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Sleaw attach additional sheets if more space 1s required. Please identify clearly any document to which you refer
or rely upon for your answer. If the document has an Inquiry reference mumber, e, & Ref: 049-001-001 which is
'Chart No.1 Old Notes’, then please provide that number.,

If the docuntent does not have an I nquiry reference number, then please provide a copy of the document attached

QUERIES ARISING OUT OF YOUR INITIAL STATEMENT TO THE INQUIRY (WS-049/1)
Please provide the following information:
(a)  Describe your career history before you were appointed to Altnagelvin Hospital.

Whilst attending Grammar School T held a part time position in the catering industry as a
waitress between the ages of 15 and 17 and a half, T then went on to complete my Nurse Training
at Altnagelvin Hospital L/ Derry from April ‘82 to April ‘85, and qualified as a Registered Nurse,

Following my registration I then worked as a Temporary Staff Nurse within Altnagelvin in an
orthopaedic Ward for six months from June to November ’85,

Following the Birth of my Twins and then my fourth Child, I was employed as a temporary Staff
Nurse at the Waterside Hospital's Infectious Fever Unit for Children from February to the end of
March 1989,

[returned to Stradreigh Hospital (Mentally & Physically Handicapped Adults and Children)
temporarily for a period of two weeks in April 1989,

In June 1989 I obtained a permanent position as a Staff Nurse in the Waterside Hospital's
Infectious Fever Unit for Children. The Infectious Fever Unit subsequently closed and
amalgamated within Altnagelvin Hospital and T was transferred to their Paediatric Ward in May
1990.

(b)  State the date on which you were appointed to Altnagelvin, and the grade at which you
were employed?
May 1990 as a Grade ‘D’ Staff Nurse

(c)  When were you appointed as an E grade Staff Nurse?
October 1999

(d)  Describe your work commitments to the Altnagelvin Hospital from the date of your
appointment to the 7t June 2001, stating the locations in which you worked and the periods
of time in each department/location.

Iremained in the paediatric Ward Nursing children up to and including the age of thirteen,
and had a six-month rotation to the infant unit nursing infants up to six months of age.

(€) By June 2001 quantify the experience you had gained of nursing for children who had
undergone surgery?
On any given day, there could have been between two and four Surgical Patients in our
forty-two bedded unit,
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(3)

(f) By June 2001 quanti fy the experience you had gained of working with patients on a

paediatric ward?
The majority of in-patients that I encountered were children with Paediatric conditions,

At the time of your appointment to Altnagelvin Hospital as a Staff Nurse were you provided with
training or induetion and if so,

(@)

(b)

(©

(d)

Describe the training or induction which you received.
I'was given an informal introduction to the ward at that time by Senior Staff nurses, Sister
and the Ward Manager

State the date or the approximate date when you received any training or induction.
Training was an on going and informal process,

Identify the person(s) who delivered this training or induction.
Senior Staff nurses and ward sisters Little and Millar,

Indicate if you received any documentation at this training or induction.
[ did not receive any documentation.

You have identified in your witness statement the training which you received between October
1992 and May 2004 (WS-049 /1 Page 1),

Provide full details of any advice, training or instruction which was provided to you at
Altnagelvin Hospital in order to inform you about any of the following issues;

* Hyponalraemia

a) L had recetved no specific training or instruction in relation to Hyponatraemia prior to
2001,

In 2002, Senior anaes thetic Consultant, Doctor G Nesbitt and Patrick Stewart (senior
Pacdiatric Anaesthetist) as representatives of Altnagelvin Trust, provided training on IV
fluid management following the Trust’s introduction of the Hyponatraemia guidelines
from DHSSPSNI issued in 2002.and posters were put up on Ward 6 highlighting the
dangers and explaining the procedures to follow in the ptevention and management of
Hyponatraemia,

In-house training days that I attended on paediatric Resuscitation also incorporated
fraining regarding fluid and Electrolyte management

Hyponatraemia guidelines from DHSSPSNI issued in 2002,

¢ Post Operative Fluid Management

Pre 2001 - The training at that time ensured that children received intravenous fluids until
they were able to drink and pass urine

Post 2001 ~ It was ensured that children did not receive Solution 18, Rather an isotonic
solution was commenced after the child’s weight and electrolytes had been checked before
hand,

This policy has been updated regularly - the most recent update was in February 2012,
Hartmann's Solution and 3% Dextrose was decided as the appropriate solution of choice.

WS-049/2 Page 3
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(4)

(@)

(b)

(c)

()

Children now have pre or intraoperative Electrolyte Profiles cartied out.
The Anaesthetist is responsible for children’s intravenous fluid management for the first
twelve hours post operativel y. + EP checked then also.

*  Record keeping regarding fluid management
Prior to 2001 ~ Children had a daily intake and output chart plus an intravenous fluid
sheet if receiving parenteral fluids. The nurse’s responsibility was to ensure that this was
completed during their shift.

