS TO

Depatiniem of
Health, Social Services
and Public Safety

An an;w; A

Slainte, Seirbhisi Sdisialta
agus Sabhailteachta Poilli
an P e

Ry DY

Castle Buildings
Stormont Estate
Beltast

BT4 38Q

Te:: [
rax: [

Email:
Circular HSC (SQS) 20/2007

27 April 2007

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

Introduction

1, The National Patient Safely Agency (NPSA)

has issued advice to the NHS on how to

reduce the risks associated with administering infusions to children (see below). The
i Safety Alert relate 1o paediatric patients

recommendalions made in the NPSA Patient

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

30 September 2007,

fluids ta children will also wish to ensure that the actions specitied in the alert are
implemented in their organisations within the same time scale.
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NPSA Alert 22

3.

The NPSA Alert 22 is available on
h!tgd/www.ngsa.nhs.uk/sige/media/documents/2449 PaediatricinfusonsP SAFINAL.pdt

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

the Alert, All materials are available on v_v_»ﬂ.ngsg.nhs.uk/hganﬁ?glgng These

include:

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

« A prescription template providing ideas on how local prescriptions 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;

» An audit 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,

It should be noted that one of the actions in the NPSA Alert is for each NHS
organisation to produce and disseminate iocal clinical guidelines for the fluid
management of paediatric patients based on the suggested NPSA guidelines
template. As The Northern 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 intravenaus fluid clinical guideline in accordance with NPSA guidance, by
31 July 2007. This will then be disseminated to each HSC Trust for local
imptementation and monitoring.

ACTION

o

3, :‘iﬁ‘iﬁ:@ iphe,
J@'}‘f@é‘“ «.n&&v:‘f‘ 2

HSC Trust Chief Executives are responsible for implementation of NPSA Alert 22. All
Trusts should:
a. Develop an action plan and ensure that action is underway by 2 July
2007;
b. Complete actions by 30 September 2007; and
c. Retum the audit template, by 31 October 2007:

www.ngsg.nhs.uk/site/medla/documents/2452 Paediatric audit checklis

t.doc to the Safety, Quality and Standards Directorate in DHSSPS at
gualityangsafem_The purpose of this return is to

ensure full implementation of the actions as set out in the Alert.

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

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 alse wish to ensure that

g A e t with this Alen.
; i

Seéed
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Conclusion

8. Much work has alrea

dy been done in HSC organisations to promote the safe and

effective care of children receiving intravenous fluid, The NPSA Alert 22 bullds on the

expetience gained lo

cally and seeks to promote a consistent approach across provider

organisations. You are asked to ensure that this circular is widely communicated to

staff,

Yours sincerely

DR MICHAEL McBRIDE
Chief Medical Officer

Reducing the risk of hypaonat

DR NORMAN MORROW MR MARTIN BRADLEY
Chief Pharmaceutical Officer Chief Nursing Officer
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ANNEX C

DHSSPS Circular HSC (SQS) 20/2007 Addendum

NPSA PATIENT SAFETY ALERT 22: REDUCING THE RISK OF
HYPONATRAEMIA WHEN ADMINISTIRING INTRAVENOUS INFUSION TO
CHILDREN — REGIONAL CLINICAL GUIDELINES

DLS

Departmert of

Health, Sodial Services
and Public Safety

anRonn T
Slainte, Seirbhisi Soisialta

agus Sabhailteachta Poibli

ST RS WL LIPS i)
Safety, Quality and Standards Directorate
Office of the Chief Medical Officer

For action:

Chief Executives of HSC Trusts

Regulation and Quality Improvement Authorily (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 Exacutives HSS Boards

Directors of Pharmacy HSC Boards/ HSC Trusts
Medical Directors HSC Trusts

Medical Director NIAS

Directors of Public Health

Directors of Nursing HSC Boards/ HSC Trusts

Chair — GAIN

Northern treland Clinical & Social Care Govermnance Supponrt
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 Exscutive NIMDTA, NICPPET, NIPEGC

Dear Colleague

Castie Buildings
Stormont Estate
Belfast

BT4 38Q

Tel:
Fax:
Emall:

Cilrcular HSC (SQS) 20/2007 -
Addendum

16 October 2007

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

CLINICAL GUIDELINES

Introduction

Circutar HSC(SQS) 20/2007 informed you about 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.

