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Abstract: Background: Unlicensed and off-label (UL/OL) prescriptions have been associated with an
increased risk of drug-related problems. Data of their prevalence at hospital discharge remain insuffi-
cient. We aimed to describe the prevalence of UL/OL drugs in outpatient prescriptions at discharge
in children. Methods: We conducted a retrospective study using the routinely collected health data
of children at discharge from 2014 to 2016. The primary reference source for determining licensed
labelling was the summaries of product characteristics (SPCs) in a French industry-independent
formulary named Thériaque. We described the characteristics of UL/OL prescriptions at discharge
and looked for predictors of UL/OL prescriptions. Results: We included 2536 prescriptions of
479 children. Licensed, OL, and UL prescriptions accounted for 58.6% (95% CI: 56.7–60.5), 39.2%
(95% CI: 37.3–41.1), and 2.3% (95% CI: 1.7–2.9), respectively. A total of 323 (74%) children received
at least one UL/OL drug. Among the licensed drugs, bronchodilators (8.8%) and analgesics (8.6%),
and among the OL drugs, antibiotics (2.8%), were the most prescribed. The younger age of the
children and higher number of drugs they received increased the probability of UL/OL prescriptions
(unadjusted p-value of ≤0.05). Conclusion: The prevalence of UL/OL prescriptions is about 40% at
discharge from a pediatric university hospital in France.

Keywords: children; drug prescription; discharge; unlicensed; off-label

1. Introduction

Marketing authorization (MA) based on randomized controlled trials (RCTs) is manda-
tory for ensuring the safety, the quality, and the efficacy of a drug [1]. While most of the MA
application files of a medicinal product comprise clinical trials, about 50% of the drugs used
in children have been studied only in adults and sometimes for a different indication [2,3].
Many drugs administered to children in hospitals either lack approval for use in children or
are prescribed outside the boundaries of their product license, which is known as off-label
(OL) prescribing [4]. This issue results from the scarcity of clinical trials involving this
population, coupled with the practical challenges and ethical considerations associated
with including children in clinical research [5]. The information accessible to pediatricians
might not consistently be as comprehensive or robust as when prescribing a drug that is
licensed for an approved indication [6,7]. However, globally, there is widespread use of OL
and unlicensed (UL) prescribing for children. Clinicians argue that such prescriptions are
almost unavoidable, given the absence of RCTs for many drugs in the pediatric population
and the need to address serious diseases or urgent situations when no licensed alternatives
are available [3].
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A systematic review of studies on UL/OL drug use in hospitalized children showed
that 12.2% to 70.6% concerned OL drugs and 0.2% to 47.9% concerned UL drugs. Children
who received at least one OL and/or UL drug ranged from 42.0% to 100.0%, with newborns
receiving most of such drugs [8]. This has led to concerns that children can receive drugs
at dosages that either lack efficacy or exhibit safety problems. Comparing to licensed
prescriptions, some studies showed that UL/OL prescriptions increased about two-fold
the risk of adverse drug reactions (ADRs) in hospitalized children [4].

Appropriate medication at hospital discharge is a vital aspect of an enhanced transition
from inpatient to outpatient care in children experiencing different illnesses [9]. However,
the hospital discharge process exhibits considerable variability and a substandard quality
of care, frequently characterized by errors, omissions, duplications, and inconsistencies in
pediatric discharge care [10–12]. Such discharge care negatively impacts patients’ health
and increases the probability of subsequent hospital readmissions. Hospital readmission
rates serve as a measure of the quality of care provided in children’s hospitals. One major
cause of hospital readmission is dysfunctions in coordinated pathways between community
and hospital care that can cause adverse drug events [13,14]. According to a study, the
proportion of prescriptions at discharge with at least one drug-related problem (DRP) was
65.7%. DRPs included inappropriate drug selection (35.6%), wrong time of dosing relative
to meals (35.6%), inappropriate dosage form (9.3%), inappropriate indication (7.1%), and
drug–drug interactions (0.3%) [15]. Dick et al. showed that out of 308 pediatric patients
receiving 777 prescriptions at hospital discharge, 49% concerned an UL or OL use, of which
76% were OL [16]. While the majority of studies assessing the evaluation of UL/OL drug
prescriptions were based on inpatient [17] or outpatient populations [18], data concerning
medication at discharge, particularly in children, are insufficient. For our best search, we
did not find any study concerning UL/OL prescriptions in children at hospital discharge in
France [19]. We aimed to determine the rate of UL/OL prescriptions and their predictive
factors in hospitalized children at discharge.

2. Materials and Methods
2.1. Study Design and Setting

This was an observational retrospective study using routinely collected numeric
hospital records of discharge prescriptions data, which were only available from a sample
of the Lyon EREMI cohort. EREMI is a multi-center prospective study which evaluates the
relationship between UL/OL drug use and ADRs in hospitalized children in France [20].

A prescription was defined as a drug with a dosage, frequency, route of administration,
and duration for one patient. Therefore, a patient could have more than one prescription of
the same drug.

