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My history ;

Adult training UCLH
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PICU / retrieval nurse
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Clinical site practitioner

Senior lecturer LSBU
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Clinical site practitioner

Senior lecturer LSBU
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My surgery;

In Rutland – England's smallest county

The Practice area covers over 120 square 
miles in the villages around Rutland Water.

Members of the East Leicestershire and 
Rutland Clinical Commissioning Group 
(ELRCCG) 

Mainly refer for secondary care to 
Peterborough City Hospital and its clinics at 
Stamford



• Current list size 8500 (and growing)

• Current clinical team of 3 partners, 2 Salaried GPs, 2 ANPs, 3 
Nurse Practitioners, 3 Practice Nurses, and 1 HCA

• On-site dispensary dispensing to 77% of patients

• 10,000 items dispensed monthly



Electronic consultation - Ardens







Local formularies





Prescribing errors

• Paediatric prescribing errors are common, with a UK multicentre 
study identifying errors (using the above definition) in 13.4% of 
‘medication orders’ (written prescriptions on medication chart 
review) in hospitalised children  . 

• One primary care study found that, within a one-year period, 26.1% 
of children in primary care received an off-label prescription. 
Prescribing off-licence is not an error in itself; however, the authors 
suggested that 75–85% of these prescriptions were associated with 
error relating to incorrect dosing, implying that up to 22% of children 
in primary care may have received an incorrect prescripƟon .





• Paediatric-specific causes of errors
• Stemming from fundamental differences between children and adults 

— including variations in size and weight, physiology and metabolism, 
and pharmacokinetics — the review implicated five paediatric-specific 
factors in prescribing errors:

• Individualised dosing and calculations;
• Off-licence prescribing;
• Different medication formulations;
• Communication with children and parents;
• Inexperience with working with children .



• Errors associated with electronic prescribing
• EP refers to systems by which prescriptions can be digitally generated 

and transmitted. They often incorporate clinical decision support 
(CDS) — computerised systems that can assist prescribers by 
providing dosing information, issuing warnings or automating 
calculations. 

• In practice, studies reporting the impact of EP in paediatric hospitals 
have shown varied results, ranging from a slight increase in mortality 
to significant decreases in prescribing errors 

•  . These discrepant results may reflect both the range of different EP 
systems that are in use and how they are implemented and managed.



• Box 4: Best practice for aiming to promote safer prescribing for children
• Prioritise high-risk error types, medications, patient groups and areas of 

practice.
• When designing paediatric education, consider both paediatric-specific and 

generic causes of errors. 
• Emphasise informal educational opportunities within practice rather than 

classroom teaching;
• Use a facilitative style of feedback to help prescribers reflect on their 

prescribing and commit to meaningful changes in practice;
• Explicitly and deliberately emphasise errors’ potential to stimulate learning 

within teams rather than apportioning individual responsibility;
• Carefully consider how electronic prescribing systems are adapted for use 

in children and give prescribers practical support in their use.



Top 5 paediatric consults

5. Reflux and Lactose intolerance

• Give advice about gastro-oesophageal reflux (GOR) and reassure parents and 
carers that in well infants, effortless regurgitation of feeds:
－ is very common (it affects at least 40% of infants)
－ usually begins before the infant is 8 weeks old
－ may be frequent (5% of those affected have 6 or more episodes each day)
－ usually becomes less frequent with time (it resolves in 90% of affected infants 
before they are 1 year old)
－ does not usually need further investigation or treatment.



• When reassuring parents and carers about regurgitation, advise 
them that they should return for review if any of the following 
occur:

- the regurgitation becomes persistently projectile

- there is bile-stained (green or yellow-green) vomiting or 
haematemesis.

- there are new concerns, such as signs of marked distress, 
feeding difficulties or faltering growth.

- there is persistent, frequent regurgitation beyond the first year 
of life.



