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SH = Registered Stakeholders. These comments and responses will be posted on the NICE website when the guideline is published.
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Comments
Please insert each new comment in a new
row.
PCR – it should be specified what the
PCR is for e.g. Meningococcal PCR, Hib
PCR etc

Developer’s Response
Please respond to each comment
This change has been made

“Coagulation abnormalities” – Current
practice is to avoid LP if plats <50 Why
was 100 chosen? Is there evidence for
this cut off.

The recommendation was made by
GDG consensus in the absence of
evidence. The GDG interpretation of
the evidence has been clarified to
explain that the GDG‟s view is that
50 is not a safe cut off for children
and young people with disseminated
intravascular coagulation and/or
shock (although it is acceptable in
haematology patients with no other
morbidities)

Group consensus is not adequate for this
sort of recommendation– either find
evidence (from cohort studies) or use a
Delphi method.

The NICE guideline development
process (set out in the NICE
guidelines manual 2009) permits
guideline developers to develop
recommendations based on evidence
reviews or consensus when evidence
is poor or lacking. A formal
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
consensus process involving an
external reference group is not part
of the standard process

The case reports of haematoma after LP
occurred in children with profound
untreated haemophilia – how does those
correlate with –“Clotting outside normal
range”. Faillace WJ, Warrier I, Canedy AI.
Paraplegia after lumbar puncture in an
infant with previously undiagnosed
2overed2ici. Clin Pediatr 1989;28:136–8.
This will deter many LPs unnecessarily.
It would be better to say How abnormal
the clotting needs to be to defer an LP.

Does aspirin count as “Anticoagulant
therapy”?

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.03

Full

1.1

8
18

SH

Alder Hey
Children‟s NHS
Foundation

22.04

Full

1.1

9
21

Please specify the “Signs of increased
ADH secretion” you want people to look
for and recognise.
Might it be better to focus on
hyponatreamia?
“Healthcare professionals involved in the
treatment of seriously ill children and
young people should be trained in the

The guideline developers do not
recommend lumbar puncture if there
are coagulation abnormalities and
this includes a history of haemophilia.
If there is no history of haemophilia
but the healthcare professional
suspects haemophilia the
recommendation is to consider
delaying lumbar puncture until there
are no longer contraindications
(suspected haemophilia). Delayed
lumbar puncture is especially
worthwhile if there is diagnostic
uncertainty or unsatisfactory clinical
progress
The use of aspirin is not normally
recommended in children and young
people. Children and young people
taking aspirin will have a condition
which places them outside the scope
of this guideline
The GDG interpretation of the
evidence has been expanded to note
that the NPSA safety alert outlines
monitoring requirements for detecting
hyponatraemia
The NICE guideline development
process does not permit the guideline
developers to specify the content of
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Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.05

22.06

Full

1.2

11

Full

1.2

11
54

Comments
Please insert each new comment in a new
row.
recognition and management of
meningococcal disease”.
A worthy sentiment, but what does this
really mean?
“Some children with bacterial meningitis
will present with seizures” Please define
which. Mention should be made of Febrile
Status epilepticus, which is strongly
associated with meningitis.

“In children and young people with
suspected bacterial meningitis or
suspected meningococcal
septicaemia, do not give parenteral
antibiotics if this will delay urgent transfer
to hospital.” This recommendation
contradicts the previous recommendation.
Why is it necessary to have this
recommendation?

Developer’s Response
Please respond to each comment
training – this can be covered by the
implementation process and can
include making healthcare
professionals aware of the guideline
Thank you. The guideline developers
are aware that convulsive status
epilepticus is associated with
bacterial meningitis. However, their
search for the signs and symptoms
clinical question did not identify any
evidence that would allow specific
recommendations to be made in
relation to the types of seizures with
which children with bacterial
meningitis might present
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
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Alder Hey
Children‟s NHS
Foundation
Trust
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No

22.07
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Full
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No

1.2

PageNo

11
54

Comments
Please insert each new comment in a new
row.

There is no evidence that pre-hospital
antibiotics improves outcome in children
with meningitis (in contrast to
meningococcal disease). If steroids are
being suggested for children with
meningitis, it‟s counterproductive to give
pre-hospital antibiotics (making it unlikely
that steroids will be effective).
Why not just suggest pre-admission
antibiotics for meningococcal disease?
This would be more evidence based and
logical.

Developer’s Response
Please respond to each comment
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching ras
directly to secondary care without
giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
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SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.08

Full

1.2

11

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.09

Full

1.2

11
16
20 106

Comments
Please insert each new comment in a new
row.

Features of severe allergy to penicillins or
cephalosporins include collapse, loss of
consciousness, difficulty in breathing.
However rash is not a marker of severe
allergy and should be removed from this
list.
Why are doses frorm drugs SPCs used?
Previous NICE policy was to use drug
doses from BNF or BNFc.
There are a number of incorrect drug
doses which need revising (cefotaxime
tds, Ampicillin dose of 125 mg see
comments 14 & 15)
Please use BNFc doses which are
standard of care.

Developer’s Response
Please respond to each comment
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you. This recommendation
has been removed

The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
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Alder Hey
Children‟s NHS
Foundation
Trust

Order
No
22.10

Document

Full

Section
No
1.2

PageNo

12

Comments
Please insert each new comment in a new
row.
In children with a non-blanching rash,
fever has no predictive value for
meningococcal disease (Odds ratio 1.0 –
Jones et al. Arch Dis Child 2004;89 Sup
1:A1)

What evidence is there for measuring
glucose and blood gases in children with
non-blanching rashes? If none – please
remove these.