Post 2001 - Sister McKenna arranged a talk from a Barrister regarding the importance of
accurate record keeping in med ico-legal cases,

At Nursing Handovers, Sister and Senior N urses highlighted the importance regarding
strict fluid intake and output and accurate recording of same.

The Fluid balance sheet has changed radically. This is now an A5 double-sided sheet,
incorporating, daily intravenous fluid prescription, oral intake, capillary blood glucose
records, urinary output, fluid losses (vomitus, aspirations, defecations, drainage,) Daily
electrolyte result record, weight, and calculation of fluid requirement according to weight
Signs were made for all Rooms to inform parents and children that they should inform us
about their child’s cating, drinking and any fluid loss.

And address the followi ng -

Who provided this advice, training or instruction to you?
Dr Geoff Nesbitt, Dr P Stewart., Sister McKenna, and Ursula McCollum the Resuscitation
Train ing Officer for the Trust

When was it provided? It was provided March 2002,

What form did it take? Formal study days

Post Operative Fluid Management talk by Dr G Nesbitt, When the Hyponatraemia
guidelines from DHSSPSNI issued in 2002,

Posters on Ward.,

Paediatric Resuscitation Days ~ Presentation, Scenarios, Group Discussion.

What information were you given? Handouts and verbal instruction on IV Fluid
Management, highlighting the Risks, dangers and signs to look for.

In particular what information were you given in relation to the allocation of responsibility
for prescribing intravenous fluids for post-operative children?
Anesthetist will prescribe fluids for the first twelve hours post operatively

“[Staff Nurse Daplme Paiterson) informed me that My, Makar Surgical SHO had prescribed Intravenons
Hartman's Solution for Raychel. As this was ot in keeping with conmmon practice on the ward I informed

Mr.,

2)

P

Makar who then changed (he prescriplion fo Solution 18 (see page 020-021-040).” (WS-049/1 Page
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®)

(a)

(d)

(e)

(f)

(8)

Provide full details of what you mean by the phrase, “common practice on the ward,” with
regard to the prescription of intravenous fluids?

When I arrived on Ward 10 (Pacdia trics) May 1990, Solution 18 was prescribed for pre and
post surgical and medical patients and it was the practice of both medical and surgical
doctors to prescribe solution 18 and was commonly used as the first solution of choice

How were you made aware of this “comimon practice”?
I'was made aware by Senior Staff Nurses and Ward Sisters, Surgical doctors usually
prescribed this fluid.

Were you ever given an explanalion so that you understood why the usc of Solution 18 was
to be regarded as the “conmon practice” on the ward?

I'was told Solution 18 was appropriate as this fluid contained glucose and prevented fasting
children from going hypoglycemic.

So far as you arc aware, was My, Makar unaware of this “common practice”?
I'did not ask him if he was aware, therefore this is outside my knowledge

What did you say to Mr. Makar in order for him to change the prescription to Solution 18?
I do not recall the exact conversation but T told Mr Makar that Solution 18 was the usual
fluid children received and would he change the prescription, and he did.

What did Mr. Makar say lo you when you informed him of this “common practice”?
He changed il without any discussion,

Did Mr. Makar give any explanation in su pport of his intial decision to use Hartmann's
Solution?
No ~ not as far as | can recall.

“The fluids were in progress until Raychel was going to theatre, then discontinued and recommenced when
she returned to Ward 6. (See page 020-020-039)" (WS-049/1 Page 2)

(a)

(b)

Insofar as you are aware, identify the person who decided that Raychel should be
recommenced on Solution 18 upon returning to the ward from theatre?

I do not recall the person who decided that Solution 18 was to be recommenced on return to
the ward. It was noted on the recovery area care chart (Ref, 02-014-022) and this would
have been our usual practice,

Did you receive an instruction to recommence Raychel on Solution 18 upon her return from
theatre? No

If so,

(i) Who gave you that instruction?

(i) Was that instruction given verbally or in writing?

INQ-RF
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(6)

)

(i) Was a prescription wrilten in respect of Raychel’s post-operative fluid
management?

(iv) Ifa proscription wasn’t written in respect of post-operative fluid management,
please comment on whether this was unasual or whether this was standard
practice?

(v) I you did not receive a verbal or written instruction in relation to the type of fluid
to give Raychel, on what basis did you give her the fluid which you gave her when
she returned from theatre?

(vi)  Who erected/connected the intravenous fluids for Raychel upon her return to the
ward?

(vi) Did you give consideration at any lime to whether it was appropriate to infuse
Solution 18 at a rate of 80ml/hr to a child of Raychel’s weight, post operatively?

