Diagnosis and management in secondary care:
meningococcal disease
Anticipate, monitor and correct
the following according to local
or national protocols:

Hypoglycaemia

Acidosis

Hypokalaemia

Hypocalcaemia

Hypomagnesaemia

Anaemia

Coagulopathy

Routinely submit
EDTA whole blood for
real-time PCR to
confirm the diagnosis.
The blood sample
should be taken as
soon as possible after
admission (up to 72
hours).

Are any of the following features or conditions present?

Signs suggesting raised intracranial pressure

Uncorrected shock

Extensive or extending purpura

After convulsions

Coagulation abnormalities

Local superficial infection at potential lumbar puncture site

Respiratory insufficiency
YES

NO

Perform lumbar puncture and submit CSF for PCR analysis.

Do not perform lumbar puncture.

Is the child or young person a neonate?
YES

NO

Perform a repeat lumbar puncture in neonates who have persistent or re-emergent fever, deterioration in
clinical condition, new clinical findings or persistently abnormal inflammatory markers.

Look for alternative diagnoses in a child who is
significantly unwell and has CSF variables within the
accepted normal ranges.

Do not perform a repeat lumbar puncture in neonates:

who are on the antibiotic treatment appropriate to the causative organism and who are making a good
clinical recovery.

before stopping antibiotic therapy if they are clinically well.

If there is pleocytosis present and relevant history of
exposure, evaluate for the diagnosis of TB.

Do not use skin biopsies, aspirates, scrapings or throat swabs in children and young people for the diagnosis of meningococcal disease.

Is meningococcal disease confirmed?
NO but suspected

YES

Treat with intravenous ceftriaxone without delay
for 7 days.

Treat those older than 3 months with intravenous ceftriaxone for 7 days unless directed otherwise by the results of
antibiotic sensitivities.

Do not use ceftriaxone at the same time as administering calcium-containing infusions. In this situation, use cefotaxime.
Are seizures present?
YES
Use local or national protocols to manage them

NO
Refer to ’Tuberculosis’ (NICE clinical guideline 33) if TB meningitis is part of the
differential diagnosis.

Are there signs of shock?
YES

NO

Give an immediate fluid bolus of 20ml/kg sodium chloride 0.9% over 5-10 minutes. Give fluid intravenously or via an intraosseous route and then immediately reassess.

Are there still signs of circulatory failure?
NO

YES

If shock persists give an immediate second bolus of 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% solution over 5-10 minutes.
Are there still signs of shock?
NO

YES

Immediately give a third bolus of 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% solution over 5-10 minutes.
Call for an on-site anaesthetic assistant and consult a paediatric intensivist to assist with management.
Start treatment with vasoactive drugs

Go to *** in part 4
Continue with further fluid boluses at 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% over 5-10 minutes, as directed by the
clinical and laboratory features of perfusion and the paediatric intensivist.

Go to part 4
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