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1. Abstract

Acute mild to moderate dehydration remains a common problem for elderly people in care homes. There are many drawbacks with using intravenous fluids which include additional manpower due to the lack of staff competencies, difficult venous access and poor patient concordance and heightened discomfort. Hypodermoclysis remains a safe and feasible alternative to IV hydration, and there is current evidence that it is as efficacious as IV rehydration, thus potentially reducing the frequency of acute hospitalisation and a more cost-effective treatment for mild to moderate dehydration. There is little discomfort with the insertion and maintenance of the subcutaneous infusion and hypodermoclysis requires less nursing time and does not require specialised expertise to administer. This SOP is aimed at helping to support the care home teams in preventing hospital admission and continuing subcutaneous fluids post discharge. Remington R, (2007) Xiao H et al (2004) and Warren J, et al. (1991)
2. Purpose and Aim 
Purpose:

To allow registered nurses employed in primary, community, and social care to administer subcutaneous fluids to care homes residents who meet the inclusion criteria after assessment by an appropriate clinician 

Aim: to provide information about
· When subcutaneous fluids should be prescribed and used, including review
· procedure for inserting subcutaneous cannula and starting an infusion of subcutaneous fluids 
· monitoring a patient whilst they are receiving subcutaneous fluids 
3. Scope
The guidance is aimed at meeting the needs of registered nurses, caring for people within the nursing and residential home setting, to commence, monitor and discontinue a subcutaneous fluid infusion, after assessment and direction from an independent prescriber safely and effectively. 

The SOP applies to Registered nurses working within Norfolk and Waveney CCG in: 
· Primary care, 

· community care, 

· residential and nursing homes 
4. Responsibility

The responsibility of implementing the SOP lies with the provider organisation of the registered nurse using the SOP.
The Provider supporting the administration of subcutaneous fluids has overall responsibility for ensuring registered nurses carrying out this procedure are doing so in line with the SOP and have the requisite knowledge and skills to do so.  
The SOP may be implemented by registered nurses who are in the scope of the SOP. 

Subcutaneous fluids will be prescribed by an independent prescriber (usually the GP, Out of Hours clinician or other independent prescriber) in accordance with the SOP.

Registered nurses in nursing homes may use this SOP with the support of the primary care clinical lead for the care home and relevant company policies.
Care home managers implementing the SOP will ensure that registered nurses in their employ are familiar with the SOP and understand its full scope.  
5. Definitions

Subcutaneous fluids or hypodermoclysis refers to a clinical procedure that should be performed by a competent registered nurse. 

Nursing home refers to a patient residence where there are registered nurses employed 24 hours a day. 
Residential home refers to long-term care given to adults who stay in a residential setting rather than in their own home or family home.

6. Introduction/ background/supporting information
Older adults are particularly susceptible to dehydration because of age-related diminished thirst sensation and reduced kidney function, resulting in impaired sodium and water balance. They are more likely to have multiple chronic illnesses, and the effects of mild infection, diarrhoea and vomiting can further jeopardize the fragile fluid and electrolyte balance. In the care home setting, fear of incontinence, inability to independently obtain drinks, and lack of access to fluids of choice further compound dehydration. 

Hypodermoclysis is a parenteral method of infusing fluid into the subcutaneous tissue for the purpose of rehydration. It is used in patients with mild to moderate dehydration who are:

· Unable to tolerate sufficient oral fluids and 
· The intravenous route is either not practical (e.g., inability to cannulate) or not appropriate (e.g., frail, IV fluids not a routine procedure in a nursing home). 

The preferred fluid for infusion is Sodium Chloride 0.9% 1000mls (or 500mls) volume. This choice has been made as it is readily available, cheap and is unlikely to cause allergic reaction.