All further explorations based only on the anonymous EREMI database were ap-
proved by the ethics committee (authorization obtained on 20 July 2016 (CECIC Rhône-
Alpes-Auvergne, Clermont-Ferrand, IRB5891)) according to the General Data Protection
Regulation (GDPR) in Europe. The extraction and analysis of the data took place in 2022.

2.2. Data Collection

We managed and analyzed all discharge prescription data available from January
2013 to December 2016 in numerical format of the children recruited for the EREMI study.
Considering that some of the patients were hospitalized more than once, if a patient had
more than one discharge prescription, data from all hospital discharge medication during
the study period were included in the analysis. Demographic patient data included age,
sex, weight, and height. We extracted medication data with generic names, dosage, route
of administration, frequency, and duration of treatment. We limited the scope of our
study to drugs and vitamins. In France, some vitamins like vitamin D are considered
medicinal and require prescriptions. We included only vitamins in medical prescriptions,
excluding those available over the counter. Other health products, such as blood-derived
products, nutrition, contrast products, oxygen or other gases, nutrient infusions or non-
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drug infusions, and non-medical topical products such as moisturizers, ointments, and
lotions, were excluded.

2.3. Determining UL/OL Drugs

UL/OL prescribing was identified and categorized according to the definition of
Turner et al. [4]. The categories of UL use included the following: the modified use of
licensed drugs (for example, crushing tablets to create a suspension), drugs that are licensed
but formulated under a specific license (such as a liquid version of a tablet-only licensed
drug), the use of chemical substances as drugs in the absence of pharmaceutical-grade
preparations, drugs administered before obtaining a license, imported drugs (those brought
in from a country where they hold a license), and drugs lacking any product license.
Administration of a drug outside a defined age range, use of a different route, use of
a different dosage, dosing frequency or duration of use, drugs unavailable in pediatric
formulations, and prescriptions for a different indication were categories of OL use.

Two trained researchers manually and independently verified the license status of
every prescription based on the summaries of product characteristics (SPCs) in a French
independent formulary named Thériaque [21]. Disagreements were solved by consensus.

2.4. Sample Size

The sample size for this study was bound by the design of the EREMI cohort. The
sample size for EREMI was previously described [20]. Briefly, it was based on a test of
comparison of two proportions between two groups. In all, 1500 prescriptions by group
(a total of 3000) were deemed necessary to show an Odds Ratio (OR) = 1.65 with 95%
confidence that the estimate of this OR will be between 1.2 and 2.2, for the underlying
hypothesis of a risk of ADRs of 5% in the group of “licensed drugs” and 8% in the group
of “UL/OL drugs” (two-sided alpha = 0.05; power = 90%). A total of 4032 children were
included in EREMI with more than 10 thousand prescriptions.

2.5. Population of the Study

The EREMI study included 4032 participants from pediatric wards in Lyon between
2013 and 2016. The wards were nephrology, gastro-enterology, endocrinology, metabolic
and hereditary diseases, child psychiatry, neurology, pneumology, pediatric cardiology,
neurology. Among those, we retrieved 939 children with prescription at discharge. We
were able to include 479 patients from 2014 to 2016. For feasibility and due to the available
human resources at this time, we did not include 460 patients from 2013. The neonatal
department was not included in this study.

2.6. Data Processing and Statistical Analysis
2.6.1. Epidemiological Characteristics of UL/OL Prescriptions

We determined the number of individuals who were prescribed and received at least
one UL/OL drug. The prevalence of UL/OL drug use was calculated from the number of
children who were prescribed at least one UL/OL drug at hospital discharge, divided by the
total number of included children. We described the 12 most commonly prescribed drugs
and their license status. We identified the 5 most commonly prescribed UL/OL drugs.

2.6.2. Subgroup Analyses

The prevalence of UL/OL drugs was determined in different age subgroups. We used
the International Conference on Harmonization of Technical Requirements for Registration
of Pharmaceutical for Human Use (ICH) Harmonized Tripartite Guideline E11 for a clinical
investigation of medicinal products in the pediatric population [22] to define four age
groups, including term newborn infants (0–27 days); infant toddlers (1–23 months); children
(2–11 years); and adolescents (12–18 years).
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2.6.3. Search for Predictors of UL/OL Prescriptions

To identify determinants of UL/OL prescriptions, we conducted multivariate regres-
sion. Independent variables of interest included the age of the children and the number of
drugs they received. A threshold of p-value ≤ 0.05 was set to indicate statistical significance
of the variable effect, without adjustment of the number of analyses.

Descriptive analyses were performed using Microsoft Office Excel (2016) [23]. We
used R software [24] version 4.2.1 to carry out the multivariate regression.

3. Results
3.1. The Characteristics of the Included Children

Of the 4032 participants in EREMI, 939 had a prescription at discharge. Of the
479 children that were in the study, data were available for 4141 prescriptions. Excluding
1834 non-drug prescriptions, 2536 drug prescriptions were included for analysis (Figure 1).
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The gender ratio was 1.4 (265 males per 194 females). The median age was 5 years
(range 3–10). The median weight of the patients at discharge was 19.9 kg (range 12.3–32.1).
The median prescription number per child was 3 (range 1–6) (Table 1). Because the number
of children who took fewer prescriptions was higher, the median was lower than the mean
(additional information can be seen in Figure 1).