RQIA Independent review
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The Northern Ireland Regional Paediatric Fluid Therapy Working Group and the Northern
Ireland Medicines Governance Team were asked to develop a clinical fluid guideline in
accordance with NPSA guidancs. to be disseminated to HSC Trusts for local implementation
and monitoring. A regional paediatric fluid guideline, which has been endorsed by the
Department, is attached. :

The Reglonal Paediatric 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 there is also a deficit to be considered and then the caleulation and preseribing 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 apprapriately 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 patlent assessment, treatment and reassessment or
for consultation with a senior clinician.,

Promoting Sate 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. Circular
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 Fiuid 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 fiuid prescribing for children aged 1 month 1o 16
years, Children may be Ireated in adult wards and Accident and Emergency
units, therefore, the guideline should be implemented in all setlings 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 burms or diabetic keto-acidosis (DKA) or those treated in intensive cars
will require management under special protocols; however, this guideline will be
helpful in their initial assessment and management.

2. Where a senior clinician{s) considers that a “special’” maintenance intusion fluid
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,

RQIA independent review 23
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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 directars, 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 Jjunior
prescribers on an ongoing basis, Educational material to suppont this guideline is

»

available on :
hﬂg'//www.bmilgarnir_\g.comlglanrecord/sgrvlgvResour@§earchServlet?keMordaA"&regourceld=@(_)3
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 Paediatric 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 pragress report on important
supply issues in respect of all infusion fluids relevant to this regional paediatric
fluid guideline and submit a report to the Pharmacy Contracting Evaluation
Group and copied to the Regional Paediatric 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 administering
intravenous infusions to children. This Alert is applicable to HSC Trusts and other
independent hospitals, hospices and regulated establishments.

Aregional 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
information about the availability of infusion fluids in individual Trusts,

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

M{fﬂ}

Yours sincerely

. /(‘- (ch L7 :/‘[2’ z)/z'nc{rjl te 0, \

DR MICHAEL McBRIDE DR NORMAN MORROW MR MARTIN BRADLEY
Chief Medical Officer Chief Pharmaceutical Officer Chief Nursing
Officer
RQIA Independent review 24

Reducing the risk of hyponatraemia when administering intravenous infusions to children

DLS 345-002p-024




US1pj1yo o3 suoisnyuy snousAenu; Buusisiuiwpe usym enwse)
14

1euodAy o ysu ay Buonpay
Malral Juapuasdapu) vIDY

830.d [e20] pue suonepuswwose;

‘0} pataype Bureq ase sainp
VSdN ainsus 0} swnweiBoid #pne ue juswejdw pue SwasAs Juswabeuew )SU jesof -jeyidsoy jo Buipioda, 3y} sjowo.ig

BIA BlwaeljeuodAy paJinboe.

S Uonjepusuwionay

¥ Uoljepuswiwooay
‘Buiquasaid ayy uy P3AjoAul y1ess jje 105 uoisinsadns Pue Buiuren epinciy

€ Uonepuswiwosay

"USIpIIY2 03 a1es yo Assanep sy Ul paAjoAul yejs alesyyesy je o) ®|aissadoe aie asay) jey; ainsug

‘Buniojuow Aioyeioqe) pue [estuno pue
PING jesjuno Sjeulwassip pue aanpoiy

‘Z UOHEPUBWIWOD3Y

*@sn 10} ajqejieae ae seAneUIg)R
1qejns Jey) aunsug “syun Jelpiea pue Jeay| ‘jeuss se yons Spiem jsiierosads pue aies [B3anLd o} suorsnyus snousa

E13uL 83y} Jo ANgepieAR YOSy

89 3snw ssaneussye sjqeyng ‘ualp|

345-002p-025

DLS




9¢

uaJpiIyo 0) suoisnjul snousAelul Buusisiuiwpe usym elwseljeuodAy Jo ysu ay; Buronpay
Mmainal Juspuadapu; VIDY

a1uy9 yusapuadapuy 13isin ain
leyidsoH juspuadapul 3sap YLUON HIMN
ualppiyd oIS 1oy [eydsoH iseyiag [ehoy osSHaY
[elidsoH yJied aAeibsniy HdIN
pjeuopung ‘feyidsoH 13isin adn
[eyidsoH Jaisin PIN HNW

|eyidsoH Aemasned) SNV

JendsoH easy wLuyy HYV

jendsoH auigy INY3

[eydsoy ealy utafabeully 11V
{eydsoH [itH Asieq HHQA

jeyidsoH ealy uoaebield HVD

[e)IdSOH Jo SaweN pajeinaiqqy

-sabed BUIMO[|0} 9y} UO PaSLIBLIWNS dJe SJ°8SSHA dU} 0} suonesiueblo [enplAlpul woly pajiugns sasuodsal ayl

