Management in secondary care continued and long-term management: bacterial meningitis and meningococcal disease
Is the child or young person self ventilating with signs of increased respiratory distress?
NO

YES

Is there
1 a threatened loss of airway patency?

Administer 10-15l face mask oxygen via a reservoir rebreathing mask.

NO

YES
Implement airway-opening manoeuvres and use bag-valve mask ventilation before tracheal intubation.

Are any of the following features or conditions present?

Signs of raised intracranial pressure

The need for any form of assisted ventilation

Threatened, or actual loss of airway patency

Features of respiratory failure

Continuing shock following infusion of 40mls/kg of resuscitation fluid

Need for stabilisation and management to allow brain imaging or transfer to PICU or another hospital.





Apnoea

Control of intractable seizures
Hypoventilation 
Impaired mental status
Clinical assessment of increased work of breathing

YES
***
Enter from
part 2b

A clinician with expertise in airway management should undertake tracheal intubation and mechanical ventilation.
Use local or national protocols for intubation.

NO

If shock remains intractable, consider potential reasons for this and discuss further management options with a paediatric intensivist.
Use local or national protocols for administration of vasoactive agents.
Bacterial meningitis

Meningococcal disease/septicaemia

If shock is unresponsive to vasoactive agents, steroid replacement therapy using low-dose corticosteroids should be used only when directed by a paediatric intensivist.

Give dexamethasone as soon as
possible if lumbar puncture
reveals frankly purulent CSF,
bacteria on Gram stain, or a CSF
white blood cell count >1000/μl
or CSF pleocytosis and a protein
concentration >1g/l.1

Do not treat with high-dose corticosteroids. Do not use activated protein C or recombinant bacterial permeability-increasing protein.
Was the pathogen Serogroup B meningococcus , have there been previous serious bacterial infections, or does a parent or sibling
have a history of complement deficiency?

If dexamethasone is not given before or
with the first dose of antibiotics, but is
appropriate, administer a first dose within 4
hours. Discuss the decision to continue
dexamethasone with a senior paediatrician.
In children younger than 3 months, do not
use corticosteroids.

NO

YES

Do not test for complement deficiency.

Test for complement deficiency
Was a complement deficiency found?
YES

Test parents and siblings for complement deficiency and refer to an expert in the management of the condition.
Do not test for immunoglobulin deficiency unless there is a history suggestive of an immunodeficiency.

Before discharge from hospital, consider requirements for follow up, taking into account potential sensory, neurological, psychosocial, orthopaedic, cutaneous and renal
morbidities. Discuss potential long-term effects and likely patterns of recovery with the parents or other family members, and provide opportunities to discuss issues.
Perform a formal audiological test as soon as possible, preferably before discharge, and in any case within 4 weeks of being fit to test. Those found to have severe or profound
deafness should be offered an assessment for cochlear implants.
Provide information about and access to further care immediately after discharge and advice on accessing future care, along with contact details of patient-support
organisations that can signpost families to further help.
Children and young people should be reviewed by a paediatrician with the results of their hearing test 4-6 weeks after discharge from hospital. Hearing loss, orthopaedic
complications, skin complications, psychosocial problems, neurological and developmental problems, and renal failure should be carefully considered and referral to
appropriate service should be offered.

Inform the GP, health visitor, and school nurse about their bacterial meningitis or meningococcal septicaemia. They should be alert to possible late-onset sensory,
neurological, orthopaedic and psychosocial effects.

1

If tuberculosis is in the differential diagnosis, refer to the NICE tuberculosis guideline before administering steroids, as steroids
may be harmful if given without antituberculous therapy (cross refer to ’Tuberculosis’ [NICE clinical guideline 33])
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