• In formula-fed infants with frequent regurgitation associated with 
marked distress, use the following stepped-care approach:

- review the feeding history, then

- reduce the feed volumes only if excessive for the infant's 
weight, then

- offer a trial of smaller, more frequent feeds (while maintaining 
an appropriate total daily amount of milk) unless the feeds are 
already small and frequent, then

- offer a trial of thickened formula (not always popular though as 
can make feeding slow and difficult)



• In formula-fed infants, if the stepped-care approach is 
unsuccessful, stop the thickened formula and offer alginate 
therapy (Gaviscon) for a trial period of 1 to 2 weeks.

- If the alginate therapy is successful continue with it, but try 
stopping it at intervals to see if the infant has recovered.



In breast-fed infants with frequent regurgitation associated with 
marked distress that continues despite a breastfeeding 
assessment and advice, consider alginate therapy for a trial 
period of 1 to 2 weeks. 

If the alginate therapy is successful continue with it, but try 
stopping it at intervals to see if the infant has recovered.



• Do not offer acid-suppressing drugs, such as proton pump 
inhibitors (PPIs) orH2 receptor antagonists (H2RAs), to treat 
overt regurgitation in infants and children occurring as an 
isolated symptom.

• Consider a 4-week trial of a PPI or H2RA for children and young 
people with persistent heartburn, retrosternal or epigastric pain.

• Assess the response to the 4-week trial of the PPI or H2RA, 
and consider referral to a specialist for possible endoscopy if 
the symptoms:
- do not resolve or
- recur after stopping the treatment





















4. Eczema





Skin thinning and other adverse effects with topical corticosteroids
• Local adverse effects of topical corticosteroids (TCS) can include:
• Transient burning or stinging;
• Worsening and spreading of misdiagnosed fungal infection;
• Reversible thinning of the skin;
• Stretch marks;
• Allergic contact dermatitis;
• Acne vulgaris;
• Reversible, mild hypopigmentation;
• Excessive hair growth at the site of application. 



• a recent review bringing together all safety data from 38 systematic 
reviews of TCS use in adults and children with eczema, found that skin 
thinning is uncommon when TCS are used intermittently ‘as required’ 
to treat flares or on two days a week as ‘proactive weekend therapy’ 
to prevent flares.

• The risks of skin thinning with TCS are increased with:
- Using potent or very potent TCS;
- Inappropriate long-term continuous use;
- Treating sensitive sites where the skin is thinner, e.g. face or genital 
areas;
- Using TCS under occlusion, e.g. a nappy, dressing, or when applying in 
skin folds;
- Treating large areas.



• Children, especially infants, are particularly susceptible to systemic 
adverse effects of TCS because they have a proportionately greater 
body surface area to weight ratio, and so there is a greater degree of 
absorption for the same amount applied. 

• However, systemic effects, which include adrenal suppression, 
Cushing’s syndrome and growth suppression, are rare.









3. Urinary infection
• Prevalence and epidemiology
• Urinary tract infection (UTI) is one of the most common bacterial 

infections of childhood. 
• Among febrile infants, unwell children in general practice and older 

children with urinary symptoms, 6%–8% will have a UTI.
• Prevalence varies with age, peaking in young infants, toddlers and 

older adolescents. UTI is more common in female and uncircumcised 
male infants.

• During toddler years, toilet training can lead to volitional holding and 
bladder stasis, promoting UTIs. Prevalence peaks again in adolescent 
females when sexual activity disrupts bacteria near the urethral 
orifice.



• The clinical presentation varies and is often non-specific, particularly 
in young infants. This makes early diagnosis and management of 
paediatric UTIs challenging. 

• Therefore, UTIs should be suspected in every febrile infant until 
proven otherwise.

• A full voiding history should include frequency, urgency, stream, 
volume, suprapubic pain, dysuria, secondary enuresis and toileting 
practices. 

• Other relevant history includes the amount of fluid intake and bowel 
habits. In younger children, carers may report non-specific symptoms 
such as lethargy, fever, vomiting, malaise, failure to thrive, irritability 
and offensive urine.



• Although often unremarkable, physical examination should include 
assessment of the abdomen, external genitalia, lower limbs and hydration 
status. 