Developer’s Response
Please respond to each comment
The publication suggested by the
stakeholder was an abstract only and
as such it contained insufficient detail
about the methods and results to
allow critical appraisal to be
undertaken. The guideline
developers conducted an additional
literature search to determine
whether a more detailed publication
had been produced after publication
of the abstract, but found no
evidence of such publication. The
study was, therefore, excluded from
the guideline
The GDG interpretation of the
evidence highlights the GDG‟s
clinical experience that various
biochemical and haematological
abnormalities are frequently
observed in children and young
people with meningococcal
septicaemia, and this includes
hypoglycaemia, hence the
recommendation
Although no evidence was identified
in relation to the diagnostic accuracy
of measuring blood gas in children
and young people with a petechial
rash, the NICE fever guideline
recommends taking a sample of
blood gas in children with features
suggestive of a high risk of serious
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Children‟s NHS
Foundation
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SH

Alder Hey
Children‟s NHS
Foundation
Trust
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Alder Hey
Children‟s NHS
Foundation
Trust
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22.11

Document
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No
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Comments
Please insert each new comment in a new
row.

Full

1.2

13

Children with petechial rash for >24 hours
can still have meningococcal disease.
What evidence is there to say it‟s unlikely?

22.12

Full

1.2

14

How should the CSF WBC be interpreted
if there is blood in the CSF???

22.13

Full

1.2

15

“Perform a repeat lumbar puncture in
neonates who have persistent or reemergent fever,
deterioration in clinical condition, new
clinical findings (especially neurological
findings), or
persistently abnormal inflammatory
markers.”

Developer’s Response
Please respond to each comment
illness, and this is reflected in the
recommendations in this guideline
The guideline states that a petechial
rash for more than 24 hours without
fever or history of fever and with a
well appearance indicates a child or
young person is unlikely to have
meningococcal disease. This
emphasises that a petechial rash
alone which persists for more than 24
hours is not a discriminating factor.
The statement and corresponding
recommendation are based on the
GDG‟s combined clinical experience
The guideline developers have not
addressed this issue in a
recommendation because there was
no clinical question that focused on
this issue. Therefore, a search for
evidence was not undertaken.
However the guideline developers
have highlighted this issue in the
introduction of the lumbar puncture
and cerebrospinal fluid parameters
section (see section 5.5 of the full
guideline)
Thank you for your comment. The
management of complications of
meningitis is excluded from the
scope of this guideline. The guideline
developers have, however, expanded
the GDG interpretation of the
evidence to note that healthcare
professionals could consider the use
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Comments
Please insert each new comment in a new
row.
Would it be wise to have a CT/MRI before
a rpt LP in this situation?

Developer’s Response
Please respond to each comment
of CT/MRI before repeating lumbar
puncture in neonates who have
persistent or re-emergent fever,
deterioration in clinical condition, new
clinical findings (especially
neurological findings), or persistently
abnormal inflammatory markers
The dosage in no longer included in
the recommendation

Alder Hey
Children‟s NHS
Foundation
Trust
Alder Hey
Children‟s NHS
Foundation
Trust
Alder Hey
Children‟s NHS
Foundation
Trust
Alder Hey
Children‟s NHS
Foundation
Trust

22.14

Full

1.2

16
& 17

Cefotaxime should be given 4 times a day
for meningitis and meningococcal disease
– NOT 3 times daily.

22.15

Full

1.2

16
& 17

The Ampicilin dose of 125 mg qds is the
oral dose!
Please revise this

Thank you for your comment. This
dosage has now been removed from
the recommendation

22.16

Full

1.2

17

TB meningitis is usually called
Tuberculous, rather than tubercular.

Thank you. This change has been
made

22.17

Full

1.2

18

dextrose 5% is not isotonic and should not
be given to hospitalised children
according to the NPSA

Alder Hey
Children‟s NHS
Foundation
Trust

22.18

Full

1.2

18

“Monitor electrolytes and blood glucose
regularly (at least daily during the acute
phase) in children and young people with
suspected or confirmed bacterial
meningitis.”
I would suggest changing to “daily whilst
on intravenous fluids” (as the NPSA says)

Thank you for your comment. These
recommendations have been
changed to clarify that the guideline
developers do not recommend the
use of dextrose 5% but isotonic
fluids (for example, sodium chloride
0.9% with glucose 5% or sodium
chloride with 5% or dextrose)
This change has been made
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SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.19

Full

1.2

20

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.20

Full

1.2

20

Comments
Please insert each new comment in a new
row.
Dexamethasone 0.4 mg bd for 2 days is
equivalent in efficacy, simpler to give and
less likely to cause harm (Siringopolus et
al).
We use this regimen at present. Why not
suggest this regimen?

There is no evidence of benefit from
steroids in meningococcal meningitis.
Meningococci release endotoxin even
before treatment with antibiotics, so
steroids are less likely to of benefit.
Why not restrict steroids to children with
meningitis without rash? This avoids the
problem of encouraging pre-admission
antibiotics for meningococcal disease, and

Developer’s Response
Please respond to each comment
The study by Syrogiannopoulos et al
1994 “Dexamethasone therapy for
bacterial meningitis in children: 2versus 4-day regime” was excluded
from the Cochrane systematic review
(van de Beek et al. 2007)
incorporated into this guideline
because it was not comparing
different types of therapy (i.e. drugs)
but the same type of drug given over
different durations (2 or 4 days). The
Cochrane systematic review noted
that in the study by
Syrogiannopoulos et al 1994 there
was no blinding of physicians to
treatment group. In making their
recommendations, the guideline
developers decided to use the
dosage used in eight of the 13
studies included in the Cochrane
systematic review which has also
been used in UK clinical practice for
several years. This is clearly stated in
the GDG interpretation of the
evidence
These recommendations refer to
children with suspected/confirmed
bacterial meningitis and this includes
Hib meningitis, S. pneumoniae
meningitis and N. meningitidis
meningitis. The evidence supports
the conclusion that adjunctive
corticosteroids confer benefit in this
population. Moreover, a subgroup
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Type

SH

Stakeholder

Alder Hey
Children‟s NHS
Foundation
Trust

Order
No

22.21

Document

Full

Section
No

1.2

PageNo

22

Comments
Please insert each new comment in a new
row.
waiting to give steroids with antibiotics for
meningitis.