“Althe nnrsing handover in the morning Iinforned the staff on duty that Raychel had not micturated,
had received rectal “flagyl” 500 mgs and “voltarol” 25mgs for pain at 07:00 hours and appeared
comfortable on reporting. (See pages 020-017-033 and 020-017-036).” (WS-049/1 Page 2)

(@)  Atwhat time (app roximately) did you deliver the handover in relation to Raychel?
Sometinie after 07.50 hours,

(b)  Who was present at the handover?
I am unsure of the names and cannol recall,

() Had the surgical ward round taken place by the time you delivered the handover?
Surgical handover had not laken place as far as | was aware - if anyone did see any of the
children, then nurses who remained on du ty during handover would relay any changes.

(d)  Were you aware if Raychel had vomited by the time you delivered the handover? If she had
vomited, was this information disclosed al the handover?
I ' was not aware,

() Atwhat time did you g0 off duty?
Lam unsure of the exact time,

“Lreturned lo night duty on Friday 8% [une, and look charge of the main ward for the duration of my shift.
As Lwas in charge I did not fill in anty obserontions on Raychel, At handover, Staff Nurse Michaela
MeAuley reported that Rayclel lnd michurated but had vomited a Jew times during the day, and Inter
requiring Parenlteral “Zofran” at around 17:30 hours, parenteral Solution 18 was infusing at 80mls/hr and
lier parents were preseut,” (WS-049/1 Pa ge 2)

6
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(@)

(b)

(0

(h)

What time did ni ght duty commence?
Night duty started at 19.50 hours approx.

What impression did you form of Raychel’s condition on the basis of the information
suplied to you at the handover?

My impression was that Raychel had post operative nausea and vomiting and that this was
not in any way unusal. -

When you took charge of the main ward did you allocate a nurse to the care of Raychel? If
so, identify that nurse?

The 3 night nurses worked as a team - no speciific nurse was allocated to Raychel’s care. 1
was distibuting medications to all the patients and the other nurses performed the hands-on
care and carried oul the observations

Il you did allocate a specific nurse to Raychel’s care, what factors did you take into account
when making that allocation decision?
N/ A - see response at 7 (¢) above

Whal steps, if any, did you take in relation to the care of Raychel when you received the
veport on her condition from Staff Nurse Michacla McAuley?

L did not take any initial steps regarding Raychel as my colleagues were in the process of
carrying out the observations and hands on care 1o all the patients including Raychel and
if they had any specific concerns regarding her they would report these to me . My initial
encounter with Rachel was when | administered her medications

What steps, if an y, did you direct the allocated nurse to take in relation to the care of
Raychel when you reccived the report on her condition from Staff Nurse Michaela
McAuley?

N/ A- sec response at 7(d) above

What arrangements did you have in place on the evening of the 8 June 2001 to ensure that
there was effective communication between staff with regard to changes in Raychel’s
condition?

The arrangements were that the nurses would work as a team on night duty and update
each other of any eventful episodes requiring any intervention.

Whilst you did not fill in any observalions on Raychel, what observations did the care plan
indicate should be carried out?

Observations should have been four hourly Temperature , Pulse, Respirations,blood
pressure. Pain assessmenl, wound check intravenous fluid volume infused and cannula
site

Were the abservations indicated on the care plan actually carried out?
No blood pressure was carried out.

What consideration, if any, was given to changing the nature or regularity of the
observations for Raychel, in light of her condition?

[t was not an unusual occurrence (Ref. (020-015-029) for children to display these signs and
symploms post-operatively (?) so I did not increase [ requency of observations,

INQ-RF
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(8)

“Between 21:00 howrs and 21:15 hours S taff Nurse Gilchrist reported that Raychel was still nauseated and
had vowited coffee ground material, she informed the Surgical [HO so that an antiemetic could be
prescribed and adnifuistered. 1 reaclhed Rayelel’s bed with the medicine Lrolley at 21:25 hours informed ler

father that Raychel was due to receive rectal “flugyl.” He informed me tiat Raychel had a headache and -

although she was asleep ~ was nol settled.” (WS-049/1 Page 2-3)

(a)  Apart from receiving the information that Raychel was still nauseous and had vomited
coffec ground malerial, did you and Staff Nurse Gilchrist discuss Raychel’s condition?

If so,

(vi)

(vii)

(viii)

What did you discuss?

Discussed that Raychel needed (o be examined by a Doctor and by that time the
Nurse had already called the Surgical JHO, 1 personally felt that Raychel had a
Mallory Weiss Tear and that could have accounted for the coffee ground vomit,

What conclusions were reached?
That the Zofran had not worked from 17.30 hours and another anti-emetic might
be more beneficial,

Was any decision made to take any particular action on foot of your discussion
and if so what action was taken?

No decision was reached, We knew Raychel should be seen by the Surgical Doctor
(JHO).

What consideration, if any, was given to requesting a more senior member of the
surgical team than a JHO to examine Raychel and to review her condition?

I felt that i the JHO had further concerns about Rachel then he would have in turn
consulted a senior colleague.