Table 1. Demographics and general prescription characteristics by age class.

<27 Days 28 Days–23 Months 2–11 Years 12–18 Years Total

Demographics

Number of children discharged (%) 2 (0.4) 138 (27.2) 298 (58.9) 68 (13.4) 479

Gender M 1/F 2 2/0 81/55 159/125 32/30 265/194

Median weight at discharge (kg) (IQR 3) 4.1 (4.1–4.1) 8.6 (7.2–9.7) 19.8 (14.4–27.8) 39 (32.5–46.6) 19.9 (12.3–32.1)

Mean weight at discharge (kg) (SD 4) 4.1 (0) 8.7 (3) 22.4 (11.7) 39.7 (13.4) 23.7 (14.5)

Prescription characteristics

Number of prescriptions 4 391 1642 499 2536

Number of products used 3 93 265 147 309

Number of prescriptions per
child. Median (IQR) 2 2 (1–4) 3 (1–6) 4 (2–9) 3 (1–6)

1 male; 2 female; 3 interquartile range; 4 standard deviation.

3.2. Primary Outcome

UL/OL drug use for children at discharge was 41.5% (95% CI: 39.5–43.3). Licensed
prescriptions were 58.6% (95% CI: 56.7–60.5); OL accounted for 39.2% (95% CI: 37.3–41.1)
and UL was 2.3% (95% CI:1.7–2.9). A total of 323 (74%) children received at least one
UL/OL drug (Table 2).

Table 2. Primary outcome.

<27 Days 28 Days–23 Months 2–11 Years 12–18 Years Total

Number of OL 1 prescriptions (%) 2 (50) 134 (34.3) 660 (40.2) 195 (39.1) 993 (39.2)

Number of UL 2 prescriptions (%) 0 11 (2.8) 36 (2.3) 10 (2) 57 (2.3)

Number of children with OL or UL
prescriptions (%) 2 (100) 70 (51) 208 (70) 53 (78) 323 (74)

1 off-label; 2 unlicensed.

Among the 2536 prescriptions, no drug exceeded 10% of the total prescriptions, and
all of the most commonly prescribed drugs were licensed. Bronchodilators (salbutamol)
and analgesics (paracetamol) were the most prescribed classes according to their license.
They were followed by vitamins (A, D, ADEC) and corticosteroids (prednisolone and
mometasone) (Table 3), of which about 10% (95% CI: 5.8–15.6) and 13.5% (95% CI: 8.8–15.4)
of their prescriptions were used OL, respectively.

All OL prescriptions were identified as OL for age. The most commonly prescribed OL
drugs were antibiotics (amoxicillin and clavulanic acid) and laxatives (macrogol) (Table 4).

All of the UL drugs were modified formulations of licensed drugs by local pharmacies
or for temporary and specific authorization use. Among them, vitamin A and melatonin
were the most common (Table 5).

In the multivariate analysis, the age of the children (OR = 1.88, 95% CI: 1.03–3.46,
p-value = 0.04) and the number of drugs they received (OR = 11.01, 95% CI: 6.27–19.35,
p-value < 0001) had significant effects on the probability of UL/OL prescriptions. The
younger age of the children and higher number of drugs they received increased the
probability of UL/OL prescriptions.
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Table 3. Most commonly prescribed drugs and their labeling status (% of all prescriptions and 95% CI).

Drug Name Total Prescriptions N 1, 2536 Percentage (95% CI 2) Labeling Status

Salbutamol 222 8.8 (7.7–9.9) Licensed

Paracetamol 217 8.6 (7.5–9.7) Licensed

Prednisolone 129 5.1 (4.3–6.0) Licensed

Amoxicillin and clavulanic acid 86 3.4 (2.7–4.2) Licensed

Esomeprazole 64 2.5 (1.9–3.2) Licensed

Sulfamethoxazole and
trimethoprim 63 2.5 (1.9–3.2) Licensed

Vitamin D 61 2.4 (1.8–3.1) Licensed

Macrogol 60 2.4 (1.8–3.0) Licensed

Pancreatin 58 2.3 (1.7–2.9) Licensed

Vitamin A 56 2.2 (1.7–2.9) Licensed

Mometasone 49 2.0 (1.4–2.5) Licensed

Vitamin (ADEC) 44 1.7 (1.3–2.3) Licensed
1 number of prescriptions; 2 confidence interval.

Table 4. Most commonly prescribed off-label drugs (% of all prescriptions and 95% CI).

Generic Name Trade Name Percentage (95% CI 1) OL 2 Characteristics

Amoxicillin and clavulanic acid
Augmentine pdr 3 for oral susp.
4 250 mg/5 mL—tbl. 5 1 G—cap.
6 500 mg

2.8 (2.2–3.5) Weight < 40 kg

Macrogol Forlax 10 g, pdr for oral solution
in sachet 0.9 (0.6–1.4) Age < 8 years old

Esomeprazole Inexium tbl. 20 mg 0.7 (0.4–1.1) Age < 18 years old

Vitamin D Uvedose 100,000 UI oral sol.
7 (ampoule) 0.6 (0.4–1) Age < 5 years old

Sulfamethoxazole and
trimethoprim Bactrim forte tbl. 800 + 160 mg 0.6 (0.4–1) Age < 18 years old

1 confidence interval; 2 off-label; 3 powder; 4 suspension; 5 tablet; 6 capsule; 7 solution.