• In rare instances, underlying conditions that contribute to UTIs, such as 
spina bifida, phimosis, labial adhesions or sexual abuse, may be present.

• UTI diagnosis is based on clinical symptoms in association with a positive 
urine culture. The amount of bacterial growth required for a positive 
culture varies by age and method of urine collection.

• Urinalysis is a quick, non-invasive method to screen for UTIs. However, 
urinalysis alone is not sufficient to diagnose a UTI.  

• In febrile children, urinalysis can help to identify who should receive 
antibacterial treatment while cultures are pending.

• Even though treatment may begin prior to receiving culture results, the 
causative organism and antibiotic sensitivity should be evaluated to 
formulate a targeted therapeutic regimen.



• The evidence indicates that cranberry concentrates effectively treat 
UTI symptoms in adults. However, there is no evidence to suggest 
that cranberry concentrate is therapeutic, prophylactic or reduces UTI 
symptoms in children, and is not recommended.







2. Asthma

My child has a cough all the time, especially at night…I’ve tried 
everything…
• Asthma
• Viral induced wheeze
• Gord
• Allergy









• Dosage
• Most people take montelukast once a day in the evening to prevent 

asthma or allergy symptoms. However, if exercise makes your asthma 
worse, your doctor might tell you to take montelukast 2 hours before 
you exercise. Never take more than 1 dose a day.

• The usual dose for:
• adults and children aged 15 years and older – one 10mg tablet
• children aged 6 to 14 years – one 5mg chewable tablet
• children from 6 months old to 5 years – 4mg (this can be granules or 

as a chewable tablet)



• How to give granules to a child
• Montelukast granules come in a sachet with 4mg of granules inside 

(one dose). They can be put directly on your child's tongue. You can 
also mix the granules with a spoonful of cold, soft food, such as 
yoghurt or ice-cream.

• Make sure your child takes the whole dose immediately (or within 15 
minutes).

• It's important to not dissolve the granules in a drink. You can give 
your child a drink afterwards.



Ear, Nose, Throat
• Ear Infections
• Until a child’s sinus drainage systems are fully developed, they’re 

more horizontal than vertical, so it’s easier for bacteria to get stuck 
and cause infections. That’s why ear infections are more common in 
young children than in older children or adults.

• When to treat at home: If the discomfort seems mild, warm compresses and over-the-
counter pain relievers may help. But since ear infections are often quite painful and can 
worsen if not treated, they typically require a trip to the doctor.

• When to see your paediatrician: If your child is in pain, has fever, it’s their first or second 
ear infection in a year and if antibiotics were successful in treating previous infections.

• When to see an ENT: If your child has had four or more ear infections in one year or if 
antibiotics haven’t been successful, your paediatrician will likely recommend a visit to a 
paediatric ENT to discuss whether ear tubes may help.



• Common Cold/nasal discharge
• Kids get colds all year long, which cause issues affecting the ears, nose 

and throat. Keep in mind that some of the symptoms of a common 
cold can easily be confused with symptoms of the flu, COVID-19 or 
other infections such as strep throat or a sinus infection.

• When to treat at home: If your child has sniffles, sneezes, a mild cough and/or sore 
throat but no fever and it lasts only a week or so.

• When to see your paediatrician: If your child is running a fever of 101 or higher for 72 
hours, if the illness lasts for more than 10 days, if there’s thick yellow or green discharge 
(could indicate a sinus infection) or if there are also flu symptoms (chills, body/muscle 
aches, fatigue) or COVID-19 symptoms (any of the flu symptoms, as well as vomiting, 
diarrhoea and/or new loss of taste or smell).

• When to see an ENT: Your paediatrician may refer you to an ENT if your child 
experiences recurring sinus infections or if minor illnesses repeatedly cause 
inflammation of the tonsils.



• Snoring or Noisy Breathing
• These conditions are not normal in children, or even in adults, and 

should be checked out when they occur on a regular basis.
• When to treat at home: If it only happens when your child has allergies, a cold or other 

minor illness, there is likely no need to see a doctor (unless other symptoms warrant a 
visit).