Immune testing – you should also test
immunoglobulins in children with previous
serious or recurrent infections.

And for children with vaccine failure.

SH

Alder Hey
Children‟s NHS
Foundation
Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.22

Full

1.2

22

22.23

Full

3.1

40
& 49

22.24

Full

5.1

59

“Testing for complement deficiency should
follow laboratory protocols.”
Do you mean – Discuss testing for
complement deficiency with the
Immunology laboratory.
You should add;
“Classical” signs of meningitis (neck
stiffness, Kernigs, bulging fontanelle) are
absent in 25% of infants with meningitis.
Haworth JC. Lancet 1953;i:911-4

A LOW WBC is found in a third of children
with meningococcal disease. Children with
non-blancing rash and WBC <5 should
also start empirical antibiotics Jones et al.
Arch Dis Child 2004;89 Sup 1:A1

Developer’s Response
Please respond to each comment
analysis of children with non-Hib
meningitis (including cases caused
by pneumococcus and
meningococcus) revealed a trend to
benefit for severe hearing loss with
adjunctive corticosteroids
Children with previous serious or
recurrent infections are covered by
the recommendation on referral to a
specialist and immunodeficiency
testing
The guideline developers did not
prioritise vaccine failure as an area
for inclusion in the guideline
This change has been made

Thank you for suggesting inclusion of
this study. The guideline developers
have excluded it because there is
newer evidence available. This is
consistent with exclusion of other
studies where newer evidence is
available and has been clarified in
the list of excluded studies
The publication suggested by the
stakeholder was an abstract only and
as such it contained insufficient detail
about the methods and results to
allow critical appraisal to be
undertaken. The guideline
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
developers conducted an additional
literature search to determine
whether a more detailed publication
had been produced after publication
of the abstract, but found no
evidence of such publication. The
study was, therefore, excluded from
the guideline

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.25

Full

5.5

80

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.26

Full

5.5

87
-89

SH

Alder Hey
Children‟s NHS
Foundation

22.27

Full

6.4

112

There is extensive literature on
interpreting WBC in bloodstained CSF.
This should be reviewed rather than
referencing a textbook[ Ref 75] see PIDJ
2006;25:9-11
Unadjusted WBC may be the best
approach.
Enteroviral PCR of CSF is sensitive for
diagnosing viral meningitis and cost
beneficial. It reduces length of stay and
antibiotic use (J Infect 2004;49:297-301)
There should be a recommendation about
its use.
“The GDG therefore agreed that the
duration of treatment for bacterial
meningitis should be the same as that

The guideline developers believe that
healthcare professionals should not
base a decision to give antibiotics on
a particular white blood cell count.
This is reflected in the GDG
interpretation of the evidence in the
section on non-specific tests for
meningococcal disease (Section 5.1
of the full guideline)
The introduction to Section 5.5 has
been revised and now includes a
reference to the article mentioned in
the comment

This is outside the scope of the
guideline

This recommendation is based on
the clinical experience of the GDG
members. The NICE guideline
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Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.28

Full

6.5

122

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.29

Full

6.6

141

SH

Alder Hey

22.30

Full

6.6

142

Comments
Please insert each new comment in a new
row.
most commonly used in the UK at
present.”
How did the GDG find this information? A
DELPHI process or wider consultation
should be used.
7 days of antibiotics may be adequate for
all types of meningitis in children – why
suggest longer?
“Expert opinion of those GDG members
involved in resuscitation of children,
including paediatric intensivists, was
strongly in favour of using 4.5% human
albumin for subsequent boluses”.
This would be Expert opinion from only
some GDG members. This is not
adequate for this recommendation. A
DELPHI process or wider consultation
should be used
“The GDG recognised that the benefit of
steroids in Hib meningitis in children is
widely accepted and that, since the
pathology in other types of bacterial
meningitis is similar, these benefits are
likely to extrapolate to pneumococcal and
meningococcal cases.
This is not true. Meningococci shed
endotoxin long before they are killed by
antibiotics. The pathology is thus not the
same, hence why steroids may have little
effect in meningococcal meningitis.(See
Girgis et al)
“The (0.15 mg/kg/day for 4 days has also

Developer’s Response
Please respond to each comment
development process does not
require wider consultation with an
external reference group, provided
that the GDG can reach a consensus
having considered the available
evidence

The NICE guideline development
process permits the use of GDG
consensus where evidence is
lacking. There is no requirement to
conduct a Delphi consensus process
with an external reference group

These recommendations refer to
children with suspected/confirmed
bacterial meningitis and this includes
Hib meningitis, S. pneumoniae
meningitis and N. meningitidis
meningitis. The evidence supports
the conclusion that adjunctive
corticosteroids confer benefit in this
population. Moreover, a subgroup
analysis of children with non-Hib
meningitis (including cases caused
by pneumococcus and
meningococcus) revealed a trend to
benefit for severe hearing loss with
adjunctive corticosteroids
The NICE guidelines manual states
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Children‟s NHS
Foundation
Trust

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.31

Full

6.6

143

Comments
Please insert each new comment in a new
row.
been used in UK clinical practice for
several years.”
So has the dose of 04.mg/kg bd for 2
days. This latter dose is equivalent in
efficacy, simpler to give and has less risk
of toxicity.
Perhaps it could be suggested as an
alternative regimen.