345-002p-026

DLS



Ipne-pue jisweBeye

‘ssaiboid

ul st Juawasbeuew ping
duerpaed 1o sswwessosd
pne Jo yusurdojansp oy

JUsweBeuBis oy
3..:0.@3&&@353:. uy

EBIE |20, otliDs
wioyy vo>cEmu,s_oum_mEou,
: Ueaqjou eael Sueyo-

1o stoisis ajep jo no :

ST 2]
~6if} waij Aleyerd

S0y
oo
-\ peAbWel Useq

'ssaiboud uy
Sl pajean ase uaipyyo al1aym
Spiem jnpe saulspinb
ay Bunuswaiduwy pue
no Buyjos oy swwejboid vy

sieaf gj-p|
usIpiys Joy asen SAIsuau|
ul s|qejeae pue 38y pue
‘ed  sege Sueipsed  ‘sanesy
ut jou si BlusenevodAy  ‘spiem dielpaed ui aigefese
0} uolela; S9lousaduwon Pue isni| Aq pssiopua pue
Jo Juswssesse PamaInes suaned ouyepsed
0] Yoeosdde paimpnys  jo Juswabeuew
Areudiosy Bnwy sy oy saullepinb  jeo

A

"ssaiboud uj s) spiem

inpe ur sjuened pjo JegA
91-v1 o} Jesys uonduosaid
duieipaed ay) jo uopanponu|

'9002 pajuswalduy

189ys uondussaid

uonenoles piny pasiaay
Y e S LB

IsnuL / fepdsoy
ay; woy Alzysidutos
Panowa; usaq

SBy uonnjos gy Jaquiny HvD

10s 81 ‘oN
1954 ysdN

E leydsoy

Sequopnjos gy iequiny - - IID

waynog

345-002p-027

DLS



8¢

uaJp|iyo O} SUoISNjU; SnousAeul Buusisiuiupe usym ejwaeJeuodAy jo ysu ay) Buionpay
Mainal Juspuadapy] viDY

S gty

noiTe:

P |

siioepusILiOssY

345-002p-028

DLS



usipjiyo o} suotsnyui Snousaenu) Buuesiuiwpe usym elwsesjeuodAy jo ¥su ayy Buionpay
6¢ MaIn31 Juspuadapu| viny

“uogensiuwpe

EoEoEE. ‘pue 8siAeq

S igsna) by
noyBhoidy; .m:Eana._,Ech:_

5 n.ccaua 40, 83
m oym Jjeys Aq usyeiiepu

| UG shooy peAoxdiufue dojeasq;

e .u.scs_ pesiAey
90USPIAG

ur3ou si elwiseneuodAy o

uonelal Ut samusyaduios

J0 Juawissasse

0} yoeosdde painjonys

Ateundidsipginw lewioy

ISNIL ay; ui swsysAs | oy
UM seninoip enp ays
84} ss800e 0} |geun sie
HElS Jsramoy ‘palapisuos
usaq sey Buiuiea-g
‘ssaJbosd
Ut st Jeys souefeq piny pue |
‘2e m:_n:owma PNy Al Jo3 peys sAemie Jou aje pajeay
H3IV YSdN 03 uonejas Ut aoeid 8pMisni] e sonpoud oy jno ‘81e spio Jeak g} -p)
Ut se sswwesboud ypne oy patues Buieq si speys ssay; BI3UM SpIEM JINpE U] Yiom
JO M8l v 'says omy oy oym #E3s jo spasu Buiuien
soeyd SS0I3E speyo ajeredas omy uoisnjur A aujeipaed
ut si Buppodaa jusproul [essusn) sasn >=:wt:o jsnuj ayjp Jo yuswebeuew 3yl

Jphe:
_ucw m:_tonw.. u:mu_o:—

5 99y VSdN'

m_..oz.gm._u:_ 0} uoejes
uy, m&o:&wnEou.
58SSE'0 n&m&m&m

aleym’ senjunyuoddo.
m:::mo._.m ou_>2n_u

~$1Butuien ey ainsug -

SEeMLBYO llem S4SSHQ oY)

e 1s oEmm:o_m.
~peAeidsip c_nm__gm
spiny 1e20[ *jeutioy-
_w:ommm._ oty 5:5 .peoeides