• When to see your paediatrician: If snoring and/or noisy breathing occur consistently, 
even when your child is not congested.

• When to see an ENT: Your paediatrician will likely refer you to an ENT if he/she suspects 
enlarged tonsils, adenoids, sleep apnoea, chronic sinusitis or a deviated septum.



• Nosebleeds
• Dry air, especially indoor air in the wintertime, can cause nosebleeds. 

Children are also known to scratch and pick at their noses, which can 
cause excessive irritation inside the nasal passages, leading to 
nosebleeds.

• When to treat at home: If the nosebleed is the result of a minor trauma, like being 
struck in the nose with a toy, or it happens for other suspected reasons (such as when 
your child has a cold or allergies) and subsides quickly.

• When to see your paediatrician: If bleeding from an injury doesn’t subside or if your 
child is having frequent nosebleeds.

• When to see an ENT: Although uncommon, your paediatrician will likely refer you to an 
ENT to rule out potential causes of recurring nosebleeds such as a clotting disorder, if 
nosebleeds occur often, are heavy or aren’t alleviated with common measures like 
placing a humidifier in your child’s room.



Some other common issues
• Referral for ADHD / autism – will ALWAYS need input from school 

otherwise referral rejected.

• Nocturnal enuresis – often managed by community team/school nurses 
before being referred to paediatrician

• Allergy testing – definitely refer if full anaphylaxis (lip swelling, stridor, need 
for adrenaline). Otherwise depends on history

• Eating disorders/mental health – CAMHs very busy so often ask for input 
from primary care. Can be challenging to manage so recognise your own 
limits and make this clear to the patient and family.



Abdominal pain ? migraine

• What you need to know
• Abdominal migraine is episodic central abdominal pain occurring with 

other features of migraine and associated with other episodic syndromes 
(particularly cyclical vomiting and migraine limb pain)

• Abdominal migraine usually starts in childhood, though it may occur in 
adults, commonly with a family history of migraine

• The person is well between episodes with a normal physical examination 
and developmental milestones

• Abdominal migraine is a positive clinical diagnosis and requires no further 
investigation once “red flags” are excluded

• To manage abdominal migraine, provide an explanation of the diagnosis 
and discuss available acute and preventive treatments with the patient and 
family



Abdominal Migraines – A tummy monster!

31 May 2019

Article by Dr Katy Munro

What is an abdominal migraine?

Mostly common in children, abdominal migraine are episodic 
abdominal pains with various other migraine features. The child might 
complain of severe abdominal pains without any headache symptoms. 
This condition is largely misunderstood and under diagnosed due to 
lack of information and awareness.

This condition is common in children with abdominal pain especially if 
there is a family history of migraine. Abdominal migraine (AM) is one 
of the most common causes of functional abdominal pain in children. 
Many sufferers will have headaches at other times too or go on to get 
more classical symptoms of migraine later. Some continue to get 
abdominal migraine symptoms into adulthood.

Chronic and recurrent abdominal pain is a very distressing symptom 
that causes significant morbidity in affected children impairing their 
school performance and overall quality of life. Abdominal migraine 
(AM) is one of the most common causes of functional abdominal pain 
in children



Scare stories…



Record keeping / Remote consultations



• Recording a consultation
• In order to best support patient care, your consultation notes should be 

made as soon as possible and include the following details:
• relevant history and examination findings (both normal and abnormal)
• your differential diagnosis and any steps taken to exclude it
• decisions made and agreed actions
• information given to patients, including the different treatment options 

and risks explained during the consent discussion
• the patient's concerns, preferences and expressed wishes (this will also be 

valuable should they no longer have capacity)
• drugs or other treatment prescribed and advice given
• investigations or referrals made
• the date and time of each entry and your identity.



Example 1.



Example 2



My reflection
• Did I get enough information ?

• Did I feel confident to make my decision ?

• Did I support my decision with guidance or references ?

• Did I safety net appropriately ?

• Did I record accurately and thoroughly ?

• Would I have done anything differently at another time ?



In conclusion….

• The most difficult medication to prescribe is…



Nothing…..
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