Table 5. Most commonly prescribed unlicensed drugs (% of all prescriptions and 95% CI).

Name Percentage (95% CI 1)

Vitamin A 0.5 (0.3–0.9)

Melatonin 0.2 (0.0–0.4)

Enalapril 0.1 (0.0–0.3)

Ursodesoxycholic acid 0.08 (0.0–03)

Fludrocortisone 0.08 (0.0–0.3)
1 confidence interval.

4. Discussion

To the best of our knowledge, this is the first time that the use of UL/OL drugs in
children at hospital discharge has been reported from a French pediatric university hospital.
The findings of this study show that about 41.5% (95% CI: 39.5–43.3) of the prescribed drugs
for children at discharge were UL/OL. From this number, 57 (2.3%) of the prescribed drugs
were UL, which were local pharmacy modifications of licensed drugs or based on temporary
and specific authorization use and 993 (39.2%) were OL with regard to the child’s age. At least
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one UL/OL drug was prescribed for 74% of the children. The highest absolute number of OL
prescriptions was found for antibiotics (amoxicillin and clavulanic acid).

Similar to our results, previous studies have shown that UL/OL drug use in children
at discharge is common. However, the UL/OL classification methods with respect to the
primary reference source and UL/OL definition varied, making the results difficult to
compare. In general, UL/OL prescription rates for children at discharge ranged from 12%
to 50% [16,25–27].

In our study, all OL prescriptions were OL for age, which was a finding similar to a
previous study [28]. On the other hand, other studies reported that the indication [16] and
the route of administration in a premature group [29] were the most common reasons for OL
prescriptions. Our result was underestimated because of the lack of indication evaluation.

Our results suffered from an unbalanced distribution of patients across different age
groups. The administration of UL/OL drugs occurred more frequently among children
aged 2–11 years compared to other age groups. Within this age category, the number
of prescriptions per patient was also the highest. This trend is likely attributed to the
higher morbidity rate among children in this age range. As children get older, the risk of
multiple therapies due to chronic illnesses increases. Our results were in accordance with
one report from another French hospital, which showed that children (2–11 years old) and
adolescents (12–18 years old) received the highest number of UL/OL prescriptions during
hospitalization (45% and 46.8%, respectively) [30].

All UL prescriptions (2.3%) in our study were due to modified formulations or the
temporary authorization of drug use for specific indications in pediatrics during the study
period. Previous studies conducted in France reported UL use to be rare: 3.2%, 5.2%, and
4% of all prescriptions in pediatric hospitals, neonatal intensive care units (NICUs), and
office-based pediatricians, respectively [30–32].

For the risk factors of UL/OL drug use, similar to some studies [28,33,34], we found
that younger age of the children and higher number of drugs they received increased the
probability of UL/OL prescriptions. However, due to the small sample size in a single
center, these results must be interpreted with caution.

Our single-center study and small number of patients make the generalizability of
our results difficult. We only studied first OL prescriptions for age and then for the
dosage and route of administration of all licensed drugs. We could not combine two or
more characteristics of OL status. We could not evaluate the indication and interaction
in this study. The non-inclusion of these criteria increased the risk of underestimating
the prevalence of OL prescriptions. Since all of the EREMI prescriptions at discharge,
particularly the prescription data at discharge in the year 2013, were not included in the
study, there was a risk of potential selection bias to time of entry. It could be that earlier
subjects were different to later subjects. Finally, it is also worth noting that because it was
not possible to verify the indication of UL/OL use by the children, the lowest approved age
was considered when the drug had more than one indication as well as different minimum
ages for each indication.

Despite these limitations, our study has some strengths. First, there is little information
in the literature regarding the discharge data, which we highlighted herein, considering the
recurrence of UL/OL drug prescriptions for children in all healthcare levels. As previously
mentioned, we are unaware of any studies on hospital-discharged children in France, with
this being the first of this kind. Additionally, with regard to the importance of transitioning
from hospital to home [35] in particular, this study’s results may be useful for both clinicians
and policymakers in planning appropriate discharge transitions.

Implications for Practice and Research

To better survey the UL/OL use of drugs in children in real time, we believe that
future research should focus on developing an algorithm tool for automatic UL/OL clas-
sification because manual classification, as we used in this study, was labored and very
time-consuming for us.
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Clinical trials offer reliable evidence of the impact of treatments through rigorous
controlled testing of interventions on human subjects [5]. Significant changes in drug
labeling for pediatric patients demonstrate the need for specific pediatric dosing, taking
into account the growth and maturation stages of these patients [4]. The responsibility
for demonstrating the safety and efficacy of medicinal products, as well as determining
their appropriate dosage, lies with drug regulatory authorities [36]. Despite advancements
in current regulations and initiatives aimed at enhancing the scope, quantity, and quality
of trials involving the pediatric population, challenges such as recruitment and ethical
obstacles persist in initiating and conducting clinical trials in children. Addressing these
challenges is essential to significantly speed up equitable access to evidence-based treat-
ments for children. Professionals dedicated to providing optimal medical care for children
recognize the necessity of increasing the future availability of rigorously validated medic-
inal treatments. Due the enforcement of obtaining pediatric information by regulatory
agencies, many efforts are still needed to provide children with access to drugs with the
same scientific support as drugs for adults.