Administration of sodium chloride 0.9% via the subcutaneous route is unlicensed and this should be discussed with the patient (or their carer/next of kin) when gaining consent.  This must also be appropriately documented in the patient’s notes.  
Consent must be obtained before starting any treatment or physical investigation. Consent must be given voluntarily and freely. The individual must be informed about the process, benefits and risks of subcutaneous fluids and be able to communicate their decision. Information given should be relevant to the individual patient, properly explained and questions should be answered fully. 
If a Mental Capacity Assessment demonstrates that the person lacks capacity to consent to this treatment, a Best Interests meeting should be held and the decision making process fully documented. 
Hypodermoclysis is intended to correct mild to moderate dehydration due to an acute occurrence i.e.: norovirus and should not be used as a substitute for oral hydration. Clinical symptoms should always be considered before administration. Patients should have a full clinical assessment before a diagnosis is made. This should be a face-to-face review of symptoms and physical examination.
A full clinical assessment by an appropriate health care professional (HCP) is needed to ensure that patients who require fluid replacement for correction of specific problems are identified correctly and the subcutaneous fluids are prescribed by a competent prescriber. 
The assessment should be individualised, the cause of dehydration addressed e.g., treat the clostridium difficile; chest infection as well as the hydration, requesting the necessary investigations such as stool samples, sputum, urine which will support diagnosis. 
Indications for administration of subcutaneous fluids

· Acute problems such as mild infections, vomiting and diarrhoea, Clostridium difficile, flu, norovirus, chest infections, urinary tract infections.  

· Mild dehydration usually indicated by urea and electrolyte imbalance where the usual method of re-hydration is not appropriate

· Increased oral fluid intake is not feasible or manageable

· The patient is willing to have parenteral hydration

· The patient is experiencing symptoms, e.g., thirst, malaise, confusion for which dehydration is the likely cause

· Anticipation that parenteral hydration will relieve the symptoms

Subcutaneous fluids should be used with caution where there is a history of cardiac and/or renal failure and bleeding disorder in patients who have existing fluid overload. 
The benefits and harms of subcutaneous fluids need to be reviewed daily, and they should be discontinued if causing increased oedema, respiratory secretions, or distress to the patient. (Burger S et al 2006)
Contra-indications
· Severe dehydration

· Confused resident/walking with purpose 

· Palliative care

· Patients with severe/unstable CCF or who are fluid restricted

· Patients with severe renal failure or on dialysis

· Patients with fluid overload or marked oedema

· Patients who are too restless or confused to tolerate the cannula
· Coagulation disorders/low platelets/risk of bleeding at infusion site 

· Fluid replacement requiring potassium or other additives 

· Broken/infected skin at infusion sites 

· Where precise control of fluid balance monitoring is critical to clinical diagnosis 

If subcutaneous fluids are indicated, the independent prescriber will prescribe in the MAR chart with a review or stop order. Fluids should be commenced immediately by the registered nurse.

Hypodermoclysis should be a temporary solution and clinical need for rehydration should be reassessed after 24 hours; in all cases, subcutaneous fluids should be administered for no more than 72 hours unless requested by an HCP.  
The default duration for administration is 72hrs, using a maximum of three litres of fluid (one litre per 24 hours). 
If this expires in working hours, it can easily be reviewed but if it is due to expire out of hours or at the weekend the prescriber may include a more detailed plan of care. This could include

· discontinuation if the patient has resumed adequate oral input and is no longer unwell
· Subcutaneous fluids may be continued if the need for supplementary fluids persists, and the patient is no worse or recovering and does not need medical review

· Medical review or consideration of admission may be indicated if no improvement or deterioration or under other specified circumstances.

7. Staff who may undertake this procedure

Registered nurse competent in performing hypodermoclysis. 

Hypodermoclysis is regarded as a clinical practice. A clinical practice may be defined as an aspect of care which may be undertaken by registered nurses and midwives who accept accountability for their actions and feel competent to undertake the procedure. There is no formal assessment for these practices but there may be aspects of care which require a period of supervised, guided practice.

The NMC (2018) Code specifies that Nursing and midwives (N&M) staff must maintain their knowledge and skills for safe and effective practice and complete the necessary training before carrying out a new role. Nurses and midwives are accountable and responsible for providing optimum care for their patients.  It is essential that nursing staff objectively examine the information gathered from assessments and observations.  Professional accountability demands more than solely being able to perform the procedure correctly, it requires nurses to act on and understanding the clinical relevance of the results (NICE 2007 & Kisiel and Perkins 2006).

