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Patients typically require ISOTONIC
fluids such as:

* Sodium chloride 0.9%
eHartmanns
*Plasma-lyte

SEE OVER for details
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Maintenance fluids - is most
appropriate

Normal daily fluid and electrolyte
requirements for HEALTHY adults:

» 25-30mL/kg/day (based on ideal body
weight) of water

* 'mmol/kg/day sodium, potassium, chloride
* 50—-100g/day glucose

e.g. for an average 70kg adult this could be
met with two bags of 0.3% sodium chloride
and 3.3% glucose with 40mmol of potassium
at 83mL/hr (1L 12 hourly)

Y

» Unstable patients need to be reviewed at least every 2—4 HOURS. All patients should be reassessed

at least DAILY.

* Ensure you have requested a strict fluid balance chart during period of IV fluid therapy.
* Consider slowing rate of fluid infusion overnight in patients at risk of overload.
 Switch to an enteral route (oral, NG, PEG etc.) as soon as possible.
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REPLACEMENT and REDISTRIBUTION

1. Fluid Replacement

Fluid deficit

¢ Intravascular hypovolaemia: Replace with fluids such as 0.9% sodium chloride or compound sodium lactate (Hartmanns).
In selected clinical situations appropriate colloids (4% albumin or succinylated gelatin) could be considered. Seek advice if

unsure when colloids appropriate. If haemoglobin low, consider blood products.

» Extracellular deficit: Correct with replacement fluid, based on type of fluid lost (see diagram). If serum sodium is low, avoid
5% glucose or glucose saline combinations. Administer half required volume over 8 hours and second half over next 16 hours.
If poor cardiac reserve reduce rate to half over 12 hours and second half over next 24 hours. Reassess frequently.

Fluid overload

* Review all fluid administration including “To Keep Vein Open (TKVO)” orders and for drug administration. Minimise sodium and
fluid volume given. Consider diuretic.

Electrolyte derangements
» See Prescribing Guidelines for Electrolyte Disturbances in Adults.

2. Ongoing Abnormal Fluid Losses

» Check ongoing volumes and composition of
losses using diagram provided.
* Replace with appropriate fluid. Use table 1 to

aid in fluid choice.

Table 1: Properties of Some
Common Fluids

Vomiting and nasogastric
tube loss

Gastric fluid contains:

m20-60 mmol Na*/l

u 14 mmol K/l

= 140 mmol/l CI/l

m 60-80 mmol H*/l.

Excessive loss causes a
hypochloraemic (hypokalaemic),
metabolic alkalosis. Correction
requires supplemental K* and CI~.

Biliary drainage loss
u 145 mmol Na*/l

= 5 mmol K/l

= 105 mmol CI71

= 30 mmol HCO,/I

Diarrhoea or excess
colostomy loss

m 30-140 mmol Na*/l
m 30-70 mmol K/I
=20-80 mmol HCO,

High volume ileal loss via new
stoma, high stoma or fistula

100-140 mmol Na*/l
4-5 mmol K*/I
75-125 mmol CI'/l
0-30 mmol HCO/I

Lower volume ileal loss via

Tyoe of fluid Sodium |Potassium| Chloride | Glucose
yp mmol/L | mmoliL | mmollL | gL

Sodium

chloride 154 0 154 0

0.9%*

Compound

sodium 129 5 109 0

lactate

(Hartmanns)*

Plasma-lyte

148 in water” a S 98 g

0.83% sodium

Chloride

and 3.3% 51 0 51 33

glucose*

5% glucose 0 0 0 50

* Available as pre-mix with 20mmol or 40mmol/L

of potassium.

#Compatibility with some medications may be an
issue. Check product information for further advice.

d stoma or low fistula

50-100 mmol Na*/l
4-5 mmol K*/I
25-75 mmol CI/I
0-30 mmol HCO/I

Ongoing blood loss

‘Pure’ water loss (eg fever,
dehydration, hyperventilation)

Mainly insensible water loss (ie
relatively low electrolyte content);
results in potential hypernatraemia.

Pancreatic drain or fistula

m125-138 mmol Na/I
=8 mmol K/l

=56 mmol CI/|

= 85 mmol HCO,/I

Jejunal loss via stoma or fistula

u 140 mmol Na/l
u 5 mmol K'/I

= 135 mmol CI/
=8 mmol HCO,/I

Inappropriate urinary loss
(eg polyuria)

Na*/l and K*/l very variable, so
monitor serum electrolytes closely.

Match hourly urine output (minus 50
ml) to avoid intravascular depletion.

Diagram source: National Guideline Centre (2013) Intravenous fluid therapy in adults in hospital. Clinical guideline 174. Published by the National
Clinical Guideline Centre at The Royal College of Physicians, 11 St Andrews Place, Regent’s Park, London, NW1 4LE. Copyright © NGC. Reproduced

by permission. A larger diagram is available at: https://www.nice.org.uk/guidance/cg174/resources/diagram-of-ongoing-losses-191664 109

3. Redistribution and Other Complex Issues

* Post-op fluid retention and redistribution: Fluids with a higher sodium concentration at reduced volumes are indicated
(e.g. 0.9% sodium chloride at 40-50mL/hr in a euvolaemic patient). Consider adding potassium 20mmol/L from day 2 or 3.

* Impaired cardiac function: Patients are at increased risk of fluid overload. Reduce volume given and monitor frequently.

* Impaired renal function: Patients may be at increased risk of overload/hyperkalaemia. If oliguric, do not use potassium.
For hypovolaemia correct as per fluid deficit above. For euvolaemia limit volume to, urine vol + other losses + 500mL per day.

* Septic patients: Have variable increased fluid requirements. Vasopressor support in ICU may be required. Seek advice.
* Obese: Adjust estimate fluid requirements and electrolyte doses based on ideal body weight. If BMI is greater than 40kg/m?

seek expert advice.

* Smaller/Geriatric patients: Proportional reductions indicated. Do not use these guidelines in paediatrics.

 Specific fluid requirements: Patients on dialysis, with burns, liver disease, transplants, acute neurological conditions
(meningitis, encepahalitis and stroke), diabetic ketoacidosis or hyperosmolar hyperglycaemic state, have very specific fluid
requirements. Seek advice.
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