Creating formulations specific for children necessitates collaboration between the
public and private sectors. Enhanced support and cooperation among key stakeholders,
including regulatory authorities, pharmaceutical industries, the scientific community, clini-
cians, and the public at both national and international levels, are vital for attaining this
success [5]. A more efficient operational structure for conducting clinical trials should
align with the continually advancing regulatory framework, which encourages investment
in pediatric clinical trials. Utilizing technological methods, improving electronic medical
record systems, and implementing community approaches that actively involve input
from physicians, researchers, and patients could provide a lasting solution for recruiting
participants in pediatric studies. Both the United States (US) and the European Union
(EU) have observed a rise in the number of clinical trials involving children. In the US,
numerous studies, encouraged by the Best Pharmaceuticals for Children Act (BPCA) and
the Pediatric Research Equity Act (PREA), have been conducted with children, which
resulted in adjustments in the labeling of several drugs. The European Commission has
also implemented regulatory actions to promote the licensing of drugs in children [37].
Adequate resources for pediatric clinical trials are essential if children are to be given drugs
that are safe and effective for use in their age group.

Additionally, while it is recognized that safety data in adults can be employed to
anticipate certain adverse effects in children, there is still a lack of information on adverse
reactions and potential long-term toxicity from medicines in children. Controversial data
and limited evidence exist regarding the risks of serious adverse reactions from the use of
UL/OL drugs in children. Further research in this field should focus on the burden of harm
caused by drugs, particularly inappropriate UL/OL drug use. Otherwise, appropriate
formulation for age is the main reason for using UL/OL drugs in children. Recently, in
France, the Agence Nationale de Sécurité du Médicament et des Produits de Santé (ANSM)
published their position endorsing appropriate drug use on an individual level, especially
in frail populations such as children. They highlighted the inappropriate UL/OL use of
drugs as one of the main concerns and called for collective actions [38].

The process of hospital discharge involves multiple disciplines, during which patients
are provided with complex medical information and follow-up instructions [39]. However,
there is a lack of high-quality evidence throughout the literature on how to improve the
discharge process in children. One of the most appropriate policies to improve discharge
medication requires a deeper understanding of the mechanisms through which readmis-
sions occur. In particular, taking the initiative to explore the drug-related predictors of
readmissions in order to define appropriate interventions is basically needed [40,41]. Fur-
ther research on hospital discharge and the transition from hospital to home treatment is
deemed necessary to evaluate inappropriate UL/OL prescriptions and their consequences
in children.
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5. Conclusions

We showed that the prevalence of UL/OL prescriptions was about 40%, and 74%
of children received at least one UL/OL drug at discharge from a pediatric university
hospital in France. Younger age in the children and a greater number of drugs they received
increased the probability of UL/OL drug use.

Author Contributions: Conceptualization, B.K. and K.A.N.; methodology, B.K.; software, E.J.; valida-
tion, B.K., K.A.N. and G.G.; formal analysis, E.J.; investigation, E.J.; resources, X.D.; data curation,
I.B.; writing—original draft preparation, E.J.; writing—review and editing, G.G.; visualization, E.J.;
supervision, K.A.N.; project administration, K.A.N. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The data for this study came from the EREMI database
where the EREMI study was conducted in accordance with the Declaration of Helsinki and approved
by the ethics committee (authorization obtained on 20 July 2016 (CECIC Rhône-Alpes-Auvergne,
Clermont-Ferrand, IRB5891)) according to the General Data Protection Regulation (GDPR) in Europe.

Informed Consent Statement: Patient consent was waived due to this being an observational study
with aggregated and anonymous data according to French law.

Data Availability Statement: The data for analysis will be provided with specific requirements. The
data are not available as open data.

Acknowledgments: We would like to thank Marietou Ndiaye, Rebecca Penya, and Joel Placide from
the data management team of the Lyon Clinical Investigation Centre (CIC), who helped us extract the
data. We also thank the intern Juliette Fenneteau who helped clean the data. We thank Ramin Arani
for giving us a consultation regarding statistical analysis. We are grateful to Gaëlle Siméon for the
English editing of the paper.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Weda, M.; Hoebert, J.; Vervloet, M.; Puigmart, C.M.; Damen, N.; Marchange, S.; Dijk, L. Study on Off-Label Use of Medicinal Products

in the European Union; European Union: Brussels, Belgium, 2017.
2. Wertheimer, A. Off-label prescribing of drugs for children. Curr. Drug Saf. 2011, 6, 46–48. [CrossRef]
3. Frattarelli, D.A.; Galinkin, J.L.; Green, T.P.; Johnson, T.D.; Neville, K.A.; Paul, I.M.; Van Den Anker, J.N. Off-label use of drugs in