“Give dexamethasone as soon as
possible if lumbar puncture shows….”
I would add : before or with the first dose
of antibiotics

Developer’s Response
Please respond to each comment
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The first dose of antibiotic could have
been given to the child in a prehospital setting, therefore the
guideline developers cannot alter
these recommendations from “as
soon as possible …” to “before or
with the first dose of antibiotics”.
However, in Section 6.7 of the full
guideline there is a recommendation
that states that if dexamethasone

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
was not given before or with the first
dose of antibiotics, but was indicated,
try to administer the first dose within
4 hours of starting antibiotics, but do
not start dexamethasone more than
12 hours after starting antibiotics

This makes giving pre-admission
antibiotics to children with meningitis
inappropriate.

Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching ras
directly to secondary care without
giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
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Type

SH

SH

Stakeholder

Order
No

Alder Hey
Children‟s NHS
Foundation
Trust

22.32

Alder Hey
Children‟s NHS
Foundation
Trust

22.33

Document

Full

Full

Section
No

6.7

7.2

PageNo

152

169

Comments
Please insert each new comment in a new
row.
“Monitor children and young people with
meningococcal disease closely after
admission to hospital for signs of
deterioration.”
Please state what to monitor (pulse,
resps, cap refill, BP, GCS etc)

“Offer children and young people with
bacterial meningitis or meningococcal
septicaemia and their parents or carers:
care immediately after discharge,
I don‟t understand these
recommendations. Please clarify.

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.34

Full

7.3

177

This section is confusing.
The recommendations on complement
testing after meningococcal disease are
confused (see below).
It would be better (and more evidenced
based) to say; “test children for
complement deficiency if they‟ve had
more than one episode of meningococcal
disease or if they‟ve had one episode
PLUS recurrent or other serious
infections”.

Developer’s Response
Please respond to each comment
parenteral antibiotics
Thank you for your comment. This
recommendation has been changed
to reflect the stakeholder‟s
suggestion as follows:
Monitor children and young people
with meningococcal disease closely
after admission to hospital for signs
of deterioration (monitor respiration,
pulse, blood pressure, oxygen
saturation and Glasgow Coma Scale
score)
The relevant services are mentioned
in the other recommendations in this
section, and the GDG interpretation
of the evidence has been revised to
clarify which services are relevant
(i.e. to reflect the other
recommendations). The relevant
services include assessment for
cochlear implants, and referral to
psychological or orthopaedic services
This recommendation has been
changed to:
Test children and young people for
complement deficiency if they have
had:
• more than one episode of
meningococcal disease, or
• one episode of meningococcal
disease caused by serogroups other
than B (e.g. A, C, Y W135, X, 29E),
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Order
No

Document

Section
No

PageNo

Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
or
• meningococcal disease caused by
any serogroup and a history of other
recurrent or serious bacterial
infections

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.35

Full

7.3

177

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.36

Full

7.3

177

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.37

Full

7.3

177

Immune tests after meningitis need to be
included, including the indications for
immunoglobulin testing (vaccine failure,
previous recurrent infection, previous
meningitis).

Those who might have
immunodeficiency should be referred
to a specialist and the guideline
developers cannot be more specific
here. The guideline developers did
not prioritise vaccine failure as an
area for inclusion in the guideline

Should there also be a section on
recurrent meningitis and what tests are
needed (Immune and imaging)? See
CLINICAL MICROBIOLOGY REVIEWS,
July 2008, p. 519–537
This section needs to discuss vaccine
failure i.e. meningitis due to Hib, PCV7
serotypes etc.
These children should have
immunoglobulins checked (Heath et al)
This section needs to include meningitis,
not just meningococcal disease. Children
with antibody deficiency can present with
meningitis. They also have recurrent or
previous severe infections.
“Test children and young people for
complement deficiency if they have had
either:

This issue is outside the scope of the
guideline

serogroups other than B, or

The guideline developers did not
prioritise vaccine failure as an area
for inclusion in the guideline

The guideline developers did not
prioritise this as an area for a clinical
question (the corresponding question
for meningococcal disease was
prioritised for inclusion)
The available evidence reported only
one serogroup B case and so
inclusion of these in the
recommendation would imply that
many people would be tested just to

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
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Type

SH

Stakeholder

Alder Hey
Children‟s NHS
Foundation
Trust

Order
No

22.38

Document

Full

Section
No

7.3

PageNo

177

Comments
Please insert each new comment in a new
row.
serious bacterial infections
(including meningococcal disease)”.
This should include previous
RECURRENT infections, as well as
previous serious infections.
This contradicts the evidence found (the
case of complement deficiency in Hoares
cohort had Group B).
“Children and young people with recurrent
episodes of meningococcal disease
should be assessed by a specialist in
infectious disease or immunology.
Do not test children and young people for
complement deficiency who have had
either:
serogroup B meningococcus, or

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.39

Full

7.3

178

This does not make sense.
The first paragraph is fine, but the bullet
points contradict the evidence found (the
case of complement deficiency in Hoares
cohort had Group B).
I‟d suggest removing the bullet points.
“Do not test children and young people for
immunoglobulin deficiency if they have
had meningococcal disease, unless they
have a history suggestive of an
immunodeficiency”.
What about children with meningitis?

