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5.11 Calculation of fluid
Required amount of fluid should be calculated on the basis of body weight and charted on a

1-3 hourly basis, or even more frequently in the case of shock. For obese and overweight

patients calculation of fluid should be done on the basis of ideal body weight. The regimen of

the flow of fluid and the time of infusion are dependent on the severity of DHF. The schedule

given below is recommended as a guideline. It is calculated for dehydration of about 5%

deficit (plus maintenance).

The maintenance fluid should be calculated using the Holiday and Segar formula as follows:

Body weight in kg Maintenance volume for 24 hours

<10 kg 100 ml / kg

10-20 1000+50 ml / kg body weight exceeding 10 kg

More than 20 kg 1500+20 ml / kg body weight exceeding 20 kg

For a child weighing 40 kgs, the maintenance is: 1500 + (20x20) = 1900 ml. Amount of fluid

to be given in 24 hrs is calculated by adding maintenance + 5% dehydration which is

equivalent to 50 ml/kg. This should be given in 24 hrs to maintain just adequate

intravascular volume and circulation. Therefore for a child weighing 40 kg the fluid required

will be 1900 + (40 x 50)=3900 ml in 24 hrs. For intravenous fluid therapy of patients with

DHF, four regimens of flow of fluid are suggested: 1.5/ml/kg/hr, 3ml/kg/hr; 6ml/kg/hr;

10ml/kg/hr, and 20ml/kg/hr. For ready reference, the calculated fluid requirements, based

on bodyweight and rate of flow of fluid volume for the Five regimens are given in Table 1.

Choice of intravenous fluids for resuscitation

There is no clear advantage to the use of colloids over crystalloids in terms of the overall

outcome. However, colloids may be the preferred choice if the blood pressure has to be

restored quickly. Colloids have been shown to restore the cardiac index and reduce the

level of haematocrit faster than crystalloids in patients with intractable shock and pulse

pressure less than 10 mm Hg.

Normal plasma chloride ranges from 95 to 105 mmol/L 0.9% Saline is a suitable option

for initial fluid resuscitation, but repeated large volumes of 0.9% saline may lead to

hyperchloremic acidosis. Hyperchloraemic acidosis may aggravate or be confused with

lactic acidosis from prolonged shock. Monitoring the chloride and lactate levels will help

to identify this problem. When serum chloride level exceeds the normal range, it is

advisable to change to other alternatives such as Ringer's Lactate.

Crystalloids
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