children. Pediatrics 2014, 133, 563–567. [CrossRef] [PubMed]
4. Turner, S.; Nunn, A.; Fielding, K.; Choonara, I. Adverse drug reactions to unlicensed and off-label drugs on paediatric wards: A

prospective study. Acta Paediatr. 1999, 88, 965–968. [CrossRef] [PubMed]
5. Joseph, P.D.; Craig, J.C.; Caldwell, P.H. Clinical trials in children. Br. J. Clin. Pharmacol. 2015, 79, 357–369. [CrossRef] [PubMed]
6. Meadows, M. Drug research and children. FDA Consum. 2003, 37, 12–17. [PubMed]
7. Rodriguez, W.; Selen, A.; Avant, D.; Chaurasia, C.; Crescenzi, T.; Gieser, G.; Di Giacinto, J.; Huang, S.-M.; Lee, P.; Mathis, L.; et al.

Improving pediatric dosing through pediatric initiatives: What we have learned. Pediatrics 2008, 121, 530–539. [CrossRef]
[PubMed]

8. Magalhães, J.; Rodrigues, A.T.; Roque, F.; Figueiras, A.; Falcão, A.; Herdeiro, M.T. Use of off-label and unlicenced drugs in
hospitalised paediatric patients: A systematic review. Eur. J. Clin. Pharmacol. 2015, 71, 1–13. [CrossRef]

9. Philips, K.; Zhou, R.; Lee, D.S.; Marrese, C.; Nazif, J.; Browne, C.; Sinnett, M.; Tuckman, S.; Modi, A.; Rinke, M.L. Implementation
of a Standardized Approach to Improve the Pediatric Discharge Medication Process. Pediatrics 2021, 147, 2711. [CrossRef]

10. Bourgeois, F.C.; Olson, K.L.; Mandl, K.D. Patients treated at multiple acute health care facilities: Quantifying information
fragmentation. Arch. Intern. Med. 2010, 170, 1989–1995. [CrossRef]

11. Bradley, E.H.; Curry, L.; Horwitz, L.I.; Sipsma, H.; Thompson, J.W.; Elma, M.; Walsh, M.N.; Krumholz, H.M. Contemporary
evidence about hospital strategies for reducing 30-day readmissions: A national study. J. Am. Coll. Cardiol. 2012, 60, 607–614.
[CrossRef]

12. Kripalani, S.; Jackson, A.T.; Schnipper, J.L.; Coleman, E.A. Promoting effective transitions of care at hospital discharge: A review
of key issues for hospitalists. J. Hosp. Med. 2007, 2, 314–323. [CrossRef]

13. Berry, J.G.; Ziniel, S.I.; Freeman, L.; Kaplan, W.; Antonelli, R.; Gay, J.; Coleman, E.A.; Porter, S.; Goldmann, D. Hospital readmission
and parent perceptions of their child’s hospital discharge. Int. J. Qual. Health Care 2013, 25, 573–581. [CrossRef] [PubMed]

14. Frei-Jones, M.J.; Field, J.J.; DeBaun, M.R. Risk factors for hospital readmission within 30 days: A new quality measure for children
with sickle cell disease. Pediatr. Blood Cancer 2009, 52, 481–485. [CrossRef] [PubMed]

https://doi.org/10.2174/157488611794479973
https://doi.org/10.1542/peds.2013-4060
https://www.ncbi.nlm.nih.gov/pubmed/24567009
https://doi.org/10.1111/j.1651-2227.1999.tb00191.x
https://www.ncbi.nlm.nih.gov/pubmed/10519338
https://doi.org/10.1111/bcp.12305
https://www.ncbi.nlm.nih.gov/pubmed/24325152
https://www.ncbi.nlm.nih.gov/pubmed/14666900
https://doi.org/10.1542/peds.2007-1529
https://www.ncbi.nlm.nih.gov/pubmed/18310202
https://doi.org/10.1007/s00228-014-1768-9
https://doi.org/10.1542/peds.2019-2711
https://doi.org/10.1001/archinternmed.2010.439
https://doi.org/10.1016/j.jacc.2012.03.067
https://doi.org/10.1002/jhm.228
https://doi.org/10.1093/intqhc/mzt051
https://www.ncbi.nlm.nih.gov/pubmed/23962990
https://doi.org/10.1002/pbc.21854
https://www.ncbi.nlm.nih.gov/pubmed/19058209


Healthcare 2024, 12, 208 10 of 11

15. Lampert, M.L.; Kraehenbuehl, S.; Hug, B.L. Drug-related problems: Evaluation of a classification system in the daily practice of a
Swiss University Hospital. Pharm. World Sci. 2008, 30, 768–776. [CrossRef] [PubMed]

16. Dick, A.; Keady, S.; Mohamed, F.; Brayley, S.; Thomson, M.; Lloyd, B.W.; Heuschkel, R.; Afzal, N.A. Use of unlicensed and off-label
medications in paediatric gastroenterology with a review of the commonly used formularies in the UK. Aliment. Pharmacol. Ther.
2003, 17, 571–575. [CrossRef]