What consideralion, if any, was given to iden lifying the cause of Raychel's
ongoing vomiting?

From my previous experience T assumed Lhe cause was post operative nausea and
vomiting with coffee ground vomit secondary to a mallory weiss tear. which are
tears in the mucosal layer at the junction of the oesphagus and stomach where the
presentation is one of haematemesis after a bout of wretching and vomiting

Did you give any consideration to whether the conditions existed which placed
Raychel at risk of suffering an electrolyle imbalance?

No. Not at this time as Raychel was receiving intravenous fluids replacing her
ffuid Tosses from vomiting and I did not suspect that an electrolyte imbalance was
contributing, to her symptoms as these could have been due to reaction to the
anaesthetic medication or post operative nausea and vomiting that some children
had experienced in the past

If you did give consideration to the risk of an electrolyte imbalance in Raychel’s
case, what conclusions did you reach? - refer to answer 8 (vi)

INQ-RF
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(ix)  What consideration, if any, was given to asking & member of the surgical team to
take blood in order run clectrolyte tesls for Raychel?
refer to 8(vi)

(b)  How would you describe Raychel’s condition when you saw her at 21:25, and state,

(i) Whatview did you form of the seriousness of her condition?
I'found Raychel coherent and she answered my questions appropriately, Iknew
she was tired and in view of her vomiting probably needed to sleep.and I did not
suspect that she was acutely ill,

(i) What factors did you lake into account when forming that view?
This was the end of a 15t day Post-op. and vomiting was not unusual.

(©)  Did you advisc Staff Nurse Gilchrist that Raychel was now suffering from headache?
Personally Tdid not, but note that S/N Gilchrist had documented that Raychel had a
headache. (Ref, 020-015-029),

(d)  Did you speak to the surgical junior house officer when he attended with Raychel?

I do not recall speaking with him at that time,
If s0,

(i) What did you discuss? N/A.

(i) What conclusions were reached? N/A.

(i) Was any decision made to take any patticular action on foot of your discussion,
and if so what action was taken? N/ A,

(iv)  Did you make any request or suggestion to the surgical junior house officer with
regard to Raychel's care? N/a

(v)  Insofar as you are aware, was the surgical junior house officer asked to do
anything apart from prescribe/administer an anti-cmetic? If so, what else was he
asked to do?

I'was not aware of any further requests,

(e)  Evenif you did not speak to the surgical junior house officer, please explain the following:

(i) What was your understanding of Raychel’s condition after the surgical junior
house officer had scen Raychel?
That Raychel would hopefully settle having had her intravenous Cyclizine and
rectal paracetamol

(i)~ Was there any plan to monitor Raychel after she had been seen by the surgical
junior house officer, and if so, what was that plan?
Plan was to continue to observe her,

9
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(iii)  What was the treatment plan (or Raychel after she had been seen by the surgical

junior house officer?
To monitor the effects of medication which had been administered and report any
change in condition,

(iv)  What notes or records, if any, werc made in relation to the attendance of the

surgical junior house officer and the steps taken by him?
No notes were made and 1 only realized this retrospectively.

Was paediatric medical advice and assistance available upon request to the nursing staff caring
for surgical patients on Ward 6?

[f a request was made to paediatric medical staff by nurses,t he medical staff would have
requested that the nurses tto Haise directly with them regarding the concers contact the surgical

doctors

[f s0, please address the following:

(1)

(iv)

(vi)

(vii)

How was a nurse expected to make a request?
I'would have inital ly expressed my concerns to a surgical Doctor and advise him ,to
seek a Paedialric opinion.

To whom was a request to be directed?
refervals should have been directed from senior registrar to senior registrar

On what matters could paediatric medical advice or assistance be requested by a
nurse?

From personal experience | would have askecl pacdiatric medical advise regarding,
Hg. Deteriorating respiratory condition., evolvin g skin rashes, doages and frequency
of prescribed medication

How were you informed of the arrangement by which you could make a request for
paediatric medical advice or assistance?

This was usual practice as pacdiatric medical stalf were more readily available,
and,more often than not usually present on the ward.

During the night of the 8 June 2001 when Raychel was continuing to vomit, was a
member of the pacdiatric medical team on du ty at or near Ward 6?
Yes.