Developer’s Response
Please respond to each comment
detect a very small number of cases

This recommendation has been
changed to:
Test children and young people for
complement deficiency if they have
had:
• more than one episode of
meningococcal disease, or
• one episode of meningococcal
disease caused by serogroups other
than B (e.g. A, C, Y W135, X, 29E),
or
• meningococcal disease caused by
any serogroup and a history of other
recurrent or serious bacterial
infections

Immune testing for children and
young people with bacterial
meningitis was not prioritised as an
area for a clinical question (the
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Order
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Document
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
corresponding question for
meningococcal disease was
prioritised for inclusion)

SH

Alder Hey
Children‟s NHS
Foundation
Trust

22.40

Full

General

General

What about vaccine failures?

The guideline developers did not
prioritise vaccine failure as an area
for inclusion in the guideline

What history is Highly suggestive of
immune deficiency? (The current mantra
is; Serious, Persistent, Unusual,
Recurrent)

The GDG interpretation of the
evidence and the recommendation
have been revised to state that a
history of serious, persistent,
unusual, or recurrent infections is
highly suggestive of an
immunodeficiency
Thank you for this comment. The
stakeholder seems not to understand
the economist‟s concept of
opportunity cost. Firstly, whilst the
number of doctors/nurses might be
considered fixed in the short run
there is clearly scope for numbers to
change over time, especially if they
were found to be under-employed.
More fundamentally, time is a scarce
resource and if a service can be
provided using less staff time that
frees time up for alternative uses,
which in the NHS would hopefully
entail more and/or better health care

Ceftriaxone is a controversial choice for
empirical treatment of meningitis and
meningococcal disease.
Half the units in the UK use cefotaxime
instead of ceftriaxone. Few of those using
ceftriaxone caution against use in young
infants and with calcium. [Hudson et al].
The cost effectiveness analysis for
ceftriaxone is flawed. There are no cost
savings to be made in Drs or nurses time
(these are already paid for by the NHS,
whatever they do). The only potential cost
saving might be in using less cannulae –
however the GDG produce no evidence to
support their assumption that ceftriaxone
use is associated with less cannulae.
Given the potential harm of ceftriaxone in
acutely unwell children (needing calcium),
there should be a preference for

In terms of patient safety, our
recommendations are consistent with
the latest MHRA guidance issued in
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Type

SH

SH

Stakeholder

Alder Hey
Children‟s NHS
Foundation
Trust

Alder Hey
Children‟s NHS
Foundation
Trust

Order
No

22.41

22.42

Document

NICE

All

Section
No

General

General

PageNo

General

General

Comments
Please insert each new comment in a new
row.
cefotaxime – with use of ceftriaxone once
it‟s clear that calcium is not needed.
Patient safety should supersede cost
effectiveness.
If a child suffers harm because of
ceftraxone and calcium interaction, a
defence will be that NICE guidance was
being followed.
This is very poorly presented. It is very
confusing for someone who might be
trying to manage a child.
There are no recommendations to give
preadmission antibiotics for
meningococcal disease in the key
priorities.
It could be improved by;
separating meningitis and meningococcal
disease, using an algorithm or care
pathway to show where the
recommendations fit in,
improving the recommendations as
above.
Antibiotic doses – many of these are
incorrect. Please use BNFc rather than
SPC for doses.

Developer’s Response
Please respond to each comment
October 2009:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804

The key priorities for implementation
were selected by the guideline
developers using the criteria
specified in the NICE guidelines
manual
The guideline developers are working
with the NICE editorial team to
produce care pathways which
distinguish between bacterial
meningitis and meningococcal
septicaemia where possible, and the
recommendations in the revised
guideline are intended to support this
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
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Comments
Please insert each new comment in a new
row.

SH

Association of
Medical
Microbiologists

26.01

Full

General

General

It does not seem to link into the document
of fever in children particularly the
red/amber warning signs that a patient
may have a severe infection

SH

Association of
Medical
Microbiologists

26.02

Full

General

general

[Also: 30-32 – 2.1 Lines 30-51 & 2.4 Lines
1-6] There should be links to the HPA
document on Management of
Meningococal Disease with particular
reference to the Public Health aspects re
notification and follow up of contacts etc.

Developer’s Response
Please respond to each comment
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The guideline developers have crossreferenced to the NICE fever
guideline where they felt it to be
appropriate. They have assumed that
fever in children will be managed
according to the fever guideline until
they are assessed for risk of serious
illness, stabilised and suspected of
having bacterial meningitis or
meningococcal septicaemia. This is
now stated explicitly before the
recommendations in the NICE and
full guidelines
Thank you for your comment. The
guideline developers have added a
recommendation stating that
healthcare professionals should be
aware of the legal requirement to
notify a Proper Officer of the local
authority on suspicion or diagnosis of
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Type

SH

Stakeholder

Association of
Medical
Microbiologists

Order
No

26.03

Document

Full

Section
No

1.1

PageNo

7

Comments
Please insert each new comment in a new
row.

The list of symtoms of bacterial meningitis
and meningococcal sepsis is long and
may be vague if taken out of context eg
cold hands and feet.
This may lead to a large number of
children having investigations sent again a
link to the document on the management
of 21over in children particularly the
red/amber warning signs that a patient
may have severe infection may be helpful

Developer’s Response
Please respond to each comment
meningitis or meningococcal
septicaemia, and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
recommendations because public
health management is outside the
scope of the guideline
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
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Type

SH

SH

SH

Stakeholder

Association of
Medical
Microbiologists

Association of
Medical
Microbiologists
Association of
Medical
Microbiologists

Order
No

26.04

Document

Full

Section
No

1.1

PageNo

7

26.05

Full

1.1

8

26.06

Full

1.2

12

Comments
Please insert each new comment in a new
row.