17. Cras, A.; Conscience, M.-A.; Rajzbaum, G.; Lillo-Le Louët, A.; Lopez, N.; Tersen, I.; Bezie, Y. Off-label prescribing in a French
hospital. Pharm. Weekbl. 2007, 29, 97–100. [CrossRef]

18. Drogou, F.; Netboute, A.; Giai, J.; Dode, X.; Darmon, D.; Kassai, B.; Letrilliart, L. Off-label drug prescriptions in French general
practice: A cross-sectional study. BMJ Open 2019, 9, e026076. [CrossRef] [PubMed]

19. Jaberi, E.; Kassai, B.; Berard, A.; Grenet, G.; Nguyen, K.A. Drug-related risk of hospital readmission in children with chronic
diseases, a systematic review. Therapies 2023, 78, 393–408. [CrossRef]

20. Nguyen, K.A.; Mimouni, Y.; Jaberi, E.; Paret, N.; Boussaha, I.; Vial, T.; Jacqz-Aigrain, E.; Alberti, C.; Guittard, L.; Remontet, L.; et al.
Relationship between adverse drug reactions and unlicensed/off-label drug use in hospitalized children (EREMI): A study
protocol. Therapies 2021, 76, 675–685. [CrossRef]

21. Husson, M.C. [Theriaque: Independent-drug database for good use of drugs by health practitioners]. Ann. Pharm. Fr. 2008, 66,
268–277. [CrossRef]

22. International Conference on Harmonization of Technical Requirements for Registration of Pharmaceuticals for Human Use. Clinical
Investigation of Medicinal Products in the Pediatric Population, ICH-E112004 Data. Available online: http://www.ich.org/fileadmin/
Public_Web_Site/ICH_Products/Guidelines/Efficacy/E11/Step4/E11_,Guideline.pdf (accessed on 1 October 2022).

23. LaPolla, F.W.Z. Excel for data visualization in academic health sciences libraries: A qualitative case study. J. Med. Libr. Assoc. 2020,
108, 67–75. [CrossRef] [PubMed]

24. Team, R.C. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, Austria, 2021;
Available online: https://www.R-project.org/ (accessed on 1 November 2022).

25. Akram, G. Profiling psychotropic discharge medication from a children’s psychiatric ward. Int. J. Clin. Pharm. 2015, 37, 753–757.
[CrossRef] [PubMed]

26. Wong, I.C.K.; Basra, N.; Yeung, V.W.; Cope, J. Supply problems of unlicensed and off-label medicines after discharge. Arch. Dis.
Child. 2006, 91, 686–688. [CrossRef] [PubMed]

27. Zaugg, C.; Behringer, J.; Walther, M.; Egger, R.; Kohler, H. BEA-005 Unlicensed and Off-Label Drug Prescription at Discharge
from a Swiss Children’s Hospital. Eur. J. Hosp. Pharm. Sci. Pract. 2013, 20, A223. [CrossRef]

28. Langerová, P.; Vrtal, J.; Urbánek, K. Incidence of unlicensed and off-label prescription in children. Ital. J. Pediatr. 2014, 40, 12.
[CrossRef] [PubMed]

29. Teigen, A.; Wang, S.; Truong, B.T.; Bjerknes, K. Off-label and unlicensed medicines to hospitalised children in Norway. J. Pharm.
Pharmacol. 2017, 69, 432–438. [CrossRef]

30. Joret-Descout, P.; Prot-Labarthe, S.; Brion, F.; Bataille, J.; Hartmann, J.-F.; Bourdon, O. Off-label and unlicensed utilisation of
medicines in a French paediatric hospital. Int. J. Clin. Pharm. 2015, 37, 1222–1227. [CrossRef] [PubMed]

31. Riou, S.; Plaisant, F.; Maucort Boulch, D.; Kassai, B.; Claris, O.; Nguyen, K.-A. Unlicensed and off-label drug use: A prospective
study in French NICU. Acta Paediatr. 2015, 104, e228–e231. [CrossRef]

32. Chalumeau, M.; Tréluyer, J.M.; Salanave, B.; Assathiany, R.; Chéron, G.; Crocheton, N.; Rougeron, C.; Mares, M.; Bréart, G.;
Pons, G. Off label and unlicensed drug use among French office based paediatricians. Arch. Dis. Child. 2000, 83, 502–505.
[CrossRef]

33. Moulis, F.; Durrieu, G.; Lapeyre-Mestre, M. Off-label and unlicensed drug use in children population. Therapies 2018, 73, 135–149.
[CrossRef]

34. Pereira Gomes, V.; Melo da Silva, K.; Oliveira Chagas, S.; dos Santos Magalhães, I.R. Off-label and unlicensed utilization of drugs
in a Brazilian pediatric hospital. Farm. Hosp. 2015, 39, 176–180. [CrossRef] [PubMed]

35. Cibulskis, C.C.; Giardino, A.P.; Moyer, V.A. Care transitions from inpatient to outpatient settings: Ongoing challenges and
emerging best practices. Hosp. Pract. 2011, 39, 128–139. [CrossRef] [PubMed]