On the night of the 8% June 2001 would it have been possible to contact a member of
the pacdiatric medical team to examine Raychel?
Yes,

On the night of the 8% June 2001, what consideration, if any, was given by you or
others to asking a member of the pacdiatric medical team to examine Raychel?
Post operative nausea and vomiting was the responsibility of the surgical staff,

INQ-RF
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F (viii) If no consideration was given o making a request for paediatric input in Raychel’s
case prior to Dr. Johnston's involvement at 3.00am on the 9 June 2001, please explain
the reasons for this?
refer to 9(vii)

(L0 A 22:15 hours Staff Nurse Sanddia Gilelirist informed e that Raychel had veceived “Cyclizine” for
nausea: Hiew al approximately 23:30 howrs ley parends informed us they were going home and asked that
we teleplione then if there were any problems.” (WS-049/1 Page 3)

(a)  Were you informed of Raychel’s further vomiting recorded on the fluid balance chart (020-
(018-037) at

¢ 22:00 “vomited small amount x 3, and

® 2300 “small coffec ground vomit”?
[ was informed on both occasions ; Yes,

(b)  Tf you werc informed of this furthor vomiting please address the following:

(1) Who informed you about this further vomiting?
Teannot recall - cither $/N Gilchrist or 5/N Bryce.

(i) When were you informed?
Lcannot recall the specific time

(i) Did you discuss the implications of this further vomiting?
No. As 1 felt Rayehel would cventually setlle,

(iv)  If so, what was Lthe nature of this discussion and what conclusions were reached?

n/a

(V) Was any decision made to take any particular action on foot of this further
vomiting, and if so whal action was taken?
Not at this time,

(vi)  What, if any, consideration was given to informing the surgical team about this
ongoing vomiting?
I cannot recall.

(vii) If the surgical team was not informed about this further vomiting, please explain
why they weren’t informed?
As this would not have been unusal and that Raychel was receiving IV fluids.

(1) "A100:35 Staff Nurse Bryce noted that Ruycliel was beconting restless and as T was going on my break
with Nursing Auxiliary (N/A) Lynch, Nurses Gilelrist and Bryce were going to attend her. On returning
frontury break, Staff Nurse Gilehrist guoeme i reporton the patients, she informed me that Raychel had
“vomited a mouthful” had her pyjamas changed but wenl back to sleep: she had no other concerns about
her” (WS-049/1 Page 3)

INQ-RF WS-049/2 Page 11




- (a)  Was this

If so,

(i)

(i)
(iif)

(iv)

therapy,

No.

n/a

n/a

Yes,

further ep

What was
n/asee an

Was any d

isode of vomiling being documented in any note or record? If so, please

refer Lo the note or record?
No as it was an insignificant and unmeasurable amount,

(b)  Did you discuss the implications of Raychel’s restlessness and this further episode of
vomiting?
No, Raychel appearcd more settled at this time,

the nature of this discussion and what conclusions were reached?
swer at (b) above

ecision made to take any particular action on foot of her restlessness and

this further episode vomiling, and if so whal action was taken?

n/a

What, if any, consideration was given o informing the surgical team about

Raychel's

n/a

estlessness and this further episode of vomiting?

Il the surgical team was not informed about her restlessness and this further
vomiting, please explain why they weren't informed?

As Rayche

INQ-RF

Lappeared to seltle.

(12} “lnmy fourtecen years expericnce as a Staff Nirse, 1 had not knowingly encountered hyponatraemia as a
post-operatioe complication, though vomiling postoperalively is not wnconmon. T was aware that Raychel
had been sick cartier in the day and I felt that her losses were being compensated by her intravenous fluid

lons aware of Hie difference between "Hartman's Solution’ and ‘Solution 18" (WS-049/1 Page 4)
(@) InJune 2001 were you aware of the factors that could cause an electrolyte imbalance in a

Pacdiatric patient following surgery?

(b)  If'so, please identify the faclors that you were aware of that could cause an electrolyte
imbalance in a Paediatric patient f ollowing surgery?

(©)  Wereany of those factors present in Raychel’s case? If so, what were they?

(d)  Has youru nderstanding of this issue changed in any way since 2001?

(@) Atthat ime (2001) what was your practice in lerms of managing and caring for children
suffering from postoperative vomiting?

WS-049/2 Page 12




II.

(14)

Usually fluid replacement, anti-emetics and doctors would have been requested to review
vatients, They would have been informed of an detrioration.
F Y

() Was that practice applied (o Raychel?
Yes,

(8)  Has that practice changed in any way since 20017
Yes. Accurate fluid Balance is measured where possible. Regular electrolyte profiles are
taken initially 12 houny post-op, then 24 houty or sooner if indicated.

(h)  Whatwas your understanding of the differences betwoen ‘1 lartman’s Solution’ and
‘Solution 18°?
That Solution 18 contained dextrose and Hartman's did not.

() What was your understandin g (in 2001) of the appropriate fluid to use in order to replace
gastric losses?
Solution 18.

G)  Hasyour understanding of the appropriate fluid to use in order to replace gastric losses
changed since 2001?
Yes, as per DPHSSPSNI puidelines post 2002, Now Normal saline (0.9%) is used to replace
pastric losses

“Alapproximately 03:30 hours on 09/06/2001 1 tried fo phone the parents but was unable to get a response
mitially, but following a few attempts | spoke to Mr. Ferguson to inform hin that Rayclel had fitted and
asked him if there was any family history of seizutes, to which he replied ‘No', He then asked me ifhe
should rouse liis wife, wherenpon 1 lefl the decision to him, My, Ferguson came to the hospital alone.” (WS-
049/71 Page 5)

(a)  Did you convey to Mr. Ferguson that Raychel was now seriously ill?