The Code (2018) clearly states that the fundamentals of care must be delivered effectively, and patients care needs are recognised, assessed, and responded to.  It also states that N&M staff should only delegate tasks and duties that are within the scope of the other person’s competence, ensuring that staff who have had a task delegated to them have fully understood your instructions.  The Code requires staff that have had tasks delegated to them, be adequately supervised, and supported to ensure safe and compassionate care and to monitor the task has met the required standard.  
8.  Procedure 

	Equipment required


	Valid prescription
	Fluid balance chart

	Sodium Solution 0.9% 1000mls or 500mls 
	Sharps box

	Clinically clean receiver or tray 
	Winged infusion set or 24 G cannula

	2% Chlorhexidine Gluconate 70% Isopropyl Alcohol (ChloraPrep One-step) 
	Plastic apron 

	Transparent adhesive dressing                e.g., Tegaderm 7cm x 8.5 cm
	Gloves 

	Standard giving set single chamber – 20 drops per ml (solution should always be gravity fed) 
	Drip-stand or hook-on wall if no drip-stand available 


Care home may hold a small stock of equipment including Sodium Chloride 0.9% and 500mls Sodium Chloride 0.9%.  

	Procedure
	Rationale

	Procedure for the administration of subcutaneous fluids using an Aseptic No Touch (DoH, 2003)

	Full clinical assessment is recorded in person’s notes by an appropriate health care professional.
	To ensure the person is receiving the appropriate intervention.

	Explain and discuss the procedure with the person.
	To ensure that the person understands the procedure and gives their valid consent. 

	Check the person has no allergies to the fluid or equipment, including chlorhexidine or alcohol 
	To prevent adverse events 

	Prepare the person: explain the procedure, gain consent from the person and document this. 
	To ensure the person understands the procedure and gives his/her valid consent 

	Check the fluid with the prescription chart 
	To ensure the correct type and quantity of fluid is administered 

	Assist the person into a comfortable position 
	To allow access to the chosen site 

	Wash hands with soap and water 
	To prevent contamination of medication and equipment 

	Prime the cannula by connecting it the giving set 
	To remove air from the tubing 

	Clean the chosen site with 2% Chlorhexidine Gluconate 70% Isopropyl Alcohol (ChloraPrep One-step) Allow to dry 
	To reduce the number of pathogens introduced into the skin by the needle at the time of insertion 

	Apply alcohol gel before putting on sterile gloves 
	To maintain cleanliness 

	Gently pinch the skin up into a fold 

Remove the protective cover from subcutaneous needle 

Insert the infusion needle into the skin at an angle of 45⁰ and release the grasped skin 
	To elevate the subcutaneous tissue, 

and lift the adipose tissue away from the underlying muscle (Workman,1999) 

	Cover with a semi-permeable film dressing, securing the wings as indicated by the dressing 
	To secure the line and protect the butterfly site from infection. 

	Write the date of insertion on the dressing label provided and secure on the edge of the dressing. 
	To enable the nurse to change the site every 3 days in accordance with best practice 

	Start the prescribed infusion 

Adjust the flow regulator and /or height of the bag to obtain the required flow rate-this should be set in accordance with the fluid prescription chart 
	To ensure the infusion is administered over the correct timescale. 

	Remove gloves and wash hands with soap and water 
	To maintain hand hygiene and prevent build-up of gel. 

	Document in the person’s nursing notes: 

Cannula site, date and start time and rate. Fluid prescribed, batch number, expiry date, expected and actual finish times. 
	To adhere to NMC Record Keeping guidance (NMC, 2009) 


9. Recommended Infusion sites for cannula placement
Suitable sites for infusion

Rotate sites to minimise tissue damage (Elkin et al., 2007)
1.  Abdomen (Except for a 2-inch circle around the navel)
2. The top and outer thighs (Avoid administering too close to the bony area above the knee)
3. The outer, upper arms (Use the outer back area of the upper arm where there is fatty tissue)
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Areas not to be used for cannula placement 

· Lymphoedematous limbs: the rate of absorption from a skin site would be adversely affected. A cannula breaches skin integrity, thus increasing the risk of infection in a limb that is already susceptible. 

· Sites over bony prominences: the amount of subcutaneous tissue will be diminished, impairing the rate of drug absorption. 