Line 6: Suggest clarification of what
sample the PCR should be done on eg
EDTA sample of blood and CSF if
available and if cultures are negative. This
will prevent wrong samples being sent
and unnecessary phone calls to the
laboratory 22overed22 what sample
should be sent.This will apply to other
sections see below

Line 7: Add EDTA in brackets after blood
and after CSF if available and negative for
culture
Line 16: See comments 4 above.

Developer’s Response
Please respond to each comment
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
All the recommendations that
mention polymerase chain reaction
(PCR) have been revised to clarify
what organism is being tested for
using PCR
All the recommendations that
mention testing blood and
cerebrospinal fluid (CSF) samples
have been revised to state that these
should be done using
ethylenediaminetetraacetic acid
(EDTA)
This change has been made
throughout the full and NICE
guidelines
All the recommendations that
mention polymerase chain reaction
(PCR) have been revised to clarify
what organism is being tested for
using PCR
All the recommendations that
mention testing blood and
cerebrospinal fluid (CSF) samples
have been revised to state that these
should be done using
ethylenediaminetetraacetic acid
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Comments
Please insert each new comment in a new
row.

SH

Association of
Medical
Microbiologists

26.07

Full

1.2
& 6.2

18
&
110-112

[18: Line 4; 110: Line 23-29; 111: Line 4950; 112: Line 1-7]
Not all practitioners advocate 7 days of
treatment. Sometimes 5 days have been
given [or even less] Appreciate lack of
RCT but note Ref Tuncer AM et al
Pediatr Infect Dis 1988 Oct 7(10)7113.There is experience in New Zealand
Briggs Set al Intern Med J 2004 34 383387 also Puddicmbe JB et all Trans R Soc
trop Med Hyg 1984 78(3) 399-403

SH

Association of
Medical
Microbiologists

26.08

Full

6.2

112

Some discussion and advice on when to
stop antibiotics in unconfirmed unlikely to
be bacterial meningitis or disease might
be useful here eg role of CRP etc.

SH

Association of
Medical

26.09

Full

5.1

59

Lines 2 & 13:
as 4 above

Developer’s Response
Please respond to each comment
(EDTA)
The study cited on page 110 (lines
23-29) in the draft guideline was
graded as evidence level 1-.
According to the NICE guideline
development process it cannot be
used as the basis for
recommendations. The GDG
interpretation of the evidence reflects
this (no high-quality studies were
found evaluating the optimal duration
of antibiotic regimens used to treat
meningococcal disease in children
and young people). The GDG
interpretation also notes that the
GDG‟s view is that 7 days is the
usual duration of treatment for
meningococcal disease in the UK
and that the GDG could see no
reason to change practice. The GDG
carefully considered recommending
shorter courses in the knowledge of
the publications noted by the
stakeholder and the views expressed
by the stakeholder but found no
evidence to change current practice
The guideline developers have
specified the durations of treatment
in the recommendations and dealing
with individual cases (to cover a wide
variety of clinical scenarios) is not
within their remit
All the recommendations that
mention polymerase chain reaction
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Comments
Please insert each new comment in a new
row.

Microbiologists

SH

Association of
Medical
Microbiologists

Developer’s Response
Please respond to each comment
(PCR) have been revised to clarify
what organism is being tested for
using PCR

26.10

Full

general

general

There is limited mention of the viral
causes of sepsis or meningitis. Suggest
take expert virology advice on this and the
role of acyclovir

All the recommendations that
mention testing blood and
cerebrospinal fluid (CSF) samples
have been revised to state that these
should be done using
ethylenediaminetetraacetic acid
(EDTA)
Thank you for your comment but viral
causes of sepsis or meningitis are
not included in the scope of this
guideline. However, the guideline
developers have recognised the
importance of viral causes (such as
herpes simplex virus) and have
introduced a new recommendation
relating to the use of antiviral agents
as part of the differential diagnosis

The guideline developers have
also forwarded this to NICE as a
suggestion for a future guideline
topic
SH

Association of
Medical
Microbiologists

26.11

Full

5.7

92
-93

HSV can cause encephalitis and
disseminated infection and enteroviruses
can cause 24overed24ic/encephalitis
/sepsis in the neonatal group. Some cross
refence to guidance and the role of
acyclovir should be included.

Thank you for your comment but viral
causes of sepsis or meningitis are
not included in the scope of this
guideline. However, the guideline
developers recognise the importance
of viral causes (such as herpes
simplex virus) and have introduced a
new recommendation relating to the
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Document
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Comments
Please insert each new comment in a new
row.

SH

Association of
Medical
Microbiologists

26.12

Nice

Introductio
n

3

Paragraph 1: Infections caused by
Haemophilus influenzae and Listeria
monocytogenes are now rare

SH

Association of
Medical
Microbiologists

26.13

Nice

Introductio
n

3

SH

Association of
Medical
Microbiologists

26.14

Nice

KPIs

8

Paragraph 2: Most N meningitidis
infections are asymptomatic perhaps
should say N meningitidis frquently
colonises the URT but occasionally
Management in Pre hospital setting Giving
of benzyl penicillin should be listed at this
stage

SH

Association of
Medical
Microbiologists
Association of
Medical
Microbiologists

26.15

Nice

1.3.1.3
1.3.1.4

8
& 15,16

26.16

Nice

1.4.1.1

9
& 15,16

SH

Diagnosis in secondary care PCR should
specify EDTA blood meningococal PCR
as listed above in 4
It may be better to give QDS cefotaxime
rather than once a day ceftriaxone as
there will be benefits of observation
[and 1.3.1.3 in full guideline]

