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Route and form

Enteral (by mouth or 

tube) – liquid

28 

(56%)

IV bolus 14 

(28%)

IV infusion 4 (8%)

Enteral (by mouth) –

tablet/capsule

3 (6%)

Intraperitoneal 1 (2%)
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Case 1

Teenager with medical complexity and epilepsy

Clobazam

Community pharmacy 

Obtained 10mg / 5ml instead of 5mg / 5ml

Incorrectly labelled as ‘5mg / 5ml: Take 7ml (7mg) 

daily’

Administer for one month  Unsteady

General Pharmaceutical Council. Patient safety spotlight: the risks of prescribing and supplying medicines to children. 2021



Case 2

4 week infant discharged oral morphine 100 micrograms/ml 

specials solution

Discharge summary:

“Oramorph 50mcgs/kg/per dose = 190mcg every 4 hours”

GP prescribed and community pharmacy dispensed Oramorph 

10mg / 5ml oral morphine solution

Infant continued to receive 1.9 ml

NHS England NEY. Serious Incident Case Study: Infant Morphine Overdose  Investigation Summary & Learning July 2023







Hierarchy of Effectiveness of Patient Safety Interventions
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1. National formulary of standard 

unlicensed liquid specials

• Narrow and standardise
strengths available

• Accessible to 
electronic prescribing 
systems

• Remove as licensed 
products become 
available



2. Standardise pharmacy 

dispensing labels

• Variation confusion

• May improve 
carers’/parents’ 

understanding



3. Standardise and embed culture 

of using generic drug names

• Common brand names 
refer to specific 

products and 

concentrations

• Spoken healthcare 
culture between 

staff and families

NHS Trust training material



4. National agreed transitional 

care prescribing framework for 

paediatric medicines

Red Hospital only

(Agreed high risk 

list)

Amber Shared care

(all unlicenced

specials)  

Green Primary care



5. Supplies set up before 

discharge, 

and communicated with parents / 

carers

• Direct communication 

with supplying pharmacy

• RAG rating

• Standardised mechanism 

e.g. Discharge 

Management Service

• Health literacy and 

inclusion
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