· Previously irradiated skin area: radiotherapy can cause sclerosis of small blood vessels, thus reducing skin perfusion. 

· Sites near a joint: excessive movement may cause cannula displacement and patient discomfort (Hirsch & Faull 2000). 
Removal of Cannula

· A cannula that is no longer required for subcutaneous fluid administration should be removed promptly.

· On removal of the cannula, immediately dispose into a sharp’s container at the point of use.

10. Patient monitoring and problem solving
Patient monitoring and problem solving 

To reduce the risk of complications, the subcutaneous access site should be observed regularly and removed if the patient complains of pain at the administration site, the skin is red and/or inflamed, the skin is white and/or hard, or blood is present in the administration set, plastic cannula, or winged infusion device. 

The giving set can be used for 72 hours if the connection is unbroken except to change a bag of fluids. The cannula can be capped off between episodes of care/fluid administration by using a sterile bung. 

· After 72 hours all equipment and fluids must be discontinued, and this must be documented unless the GP/HCP has requested further supplementary fluids and the patient is no worse or recovering and does not need medical review.
The site should be monitored every 4 hours for:
· Redness 

· Pain/tenderness 

· Inflammation - any signs of oedema 

· Leakage at the butterfly insertion site 

· Abscess formation 

· Bleeding/bruising 
	Problem 
	Action 

	The site is red and inflamed 
	· Needle may be sited intradermally, re-site immediately 

	Leaking back from site after removing cannula 
	· Not a problem. This is due to the area settling down after rehydration. 

	Infusion running too slowly 
	· Check gravity feed is working 

· Raise height of bag 

· Check line regulator 

	Pain at the site 
	· Adjust needle slightly to exclude intramuscular or nerve ending placement 

· Resite if necessary 

	Local oedema 
	· Adjust rate 

· Resite if uncomfortable 

· Oedema will absorb naturally 

	Bruising 
	· Resite if possible 


11. Flow Rate calculation 
Flow Rate Calculation Formula: Calculation of the Rate of Subcutaneous Infusion in Drops per Minute

The fluid is infused by gravity and there is no need for a pump to regulate the rate. The rate is set manually by counting the number of drops per minute. The rate will naturally slow if the tissue is unable to absorb the fluid. 

To set up a manually controlled drip accurately by eye, the number of drops per minute need to be counted, then applied to the formula below. 
The usual formula for calculating drip flow rate (unless otherwise indicated) 
Volume of solution x drops/ml
Divided by time in minutes
Example: 

1 litre of normal saline to be infused over 12 hours 
1000mls x 20 drops per ml    = 27 drops per minute
                                              720 minutes 
1 litre of normal saline to be infused over 24 hours 
1000mls x 20 drops per ml    = 13.8 (14 drops per minute)

                                           1440 minutes 
To calculate the volume in drops, it is necessary to know how many drops are contained within one millilitre (ml). This information should be available on the packaging of the administration set. 

The volume in mls is then multiplied by the number of drops per ml to give the volume in drops. Similarly, to find the rate in minutes, change the hours into minutes by multiplying by 60 (Hutton 1990)                                   

After setting the drip rate the number of drips should be counted for 2 minutes to check that the infusion is infusing at the correct rate. 
All residents on subcutaneous fluids must have a fluid balance chart and a subcutaneous fluids care plan, and the information leaflet for residents, carers, and relatives.
14. Audit

Nursing homes and residential homes will be asked to complete an audit form for each instance of initiation of subcutaneous fluid administration and return by email to nwccg.careprovidernurses.nhs.uk for evaluation (see Appendix 6). 
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Appendix 1
Care HOME REQUEST form – subcutaneous fluids
· Please complete and email to HCP for a decision maker to decide if subcutaneous fluids are required.