Developer’s Response
Please respond to each comment
use of antiviral agents as part of the
differential diagnosis
This is noted in the introduction to the
full guideline (see Section 2.1), but
the same level of detail cannot be
included in the NICE guideline (the
introduction there is an abbreviated
version of the introduction to the full
guideline)
This sentence has been rephrased to
highlight the difference between
colonisation and infection
The section referred to lists the key
priorities for implementation – the
recommendation about giving
benzylpenicillin in the pre-hospital
setting was not selected as a key
priority and so it is not included here
These recommendations have been
rephrased to clarify this point
Thank you for this comment. The
guideline recommendations are
consistent with the latest MHRA
guidance with respect to ceftriaxone:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
The guideline developers did not
think that once-daily dosing would
compromise observation and
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
assessment because this would not
be restricted to when antibiotics were
being administered

SH

SH

Association of
Medical
Microbiologists

Association of
Medical

26.17

26.18

Nice

Nice

1.3.3.1

1.2.1.6

9
& 18

15

The csf should only be sent off if culture
negative at 24hr see comments above on
full guidelines

Wording seems odd perhaps the following
is better A history of intolerance to

Ceftriaxone is recommended as the
first-line agent on the basis of the
cost effectiveness analysis; cost
effectiveness is driven chiefly by the
reduction in staff costs associated
with a once-daily dose. There is also
the possibility of early discharge from
hospital with once-daily dosing. The
guideline developers also
recommend frequent review of
patients in hospital
Thank you for your comment. The
GDG interpretation of the evidence
has been expanded to reflect the
stakeholder comment as follows (see
Section 5.1 of the full guideline):
The GDG concludes that a full blood
count and CRP should be performed
on children with fever (or history of
fever) and a petechial rash and the
results combined with a thorough
clinical assessment for the signs of
septicaemia and meningitis.
Abnormal results may support the
diagnosis where there is uncertainty
but normal results cannot be used to
exclude the diagnosis
Thank you. The recommendations
about allergies to penicillin now
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Microbiologists

SH

SH

SH

Comments
Please insert each new comment in a new
row.
penicillins or cephalosporins that only
involved mild rash or D&V should not
preclude giving parenteral benzylpenicillin
Bullet point missing from coagulopathy

Association of
Medical
Microbiologists
Association of
Medical
Microbiologists

26.19

Nice

1.3.16

17

26.20

NICE

1.4.1.1

23

BNFc states cefotaxime should be given
50 mg qds in severe infections
discrepancy here.

Association of
Medical
Microbiologists

26.21

NICE

1.4.1.4

23

DOSE for amoxicillin is not as given in
the BNFc for treatment of listeria is 100mg
per dose

Developer’s Response
Please respond to each comment
reflect the Chief Medical Officer‟s
advice
Thank you. This has been added

The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
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SH

Stakeholder

Association of
Medical
Microbiologists

Order
No

26.22

Document

NICE

Section
No

1.4.1.9

PageNo

24-25

Comments
Please insert each new comment in a new
row.
125mg four times daily of ampicillin is not
an equivalent,NB doses in BNFc give for
an infant 1-3 months 50-100mg/kg every 6
hours

As above

Developer’s Response
Please respond to each comment
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
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Comments
Please insert each new comment in a new
row.

SH

Association of
Medical
Microbiologists

26.23

NICE

1.4.3.1

30

Paediatric ID specilaists recommend
dexamethasone 0.4 mg/kg for 2 days foe
children over 1 month of age 1

SH

Association of
Medical
Microbiologists

26.24

Full

1.1

7

Suggest address the issue of 29overed
care 29overed29ic giving im antibiotics for
suspected meningitis rather than
suspected meningococcal disease here

Developer’s Response
Please respond to each comment
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The dosage recommended by the
GDG was used in eight of the 13
studies included in the systematic
review by van de Beek et al. 2007
and it has been used in UK clinical
practice for several years. This is
clearly stated in the GDG
interpretation of the evidence
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching ras
directly to secondary care without
giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
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26.25

26.26

Document

Full

Full

Section
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1.1

PageNo

8
-9

16

Comments
Please insert each new comment in a new
row.

Line 3: The giving of antibiotics is
mentioned in the diagnosis section but not
the management in secondary care
section
Should there be a treatment section?

Line 32: Rifampicicn would be a better

Developer’s Response
Please respond to each comment
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
The structure of the full guideline
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
This section of the full guideline gives
information on how to use the results
of laboratory tests, with the main
recommendations for antibiotic
treatment being given in sections 6.1
and 6.2. The recommendation here
includes a cross-reference to the
section on antibiotics for suspected
bacterial meningitis or
meningococcal disease
The guideline developers searched
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SH
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Medical
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Full

8
14
93
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Comments
Please insert each new comment in a new
row.
alternative here to vancomycin as
theoretically has better cns penetration
and has activity against resistant
pneumococci [see p 25 line 34]

[8: 25/26; 14: 37/38; 93: 45; 94: 46]
Some people might delay the LP whilst
awaiting a coagulation result, and if
slightly abnormal would it stop someone
form performing a LP? Suggest
clarification eg do not delay a LP whilst
waiting for a coagulation screen result, LP
should not be performed if APTT is > etc
etc.

Developer’s Response
Please respond to each comment
for evidence in relation to rifampicin
in both the pre-hospital and hospital
settings, but no evidence was
identified. The GDG consensus was
that vancomycin is the recommended
drug in the situation where there is a
possibility of resistant pneumococci
as the paediatric clinical experience
is with this drug. Vancomycin is
currently included as the drug of
choice in the three main textbooks of
paediatric infectious disease and in
the literature on this subject. The
clinical experience with rifampicin in
children has mostly been its use in
addition to vancomycin where there
is cephalosporin resistance
The guideline developers
recommend performing lumbar
puncture in children and young
people aged 28 days or older with
suspected bacterial meningitis and
not delaying lumbar puncture. The
guideline developers also
recommend that lumbar puncture
should not be performed in children
and young people aged 28 days or
older with suspected septicaemia ,
extensive or spreading purpura or
known coagulation disorder (if there
are signs such as purpura or
bleeding establish safety before
lumbar puncture).
The wording and order of the items in
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General
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Comments
Please insert each new comment in a new
row.

