
                      

1

SAFETY AND QUALITY
REMINDER OF BEST PRACTICE GUIDANCE

Subject Prescribing of Liquid and other Sedative 

Medications for Children and reducing the risk of 

over use  

HSCB reference number  SQR-SAI-2018-040 (AS & PCC) 

Programme of care Acute Paediatrics and Primary and Community Care 

LEARNING SOURCE 

SAI/Early Alert/Adverse incident � Complaint

Audit or other review Coroner’s inquest �

Other (Please specify) 

SUMMARY OF EVENT 

An investigation into an unexpected death of a pre-school child with complex medical 
needs/neurodisability has concluded. The cause of death recorded at the coroner’s 
inquest was chloral hydrate toxicity. The purpose of this letter is to highlight the 
learning from the investigation. 

The child was under review by their local Trust community paediatric team. The 
treatment being used included liquid chloral hydrate to aid sleep.  The child’s GP 
practice noticed a pattern of ordering and prescribing of the medication at frequencies 
greater than would be expected over a period of several months. A number of reasons 
were given by the child’s carers for the repeated requests for prescriptions including 
spills, bottles breaking and additional doses administered because of vomiting. The 
practice stopped further prescriptions being issued when this was identified and 
contacted the community paediatric team to alert them. Unfortunately the child died a 
short time later before the circumstances could be investigated fully. 

Since this incident, the community paediatric team involved have identified other 
patients whose carers have been requesting large volumes of sedative liquid 
medication, including chloral hydrate, midazolam and melatonin.  

REQUIREMENTS UNDER CURRENT GUIDANCE  

Liquid and other sedative medications prescribed for use in children have the 
potential to be misused. The recent cases have highlighted overdose of the child 
as possible risks.    
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For GPs and Trust staff 

• The General Medical Council states that you are responsible for any prescription 
you sign, including repeat prescription for medicines initiated by colleagues, so 
you must make sure that any repeat prescription you sign is safe and 
appropriate.  

For Trusts when prescribing sedative liquid or other medicines: 

• Paediatricians should be alert to the potential for parents to over-order sedative 

medications, especially with children with complex needs on a wide range of 

medications.  

• Whilst each case needs assessed on a case by case basis regarding the extent 

of any over-ordering, if significant over-ordering is detected, the child should be 

admitted to a paediatric unit that day to enable full assessment of the 

circumstances and a safeguarding referral made to social services. 

• Indicators of over-ordering (such as parents complaining it is difficult to get 

medications from their GP practice) should be followed up by detailed enquiry 

and liaison between the Paediatrician and GP regarding the prescribing history. 

• For PRN medications (eg rescue medication for seizures) the Paediatrician 

should review at each appointment the frequency with which the PRN 

medication is required and specify, for the GP, the likely number of 

doses/amount of PRN medication required per month. 

• Paediatricians should be aware of possible changes in effects/side-effects of 

medication when children with complex needs have an alteration in their enteral 

feeding device/regime eg PEG to PEJ, and manage accordingly. 

For General Practice when prescribing sedative liquid medicines: 

• Consider issuing these medicines as acute rather than repeat prescriptions. 

• Prescribe up to a maximum of 28 days’ supply at a time. 

• Add the expected number of days the medicine should last for onto the 

dose/directions field of the PMR so that this appears on the label for the patient 

to see. 

• Review prescription requests for sedative liquid and other medicines for 

continued need and be vigilant for any early requests. 

• Record the reasons given for any early requests in the consultation field. 

• Consider a “vulnerable patients” register for patients receiving this type of 

medicine, especially for very young or elderly patients where a carer(s) is 

involved in managing their medicines. 

• Where appropriate, consider restricting who can order medicines on behalf of 

these patients and ensure this information is recorded. 

• Follow up with the specialist if there are any concerns or suspicions about how 

the patient’s medicines are being managed. 

• Maintain appropriate records of clinical interventions, including any discussions 

with the community pharmacist. 
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Community Pharmacists 

Pharmaceutical Society of NI Professional Standards and Guidance for the Sale and 
Supply of Medicines: 

• 3.3 requires that the patient receives sufficient information and advice to 
enable the safe and effective use of the prescribed medicine and 

• 6.3 that the pharmacist must ensure that the delivery mechanism used enables 
the medicine to be delivered securely and promptly to the intended recipient with 
any necessary information to enable safe and effective use of the medicine 

• 3.11, states that labelling of dispensed products is clear and legible, computer-
generated and where appropriate includes any cautionary and advisory labelling 
recommended by the BNF.  

• 3.2 &3.4 and HSCB Dispensing Service Specification 2.1, state that a clinical 
assessment of every prescription is undertaken, by a pharmacist, to 
determine the suitability of the medication, the appropriateness of the quantity 
and its dose frequency for the patient and appropriate records of clinical 
interventions are made. 

HSCB Medicines and Safety Advice Letter July 2015 (Communication between GPs 
and Community Pharmacists about clinical concerns) provides recommendations on 
how pharmacists should deal with any clinical concerns relating to a prescription. 

For Community Pharmacy when dispensing sedative liquid medicines: 

• Where a liquid medication has a short shelf-life, please ensure that the 

prescriber and patient, or their representative, are informed and that the quantity 

dispensed is appropriate.  

• Ensure that the expected length of time the medicine should last for is 

transcribed onto the label if this detail has been included in the prescription 

directions. 

• Speak directly to the patient, or their representative when supplying the 

dispensed medicines to allow them to discuss any concerns they might have. 

• Be aware of any unusual patterns of behaviour e.g. repeated reports of bottles 

breaking.  If there are any concerns or suspicions about how the patient’s 

medicines are being managed, contact the GP practice, speak directly with a GP 

and document the intervention with date, time, pharmacist and GP name, 

summary of query and outcome. 

References: 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/prescribing-and-

managing-medicines-and-devices/repeat-prescribing-and-prescribing-with-repeats

http://www.psni.org.uk/wp-

content/uploads/2012/09/standards_on_sale_and_supply_of_medicines-

revised1mAR2016.pdf

http://www.medicinesgovernance.hscni.net/primary-care/medicines-safety-advice-letters
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ACTION REQUIRED 

HSC Trusts should: 
Disseminate this letter to all relevant staff. 

HSCB should: 

Disseminate this letter to General Practitioners, GP Locums, GP Practice staff, GP 
Out of Hours Services and Community Pharmacists.  

GP Practices, GP Out-of-hours services and Community Pharmacists should: 

Disseminate this letter to staff within your practice / service.  

NIMDTA should: 
Disseminate this letter to doctors in training in relevant specialties.  

RQIA should: 
Disseminate this letter to relevant independent sector providers.  

Date issued 18 July 2018

Signed: 

Issued by Dr Adrian Mairs
Acting Director of 
Public Health

Mr J Brogan 

Assistant Director of 

Integrated Care 

Head of Pharmacy and 

Medicines Management

Mrs M Hinds  
Director of Nursing, 
Midwifery and  
Allied Health 

Professionals