· Ensure fluids and giving set is available if subcutaneous fluids are agreed 

· Fluids prescribed on MAR chart (can be prewritten on PRN side with guidance when to start)

 Date   __/__/__   Time:

   Care home:



Direct telephone number
 Name and role of person requesting subcutaneous fluids:
 Resident name:



 DOB ___/___/_____ NHS No:
 Relevant medical history: 
 Consent gained and documented in notes: yes   no  Resident is fully informed of procedure yes   No  
 If no, state reason and/or if best interest decision: 
 DNACPR/ReSPECT yes     Preferred place of care:  no 
 Indication for subcutaneous fluids: 
	Indication
	   Tick symptoms   (√ )
	Please give more detail and clinical rationale for request

	Vomiting
	
	

	Acute

Diarrhoea
	
	

	C’diff
	
	

	Covid 19


	
	

	Symptomatic Flu
	
	

	Norovirus
	
	

	Chest infection
	
	

	UTI
	
	

	Other – please state


	
	


 Oral fluid intake in last 24 hours: 


Urine output (including faeces) in last 24 hours: 
 BP: 
Temp: 

Pulse: 

Respiratory rate: 

O2 Sats: 
Appendix 2

Subcutaneous Fluid administration Competency Checklist 
	Date:
	

	Employer Name:
	

	Learner 
	Name:

	Assessor
	Name:

	Competency


	Administering Subcutaneous fluids


INDICATORS OF PERFORMANCE LEVEL SUMMARY
	How met
	Level of Competency

	O
	Direct Observation/Return Demonstration
	1
	Below expected standards

	V
	Verbalisation/Discussion
	2
	Fully meets standards

	T
	Test 
	3
	Exceeds required standard. May precept peers 

	NA
	Not Applicable
	
	


If overall performance or competency is rated below the minimum competency level of 2, that performance or competency must be reassessed within 30 days of this review.

	The learner demonstrates skills and competence in the following:


	How

Met
	Level of 

Competency

1 2 3
	Assessed by:

	1. Gather equipment and supplies:

· Clinically clean receiver or tray

· Sharps box

· Isopropyl alcohol 70% swab 

· Transparent adhesive dressing

· Administration set 

· Winged infusion set or 24 G cannula

· Normal Saline solution 1000ml or 500mls for infusion  

· Apron Non-sterile gloves 
	
	
	

	2. Explain and discuss procedure with the patient.
	
	
	

	3. Before administering any prescribed fluid, check that it is due and has not already been given.
	
	
	

	4. Before administering any prescribed fluid, look at the patient’s prescription chart and check the following:

· The correct patient

· Fluid

· Dose

· Date and time of administration

· Route and method of administration

· Validity of prescription

· Signature of prescriber

· The prescription is legible 
	
	
	

	5. Wash hands with bactericidal soap and water or bactericidal alcohol handrub and assemble the necessary equipment.
	
	
	

	6. Check the name and volume of infusion fluid against the prescription chart.
	
	
	

	7. Check the expiry date of the infusion bag.
	
	
	

	8. Check that the packaging is intact and inspect the container and contents in a good light for cracks, punctures, or air bubbles. 
	
	
	

	9. Inspect the fluid for discoloration, haziness and crystalline or particulate matter. If this occurs, discard. 
	
	
	

	10. Establish the correct drip rate setting using the correct calculation. 
	
	
	

	11. Place the infusion bag and administration set in a clean receptacle. Wash hands and proceed to the patient. 
	
	
	

	12. Check the identity of the patient against the prescription chart, and with the patient.
	
	
	

	13. Place the infusion bag on a flat surface, remove the seal and insert the spike of the administration set fully into the infusion bag port. 
	
	
	

	14. Hand the infusion bag from a drip stand.
	
	
	

	15. Open the roller clamp and allow the fluid through the set to prime it. Close clamp.
	
	
	

	16. Apply apron and assist the patient into a comfortable position. 
	
	
	

	17. Expose the chosen site for infusion.
	
	
	

	18. Apply gloves and clean the chosen site with a swab saturated with 70% isopropyl alcohol. Wait until the alcohol evaporates. 
	
	
	

	19. Grasp the skin firmly.
	
	
	

	20. Insert the infusion needle into the skin at an angle of 45°, bevel up, and release the grasped skin. (If using a cannula, remove the stylet.)
	