[told him Raychel had fitted but T did not state she was seriously ill as I was unaware of the
Sodium Level at that time.

(b) I so, what language did you use to convey this message?

n/a
C In that Raychel was now seriously ill, did you give any consderation to encouraging Mr.
Y ) youg Y ging
Ferguson to arrange for Mrs. Ferguson attend the Hospital with him?
No, as T was unaware of the seriousness of her condition,
QUERIES ARISING OQUT OF YOUR DEPOSITION TO THE INQUEST (Ref: 012-043-211)

At the Inquest into Raychel’s death your deposition recorded the following:

“Lhave beew a inrse for 14 years - | had never heard of iyponatraemia. When Raychel vomited coffee
grotds we were nol alarmed al that or the amount. “(Ref: 012-043-211)

(@)  Please confirm whether your evidence has been accuralely recorded?

No.
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(b) I ithas not been accura tely recorded please slate the respects in which it hasn’t been

accurately recorded,
This has been misquoted as what | actually said was “I had not

knowingly encountered

Hyponatracmia as a post operative com plication (W/S 049/1 Page 4),

[, QUERIES ON THE ISSUE OF FLUID MANAGEMENT

Please provide clarification and /or turther information in respect of the following:

(15)  Explain fully any aclion that you took in relation Lo the following aspects of Raychel's fluid

management:

(@) Checking the apprapriateness of the fluid that she was receiving;

Lfelt it was the doctor’s responsibility to prescribe the fluid type, volume and rate

(16)

(@) .Checking the appropriateness of the rate of infusion;
refer to 15(a)

(b)  Monitoring her oral inta ke;

As T'was on night duty, Raychel had not been drinking and either had nil taken overnight

or she’d be sleeping,

(€} Addressing the replacement of her gastric losses;

I'was of the opinion that the intravenous (luid volume she was receiving would replace her

ftuid losses,

(d)  Monitoring her urine ou Lput;

[t was nol uncommon that a patient would not pass urine while sleeping,

(¢)  Monitoring her vomiting,
My colleagues recorded her flaid losses thal night.

(17) In 2001, what did you regard as the appropriale nursing approach to

a child who was stiil

experiencing episodes of vomiting more than 12 hours after surgery, and who was in receipt of

hypotonic intravenous fluids? Please sel oul all the steps that a nurse
circumstances,

should have taken in those

In 2001 I was not aware of the term Flypotenic - therefore [ was unaware of the dangers of

frequent vomits,

(18)  In 2001, what did you understand were the possible dangers for a chi

Id who was expetriencing

prolonged vomiting after sur pery and who was in receipt of hypotonic intravenous fluids?

F'was aware of dehydration, aspiration, paralytic ileus and peritonitis
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(19) In June 2001 who in Altnagelvin Hospital was responsible for organizing the structure and
allocation of responsibilities for post-operalive flaid management for paediatric cases?
The Surgical Team,

(20)  Prior to 9 fune 2001:

(a)  State your knowledge and awareness of the cases of Lucy Crawford, Claire Roberts, or
Adam Strain, and the issues arising from those cases,
I'was notaware of any of above cases prior to 2001,

(b)  State the source(s) of your knowledge and awareness and when you acquired it,
refer Lo 20(a)

() Describe how that knowledge and awareness affected your care and treatment of Raychel.
refer to 20(a)

(21)  Since 9 June 2001:

() State your knowledge and awareness of the cases of Lucy Crawford, Claire Roberts or
Adam Strain, and the issues arising from these cases,
Lam aware that there were three other children who succumbed to Hyponatraemia but I
was unsure of the full details of the cases.

(b)  State the source(s) of your knowledge and awareness and when you acquired it,
Dr Nesbitt, the Media, internal Hospital communication,

(©)  Describe how that knowledge and awareness has affected your work.
[ follow the policy and protocols as per Trust and DHSSPSNI guidelines,

(22)  Prior to Raychel's death were you awarc of the literature which highlighted the dangers posed by
the administration of hypotonic fluids to children du ring the immediate post operative period?
eg. Ariefl Al, Ayus JC. British Medical Journal 1992 304; 1218-1222, Hyponatraemia and death or
permanent brain damage in hoallhy children, or Halberthal M, Halperin ML, Bohn D. British
Medical Journal 2001: 322; 780-782. Lesson of the week: acute hyponatraemia in children admitted
to hospital: retrospective analysis of factors contributin g to ils development and resolution.

No, [ was not aware,

(23)  Describe in detail the cducation and training you have received in fluid management (in
particular hyponatracmia) and record keeping, to include any particular training relating to fluid
management in children, and provide dales and names of the relevant institutions/bodies, by
reference (o the following:

(@)  Undergraduate lovel..