“MBYD jjem pelIpbil ey e w:owm.uma&&oamm

aoeld )
S! sauepInb [eoiulo pasiaas
10 uoneUWBSSIP aAoE-014

“Aejdsip

uo sem sigejieae sping
[B20] sapniou) jey; uoIsian
Paljipow v “pafeidsip jou [endsoy ay) u payooss

jou s; coz:Bw 81 'ON 1 (BT

105 g oy T R
_umm VSdN - [ejdsoy Ishay

345-002p-029

DLS



0e

-pasijeul jo4 jou
g sjqejieAe |00} Jipne yeiq

-aoeld

-awwesbosd ypne oeipaed
ey} jo ped s siy; pue

$59] JO /joww Qg JO WNPos
e yum sieekg) Jepun aydoad
BunoX (e j0 speyap Buipiaosd
uaaq sey juswyedap
ABojoyred feanwuayd ayy
1002 19quusaaQg aouls osjy
‘sjustupedap

1310 jje 0} Joyenq

{eoipapy sy} Aq pajeulluassip
uoaq sey pue juswpedsp
sueipsed ay) Ul S|qeiEAR
pue asn uj S| sHodas Juapoul

UaIpIyYo 0} SuoIsnjul snouaAeul Buusisiuiwpe uaym elwseneuodAy o ysu sy Buonpay
MaInal Juapuadspul VIDN

&  "paswail Buieg si asn
u Ajpuaung yasys uonduosaid

pINg UCISNJUI SNOUSABAUI 8Y]

‘plem oujeipaed
ug @sn Ul Heyd uogensiuiupe
pue uonduosaid
uoIsnjul Al auteipeed pesiaey

‘JNo pawes
jou sI enuseseuodAy

0] uone|al Ui seusedwod
10 Juswssosse

o} yseoidde painjonys

‘Buiuies}-s jo axejdn awog

‘JElS [eaipsil
pue Buisinu Aq Buiuies)
-3 jo ayeldn [enueisqng

*pasifewlo)

jou s enwsesjeuodAy

0} uoyie|al Uy sapuajedwiod
3O JUBWSSaSSE

0] yoeosdde pamnpnys
Areudsipyinw v

‘uopessiuiwpe
piny snousAenul oujeipaed
apn|au] $I0}20p pue sesinu
10} sewweiboid uononpuy

*ssaiboid u sauyapinb
[E21UID JO SSaualeme
Buisies pue uoneuIWLSSI(

‘SBSIR pPIeM Jjnpe
pue Iy 'jiun ouelpsed
" Ul paAe|dsip Heyd (lem

‘sieak 9L

0 dn usipjiyo 1o} wyiobie
9} Jo 8sn pue Ae|dsIp yim
SpIeM Jnpe Ul ssauasjeme
Buisies y1om Buiobug

‘saljesy)
pue 39y ‘pajesd) a1e syuow
11 s1eah 1 01 dn uaipjiyo

{le a1aum spiem oujeipeed

ut paAeidsip Heyd Jlem

‘Isnuf 2y} ui syjuswiyedep
|ie 0} pajeuiusssIp
sauyepinb reaiuwd

20/90 sauts asn
ou — PaoJUod S| s

‘seale oueipaed uou
10} pepasu §| s|qe|leAe
‘lendsoy up woot

*(Aoeuwueyd

Aq paisisiujwpe
‘pseoqdno Alddns Brup
AousBiswe uy pelols
sbeq Q) sease [ea1uo

HANW

uIeyLIoN

345-002p-030

DLS



USIPJIYS 0} suoisnjur snousaesu Buusisiunupe usym eiwsesieuodA
e Mairsl Juspuadapu) oy

Y o yisii ay} Buronpay

345-002p-031

8IS 9y} episin ,wmrﬁm.w
:Buipnioul umE._.A.‘mSE«
ummm:mE‘m‘_m‘_:m‘_v__:oc.aca ;

2 jiun eses BA cEcC_:_um.
L UEO0)S 1oy.peA0stde -

senauod/ :,of:oam_m.ﬁ

1 . ssele o0} pejeuiiiiess|p SN usIpigsrieary ,
- ey vow?m.&p Ul SPOYIetL] E.oEw.mwmmﬁ. ; pue S4SSHO. UM sul up: - jeyy Seese Ul paxools” e 4
10§ 3m_n_ E,.m. w._:umoo.a< L ouoneg mEo_nE_ vcm‘BwSmm ~Aousredwios paanpnss - PomalAel “ssullaping (oD’ . " jou SI Lonnjos 8LON . gHN uisIses yinog
ypne pue SHeyo 5,084 pue
Bujpodai juspiouj Al "paed jo uoisinay Buiuren yejg saul[aping jeaul| ) [os g} ‘ON
G 93y YSdN ¥ 99y VSdN € 994 VSdN C 99y ¥YSdN 1 998 VYSdN jejdsoH snuj
i€ : T RS crseuiepinB e o ey L
o URIM ‘8ouepioose -

m..m:o.m&:_ m:o:o>ma=_

) ...o:uhw.u_En o&...n:.:.n‘._u.u:m‘:oawu:vc :

donojjos _uE._ou ._ou_w:oo.