	
	

	21. Connect the administration set to the device.
	
	
	

	22. Apply transparent dressing to secure infusion device.
	
	
	

	23. Open the roller clamp and adjust until the flow rate is achieved. The rate is usually 1 ml/min per site by gravity. 
	
	
	

	24. Complete the patient’s prescription chart and/or all other legally required documents. 
	
	
	

	25. Monitor the patient for any infusion – or site-related complications and document these in the patient’s notes. 
	
	
	

	26. Ask the patient to report any pain or tenderness at the infusion site.
	
	
	

	27. Discard waste, making sure that it is placed in the correct containers, for example sharps into a designated receptacle. 
	
	
	

	28. Remove gloves and additional PPE. Perform hand hygiene. 
	
	
	


· Learner is competent to perform the above tasks independently and without supervision        YES/NO
· Learner’s level of competence is below 2. 
Reassess competency on: __________________________________________ 
Reassessed and deemed competent on: _______________________________
	Learner’s Signature:
	
	Date:

	Assessor’s Signature:
	
	Date:
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Subcutaneous Fluids

Information leaflet for residents

Health Care Professional contact………………………………

Surgery ……………………………………………………………..

Mobile number……………………………………………………..

Out of hours (5pm- 8am)…………………………………………

Other contact numbers:

	
	

	
	


Subcutaneous infusion of fluids is a procedure used to prevent you from becoming dehydrated. 

You may not be drinking enough fluid to replace the fluid you are losing when you are unwell Reasons you may be unable to drink enough include:

· Fluid loss because of a high temperature due to an infection, such as a chest infection or a urinary tract infection.

· Fluid loss due to vomiting or diarrhoea or both.

· An increase in fluid intake by drinking is not feasible or manageable for you.

After an assessment and with planning by your GP/Health care professional or community nursing team the fluid replacement will be delivered in your care home by your nurse or community nursing team, following discussion with yourself and others involved in your care.

Fluid is administered by gravity using a giving set attached to a bag of fluid (Sodium Chloride 0.9%) and a specialised needle which is inserted under the skin.  It is only the first small part of the needle that goes under the skin, and it is soft and pliable. (See picture) A clear dressing will then be applied to hold the needle in place and to enable the staff to observe the site where the needle goes in.
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Some people will not be suitable to receive fluids this way; individuals will be assessed by their GP or healthcare professional as required. 

Nursing home: The infusion will be set up and reviewed by your nurse. The needle site will be observed every 4 hours.

Residential home: The infusion will be set up and reviewed as required by your community nursing team. The site where the needle is inserted will be checked at each visit by your community nurse and by the care staff every 4 hours 
In between these times, we would ask that you or others supporting your care to inspect the needle sit for:

· Leakage

· Redness

· Bleeding or bruising

· Pain

· Excessive swelling 

· Breathlessness 

If there is evidence of any of the above, please report to your nurse or care worker immediately.

Please continue to drink normally as this is to enhance your drinking and not replace it, and it is only a short-term solution to support your recovery through this acute episode. 

Appendix 4
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Fluid Replacement

Support

The Nurse thinks that you need to have more fluids than you can drink at the moment.

[image: image6.jpg]



The fluid will be given to you through a small needle into your thigh, arm, or belly. The small needle will only go into the soft tissue and will be covered by a see-through dressing. The needle is then attached to a bag of fluid with a clear plastic tube.  The fluid goes through the tube, giving you extra fluids.  This system is called ‘a drip’ by the nurses and care workers. The nurse will set this up and explain to you exactly what they are doing. 
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This is because you are not managing to drink enough for your body to be happy at the moment.  You may already feel a bit unwell with a temperature (this will make you feel hot one minute and cold the next), or you may be sick and have diarrhoea.

Or for another reason, which is written below:

…………………………………………………………..

Plan of care for you

The drip maybe in place for 3 days, however it may be less or more, but we will talk to you about that first.

Someone will check the area where the needle goes in every four hours.

You should be very careful not to pull the tubing as this could stop the drip from working.  The nurse will explain all this to you and answer your questions.
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If you are worried or uncomfortable let the care workers know so that they can check everything for you.

You can continue to eat and drink as normal, as much as you feel like.  If you manage to drink well the drip may come down sooner.
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We are participating in the subcutaneous
infusion of fluids pilot

What does this mean?