(b)  Postgradualte level.

(¢)  Hospital induction programmes.
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(d)  Continuous professional development,

Since 2002 - Pacdiatric Resuscitation Training Days now incorporate fluid and clectrolyte
management ( Resusitation Training Team at Alina gelvin)

Since 2006 -Pacdiatric lmmediate [ ife Su pport is now mandatory on a yearly basis..

IV Fluid Management training 4/11/2008

(24)  Prior to 9% June 2001, describe in detail your experience of dealing with children with
hyponatracmia, including the:

(@) Estimated total number of such cases, Lo jether with the dates and where they took place.
I'had not encountered or was made aware of any children that had suffered Hyponatracmia
post operatively.

(b)  Nature of your involvement,
refer to 24(a)

(¢}  Oulcome for the children,
refer to 24 (a)

(25)  Since 9 fune 2001, describe in detail your experience of dealing with children with
hyponatracmia, incl uding the:

(@) Estimated total number of such cases, together with the dates and whetre they took place.
Yes T have encountered children with hyponatraemia on Ward 6 Paediatrics but am unable
o quantify the numbers

(b)  Nature of your involvement,
Applying topical anacsthetic cream (o facililate case of phlebotomy taking an electrolyte
profile, Checking the labora tory system for the electrolyte profile result, Informing the
medical / surgical staff that the results are available, carrying out Central Nervous System
Observations, checking the (luid requirement in accordance with the patient's weight,
erecting preseribed fluids in accordance with DPHSSPSNI guidelines post 2002 ,recording
of fluid intake and oatput

(€ Ouicome for the children.
No adverse outcomes were noted and sodium levels normalised

IV.  GENERAL
Please address the following;
(26) The Inquiry has been provided with observation sheets in respecet of Raychel for the 7t June (Ref:

020-016-031) and the 9% June 2001 (Ref: 020-016-032)? Do you know whether an observation sheet
was completed for the 8t June 20017

INQ-RF WS-049/2 Page 16



@

Ifan observalion shect was com pleted for the 8 June 2001, please address the following matters:

Do you know what has become of that document?
Itis present. (Ref. 020-015-028)

Did you make any entries in that document?
[dont believe T did.

If you did make entries in thal document are you able to provide any indication of the
content of those entries?
n/a

(27)  Interms of the episodic care plan for Raychel (Ref: 020-027-056 to Ref: 020-027-065), please

address the (nHmving:

(@)

Was the care plan available at the bedside, and

if not, how was it accessed?

No. Tt was accessed on computer at that lime on a system entitled ‘DM Nurse ./

(b)

the care provided under the care plan and state,

How was this task performed?

During the period when you were on duty what arrangements were in place for evaluating

A registered Nurse evalualed the care plan on the DM Nurse System,

Who was responsible for evalualing

The Staff Nurses allocated o Ra ychel’s Are
one of the three stalf nurses on du ty al nig

y the care provided under

the care plan?
a in the Ward during the day and any
ht would have evaluated the care given

(iti)

At what time, or in rel

ation lo what events, was evaluation to be carried out? The

evaluations were to be carried out followin

(©)
the care plan and state,
(i) How was this task performed?
Due to the acutencss of Raychel's deleriora
plan.
(i) Who was responsible [or u pdating the care

n/a

At what time, or in relation to whal cyoents,
carried out?
As soon afler event as possible,

(i)

(d)  The care plan records “observe/record wrinary onfpnt”
expected to comply with this aspect of the care plan

& the 2am observations

During the period when you were on du ty what arrangements were in place for updating

tion there was no time to update a care

plan?

was updating the care plan to be

(Ref: 020-027-063). How were nurses
and state:
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F () Inwhat document should u tinary oulput have been recorded?
Fluid Balance Sheet (Ref. (20-018-037)

(i) What was the pu rpose of recording urinary oulput?
To ensure no post operative urinary retention.

(i) For how long should trinary output have been recorded?
or the duration of Raychell’s hospital stay

(iv)  Was this aspect of the care plan fully complied with?
As far as T was awa re, itwas,

(v) I not, in what respect was it not complied with and why was it not complied
with?

n/fa

(¢)  Thecare plan records, “enconrage oral Jhids, record” (Ref: 020-027-059). How wete nurses
expected Lo comply with this aspect of the care plan and stale:

(1) Inwhat document should intake of oral fluids have been recorded?
Feed Chart or 1V Fluid Balance Chart.
Ret. 020-018-037
Ref, 020-015-027

(i) What was the pu rpose of recording intake of oral fluids?
So thal intravenous fluids could be reduced or withdrawn.

(i) For how long should intake of oral (luids have been recorded?
During the entire stay in hospital.