36. Thomsen, M.D.T. Global Pediatric Drug Development. Curr. Ther. Res. Clin. Exp. 2019, 90, 135–142. [CrossRef]
37. Tsukamoto, K.; Carroll, K.A.; Onishi, T.; Matsumaru, N.; Brasseur, D.; Nakamura, H. Improvement of Pediatric Drug Development:

Regulatory and Practical Frameworks. Clin. Ther. 2016, 38, 574–581. [CrossRef] [PubMed]
38. Vignot, S.; Daynes, P.; Bacon, T.; Vial, T.; Montagne, O.; Albin, N.; Emmerich, J.; Ratignier-Carbonneil, C.; Martin, D.; Maison, P.

Collaboration Between Health-Care Professionals, Patients, and National Competent Authorities Is Crucial for Prevention of
Health Risks Linked to the Inappropriate Use of Drugs: A Position Paper of the ANSM (Agence Nationale de Sécurité du
Médicament et des Produits de Santé). Front. Pharmacol. 2021, 12, 635841. [CrossRef]

39. Becker, C.; Zumbrunn, S.; Beck, K.; Vincent, A.; Loretz, N.; Müller, J.; Amacher, S.A.; Schaefert, R.; Hunziker, S. Interventions to
Improve Communication at Hospital Discharge and Rates of Readmission: A Systematic Review and Meta-analysis. JAMA Netw.
Open 2021, 4, e2119346. [CrossRef]

https://doi.org/10.1007/s11096-008-9213-8
https://www.ncbi.nlm.nih.gov/pubmed/18357512
https://doi.org/10.1046/j.1365-2036.2003.01441.x
https://doi.org/10.1007/s11096-006-9064-0
https://doi.org/10.1136/bmjopen-2018-026076
https://www.ncbi.nlm.nih.gov/pubmed/30967407
https://doi.org/10.1016/j.therap.2022.09.004
https://doi.org/10.1016/j.therap.2021.01.057
https://doi.org/10.1016/j.pharma.2008.07.009
http://www.ich.org/fileadmin/Public_Web_Site/ICH_Products/Guidelines/Efficacy/E11/Step4/E11_,Guideline.pdf
http://www.ich.org/fileadmin/Public_Web_Site/ICH_Products/Guidelines/Efficacy/E11/Step4/E11_,Guideline.pdf
https://doi.org/10.5195/jmla.2020.749
https://www.ncbi.nlm.nih.gov/pubmed/31897053
https://www.R-project.org/
https://doi.org/10.1007/s11096-015-0116-1
https://www.ncbi.nlm.nih.gov/pubmed/25893488
https://doi.org/10.1136/adc.2006.093724
https://www.ncbi.nlm.nih.gov/pubmed/16717083
https://doi.org/10.1136/ejhpharm-2013-000276.616
https://doi.org/10.1186/1824-7288-40-12
https://www.ncbi.nlm.nih.gov/pubmed/24495454
https://doi.org/10.1111/jphp.12581
https://doi.org/10.1007/s11096-015-0191-3
https://www.ncbi.nlm.nih.gov/pubmed/26394784
https://doi.org/10.1111/apa.12924
https://doi.org/10.1136/adc.83.6.502
https://doi.org/10.1016/j.therap.2018.02.002
https://doi.org/10.7399/FH.2015.39.3.8472
https://www.ncbi.nlm.nih.gov/pubmed/26005894
https://doi.org/10.3810/hp.2011.08.588
https://www.ncbi.nlm.nih.gov/pubmed/21881400
https://doi.org/10.1016/j.curtheres.2019.02.001
https://doi.org/10.1016/j.clinthera.2016.01.012
https://www.ncbi.nlm.nih.gov/pubmed/26869192
https://doi.org/10.3389/fphar.2021.635841
https://doi.org/10.1001/jamanetworkopen.2021.19346


Healthcare 2024, 12, 208 11 of 11

40. Winterstein, A.G.; Sauer, B.C.; Hepler, C.D.; Poole, C. Preventable drug-related hospital admissions. Ann. Pharmacother. 2002, 36,
1238–1248. [CrossRef]

41. Lagnaoui, R.; Moore, N.; Fach, J.; Longy-Boursier, M.; Bégaud, B. Adverse drug reactions in a department of systemic diseases-
oriented internal medicine: Prevalence, incidence, direct costs and avoidability. Eur. J. Clin. Pharmacol. 2000, 56, 181–186.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1345/aph.1A225
https://doi.org/10.1007/s002280050738

	Introduction 
	Materials and Methods 
	Study Design and Setting 
	Data Collection 
	Determining UL/OL Drugs 
	Sample Size 
	Population of the Study 
	Data Processing and Statistical Analysis 
	Epidemiological Characteristics of UL/OL Prescriptions 
	Subgroup Analyses 
	Search for Predictors of UL/OL Prescriptions 


	Results 
	The Characteristics of the Included Children 
	Primary Outcome 

	Discussion 
	Conclusions 
	References