This means that we would hope to prevent dehydration due to the follow-
ing reasons:

. Fluid loss because of a high temperature due to an infection, such as a
chest infection or a urinary tract infection.
«  Fluid loss due to vomiting or diarrhoea such as Norovirus or C. difficile

. And anincrease in fluid intake is not feasible or manageable

SOME PEOPLE WILL NOT BE ELIGIBLE FOR THIS DUE TO VARIOUS LONG TERM ILLNESSES

For more information please speak to your care home manager who
will be able to provide you with a leaflet.
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Subcutaneous fluids audit form
Please complete when a decision is made to start subcutaneous fluids (s/c)

The aim of this audit is to monitor the effectiveness of subcutaneous fluids, 

Your help and support in gathering feedback is really important to us as this is a pilot and the outcome of this project will depend on up scaling to all care homes 

Once you collect the information is it possible to email weekly to nwicb.qualityimprovementnurses@nhs.net with Subcut fluids in the subject line
	Date
	Name & role of person requesting subcut fluids 
	Name & role of clinical decision maker 
	Reason for sub cut fluids 
	Were s/c fluids

commenced 

yes / no 

if no state reason
	Duration of fluids 
	Outcome: i.e.: resident had s/c and stayed in care home or admission to hospital, more treatment required, any adverse incidents.  
	Any more comments 

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Appendix 7
4 HOURLY SC FLUID SITE CHECK

	Resident:
	Date
	
	
	

	NHS No:
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sodium Chloride 0.9%
	Prescription
	VOLUME INFUSED
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	RATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	SITE CHECK
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	REDNESS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Drops per minute:
	TENDERNESS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	INFLAMMATION
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Duration:


	LEAKAGE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	ABSCESS FORMATION
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Position of Site:
	BLEEDING/BRUISING
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Ensure drinking orally, also update fluid/food chart

(input/output)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	SIGNATURE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date
	Problem identified 
	 ACTION

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	PROBLEM
	ACTION

	The site is red and inflamed
	· Needle may be sited intradermally, re-site immediately

	Leaking back from site after removing cannula
	· This is not a problem it is just the site settling down after rehydration.

	Infusion running too slowly
	· Check gravity feed is working

· Raise height of bag

· Check line is free of twists and the regulator is open

	Pain at the site
	· Adjust needle slightly to exclude intramuscular or nerve ending involvement

· Re-site if necessary

	Localised oedema
	· Adjust rate

· Re-site if uncomfortable

· Oedema will absorb naturally

	Bruising
	· Re-site if possible


Acute episode of illness





Care home asks for assessment


HCP assesses resident


Does resident meet criteria for subcutaneous fluids?











NO








YES








Severe dehydration


Confused resident/walking with purpose 


Palliative care


People with severe/unstable CCF or who are fluid restricted


People with severe renal failure or on dialysis


People with fluid overload or marked oedema


People who are too restless or confused to tolerate the cannula


Coagulation disorders/low platelets/risk of bleeding at infusion site 


Fluid replacement requiring potassium or other additives 


Broken/infected skin at infusion sites 


Where precise control of fluid balance monitoring is critical to clinical diagnosis 


Subcutaneous fluids should only be used for prevention during an acute episode that could lead to dehydration without supplementary fluid therapy.








HCP/GP (prescriber)


Prescribe fluids on MAR chart 


Are fluids written up as anticipatory if not? 


How much fluids required? 


Stop order (max 72 hours)


Who will review and when? 


Escalation plan 


Fluid balance chart, continue oral fluid


what observations do you require?


Who is monitoring the fluids?


who will remove giving set?








YES





Acute problems such as mild infections, vomiting and diarrhoea, Clostridium difficile, flu, norovirus, chest infections, urinary tract infections.  


Mild dehydration usually indicated by urea and electrolyte imbalance where the usual method of re-hydration is not appropriate


Increased oral fluid intake is not feasible or manageable


The person is willing to have parenteral hydration


The person is experiencing symptoms, e.g., thirst, malaise, confusion for which dehydration is the likely cause


Anticipation that parenteral hydration will relieve the symptoms











Resident improving?





YES








NO








Re-assess and follow normal care pathways for deteriorating resident 


GP/HCP to review with treatment plans 


Continue to encourage oral fluids 








Stop fluids


Resume normal care 
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