(iv)  Was this aspect of the care plan fully complied with?
As far as T was aware,

(v} Ifnot, in what was fespect was it not complied with and why was it not complied
with?

n/a

() The care plan records “lake/record vital signs V4 lourly x 2 ours” (Ref: 020-027-063), followed
by half hourly for 2 hours ote.

Please address the following:
() Was this aspect of the care plan complied with?

refering to observation charts 020-014-022 and 020-01 5-029 I would have to say yes
with the exception of the 6am observations an 7t june

(i) I so, where is the record of the taking of vital signs?
Post Op. Record Ref. 020-014-022.
Observation Sheet Ref. (020-015-029.,
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{- (i) If vital signs were taken /recorded on a less regular basis, please explain why the
care plan was departed (rom and why was it departed from?

The observations were recorded four hourly following the initial 4 hours of quatter
and hall hourly observations up until 2am on 9 June

(iv) I applicable, was a ny record made of the decision to depart from the care plan in
this respect?
No, as her Observations had been stablo overnight,

(28)  After Raychel’s death were you asked to take part in any process designed to learn lessons from
the care and treatment which she received and your role in it; lo include any issue about her fluid
management? If so,

(a)  Describe the process which you participated in,
Fattended an incident review meeting 12th June 2001,

(b)  Who conducted it?
Dr Raymond Fulton,

(€} When was it conducted?
128 June 2001,

() What contribution did you make Lo it?
F'contributed how I felt things could be improved for all other surgical children so that this
would not happen again, Namely; 1) Electrolyte profiles should be performed at regular
intervals whilst a child is receiving intravenous fluids; 2) I felt that more senior Doctors
should be responsible for overseeing the fluid management of swrgical children 3) I felt that
the evidence gained from this experience should be shared with all the Trusts

(@) Were you advised of the conclusions that were reached, and if so, what were they?
The main conclusion was Solution 18 should not be used for surgical patients,

() Were you advised of any issucs relating to your role in Raychel’s care and treatment?
No.

(8)  Describe any cha nges Lo fluid management practice that you were made aware of at
Altnagelvin Hospi tal following Raychel’s death,
A new Trust policy was im plemented based on the DPIHSSPSNT guidelines post 2002

(29)  Provide any further points and comments that you wish to make, together with any documents,
in relation to:

(@) The care and treatment of Ra ychelin Altnagelvin Hospital between the 7th - 9th June 2001.
[t was unfortunate that the Senjor Surgical Doctor was unavailable to guide us in relation to
the possibility that t1 yponatracmia could be causing her symptoms as opposed to post
operative nausea and vomiting,

(b)  Record keeping,
There has been a marked im provement in the Standard and quality of record keeping on
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the childven’s ward fluid balance chart has been changed accordingly, Care Planning and
Evaluation is in written formal and gasicr accessed.

(©)  Communications with Raychel’s family about her condition, diagnosis, and care and
treatment,
Had I been aware that H yponatracmia was contributing to Raychel’s deteriorating
condition Twould have been better informed to communicate the severity of her condition,

(d)  Working arrangements within the surgical team and support for junior doctors,
Surgical SHO, Registers and Consultants on) y allowed to participate in children’s care. No
junior house officers are now involved with the care of surgical paediatric patients in
Altmagelvin's pacdiatric Ward

(¢)  Lessons learned from Raychel’s death and how that affected your practice at Altnagelvin or
clsewhere

1) "The importance of bascline Blood Analysis - an Electrolyte Profile - priot to intravenous
fluids being commenced

2) The regular moniloring of the electrolyte profile post operatively in children receiving
intravenous fluids

3) The prescription of intravenous fluids m ust be in accordance with hospital policies and
protocols reflecting the DPHSSPSN puidelines 2002

4) The anaesthetist and senior physicans are now the designated persons responsible for
the prescription of intravenous fluid presriptions for surgical children

5) Every effort must be made 1o docy ment accurate records of a childs total fluid intake
and output. An updated A3 double-sided more comprehensive record sheet has now
been adopled

6) Accurale documentation and effective communication betwoen children, parents
narsing, medical and surgical staff The n arsing documentation tool has changed from
compater based to hand-written format post 2001

7) Mainaining ones professional development regarding clinical updates policies and
procedures

8) The recognition of the clinical signs of hyponatracmia

9) The use of Hypotonic intravenous infusions with surgical children have been replaced
with isotonic solutions, and hypertonic intravenous fluids are now readily available

() Current Protocols and procedures.

There are now clear and transparent clinical guidelines in tespect of hyponatraemia
((DPHSSPSNI guidelines 2002) which are also available via the Trust intranet and itis my
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sole responsibility to keep my knowledge base updated in respect of current and future
policies protocols and procedures

¥

THIS STATEMENT IS TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF

Signed:

(e /l\/‘om Dated: (QD\IC’JI ’9\ ,

C

21

Comment [a13]: Please say
‘none’ if no further comment

]
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