r.W.-QO w_.”
:din. cau_Eu 30§ Ecurom_m

P:&s ::uw ol O3 puexs.
puesseusieme me.E
Mdom BujoBtio enupuoy

851n01)0 :ozmucmEo_aE.
-gsesboid 0} erupuos;;

mEEwn_.o 30 wv_

uep ‘onnjos g 'oNJo Do
sjowoud ¢ 2 entiguoy bwc__n_umia_:s oInsuy _.. esh BuioBuo Jojjuoyy ‘Suoljepuswiwosey

DLS



ce

¢ Hay
<wn_z 0} :oam_E u u_nsm ON

'TT U8V YSdN 01

Paxul suoyoe Buippaquue
pue sonjoeud sjes jo

¥SN1L ey} eunsse [jIM yoym
100} e jo juswdojeArep

Joj suejd sseiboiy

‘ISniy eyy ssosoe Bujuses;
pue sisAjeue ‘Buiiodas
juspioui jo aimino

05 dojenap o0} enuuog

© UBIPIYD 0} suoisnjul snousaenu; BupelsiuiLipe uaym BlwaeneuodAy Jo ysu sy} Butonpay
MaiAal Juspuadapu vioy

& "Apusoal pajuswejduw

uaaq sey syeyd

P3SIABI pUB PamaIAaL ugaq
aAey syeys uonduosasd
>_ ucm 9ouefeq n_:_m

Isnij ey

ssooe seese aljelpeed jje

0} MeYd eouejeq pinjy pue
uopduasesd snoueaenu;

Jo uonejuswe|duw
pue juswdojeAsp ‘meirel
no::mi mﬁ mmm..m?.&

“pasifeuuo}

10U S| JUBLISSASSE.

fousledwio) -sogid Ut s)
i “ssaiboid

ur st juswdojanap
J8ypng -asn ui si
elwseneuodAy o) uopejal
Ul 00} JUBLUSSISSE
Aousyadwos paimanys v

*Bures
-3 _,s_m jo mv_s% oz

‘uonessiujwpe
SNOUBsABLUl 0}

uoneje. uj seiausjedwos
ssosse o} seibejels
juswsidus pue esineg

‘papiaoid s) Jeyy
8inpoy buiwies-3 rg
eje|dwoo yeys [fe ainsug

‘usapjiyds

©} uoisnju] snousAenu;
Jo uonensiujwpe

ui Buguren yeys Joj everd
ui Apeelje uonoe Jueiind
oyl yum o::a:oo

‘seare

juenasial [fe uj pakejdsip
HBYD ([em pue pajeulwsssip
sauljapinb |eaun

*pepiaosd

s| Bujuies sssusieme

ainsus pue seujjepinb
[BJ1U1}0 ISnJ pasiaal
8y} jo uoneUWeSSIP

uo::m_n ey} sselboiyg

pesiaai jo- :oamEEomw_n_

Aoeuneyd pue sease
[EOIUO WOy paAowsai
Alieio} uopnios gL oN

‘seate

ediuns ui peyooys
li3s sbeq uonynjos

8] ON 104 Buljjeqe;
{euofjippe sjdwiexs
10} ‘senjeay) ‘8’|
sjusijed ele uep|iyo
aleym uoynjos

81 ON 2035 0}
enuyuos Jey) sease ui
osn jo ysu Buisiuuiw
40} sjuswebueiie
lopisuoyn

‘Isnil ayy
ssoioe esn pue Ajddns
Jojyuows 03 enupuo”)

'ON 3{50}8 03 enuitiiog”

s|endsoH
juspuadapuy

wco_umﬂcos Eoumm

345-002p-032

DLS



e

usIpIyo 0} suoisnjul snouaAeljul buus)siuiwpe usym elwaesjeuodAy Jo ysu ayy Buonpay
M3IABI Juapuadapu} VIDYH

fie-204x
 sniolioALLU) B

Suejed

“suojepueiiitioney-

345-002p-033

DLS




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,

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

2. Produce and disseminate clinica| guidelines for the flyig management of paediatric
patients. These should give clear recommendations for fiuig selection, and clinical
and laboratory monitoring.

Ensure that these are accessible to gj| healthcare staff involved in the delivery of
Care to children.

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

9. Promote the reporting of hospital-acquired hyponatraemia vig 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 ap 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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