Several of the group were concerned
about not emphasizing the issues relating
to translating from the non intubated sick
child to an intubated child. This usually
occurs in the peripheral hospital and
represents a time of great danger to the
child. These children can easily undergo
cardiac arrest on induction of anaesthesia,
particularly if normal drug doses are used
and given in a rapid fashion. Fluid and
adrenaline resuscitation must be directly
available before intubation. Regurgitation
and pulmonary soiling are common at this
point and steps must be taken to protect
the airway. It would be important to
ensure these patients are “nil by mouth”
from entry to hospital.

Sections 1.4.2.2 and 1.4.2.6 are

Developer’s Response
Please respond to each comment
this recommendation have been
changed to reflect this
The guideline developers largely
agree with the comment. However,
the guideline developers‟ remit does
not extend to giving specific
recommendations as to which
healthcare professional should be
delivering care or where it should be
delivered. The GDG has emphasised
that a healthcare professional with
expertise in paediatric airway
management should undertake
tracheal intubation. This
recommendation has now been
moved to a more prominent position
to highlight its importance (towards
the front of the recommendations
relating to “ Respiratory support “ in
Section 6.6)
Also the guideline cannot be a
general textbook on the care of the
sick child, but the guideline
developers recognise that children
and young people with suspected or
confirmed bacterial meningitis or
meningococcal septicaemia are very
ill and a recommendation has now
been included to highlight this and to
state that fluid boluses, vasoactive
drugs, etc should be available before
intubation
Thank you for your comment. These
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confusing . It needs to be made clear that
the fluids recommended are 0.9% saline
with 5%Glucose (or Dextrose). It must be
clear that this does not mean 5%
Dextrose alone).
Could this be made clearer and would it
not be simpler and safer to give
Hartmanns or N saline and provide
glucose as judged separately after BM
measurement to maintain safe blood
glucose.

SH

Association of
Paediatric
Anaesthetists

11.03

NICE

1.4.4.2

31

Steroid doses : changing from mg/kg to
mg/m2 is confusing and could lead to
error I would suggest that all
recommendations are kept as mg/kg for
safety and ease. Changing units will lead
to potential error.

SH

Association of
Paediatric
Anaesthetists

11.04

All

General

General

Lumbar puncture; it was felt that there
was considerable emphasis in the
guidelines on performing a lumbar
puncture to provide a laboratory
diagnosis. While, this was acceptable in
milder forms of meningitis, in

Developer’s Response
Please respond to each comment
recommendations have been
changed to reflect the stakeholder‟s
suggestion

The guideline developers‟ view is
that, in children and young people
with bacterial meningitis, isotonic
fluids (for example, sodium chloride
0.9% with glucose 5% or sodium
chloride with 5% or dextrose) should
be used for maintenance, whereas in
neonates glucose 5% would increase
the risk of hypoglycaemia, and so
glucose 10% would be more
appropriate in this age group. This
has been stated in the GDG
interpretation of evidence in the full
guideline
The dosage recommended by the
GDG was used in eight of the 13
studies included in the systematic
review by van de Beek et al. 2007
and it has been used in UK clinical
practice for several years. This is
clearly stated in the GDG
interpretation of the evidence
Thank you for your comment. The
guideline developers agree with the
comment and have now removed this
recommendation
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Comments
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meningococcal sepsis, following this
guideline in a rigid fashion could delay key
life saving treatment and risk precipitating
neurological deterioration.
Menoingococcal sepsis is primarily a
clinical diagnosis and lumbar puncture
can be delayed for 48 hours with PCR
analysis of cerebrospinal fluid.
I listened to Prof Pollard speak at the MRF
th
conference on 11 Nov where he
acknowledged the difficulty in recognising
meningitis and septicaemia in children
under 2. He highlighted the symptoms of
fever and irritability and rightly said that
these were symptoms of many minor
childhood illnesses too. Looking at the
new guidance, GPs are to use their
clinical judgement and are to dial 999 for
children in whom meningitis or
septicaemia is suspected. That sounds
very reasonable until one considers the
reality of a typical GP surgery and the
number of feverish irritable children that
GPs see. If we were to dial 999 for all of
them, well, need I go on? It seems that
the guidance as written leaves GPs
damned if they do and damned if they
don‟t. Some GPs may err on the side of
caution and be sending in more children
than necessary – a strategy that may
ensure that few seriously ill babies are
missed but may swamp the emergency
and hospital services. Others may feel
more confident about reassuring parents

Developer’s Response
Please respond to each comment

Thank you for your comment. The
guideline developers are aware of
the difficulty that GPs encounter in
recognising meningitis and
septicaemia in children under the age
of two and the importance of not
overloading the emergency
ambulance service and accident and
emergency departments with
unnecessary cases. However, in this
guideline the guideline developers
would like to stress the urgency of
early treatment in a secondary care
setting, and encourage healthcare
professionals to use the
recommendations in Chapter 3
(symptoms and signs) to identify
children and young people with
possible bacterial meningitis
The tables of symptoms and signs of
bacterial meningitis and
meningococcal septicaemia have
also been revised with the aim of
improving recognition and
appropriate treatment
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and then may find themselves the wrong
side of a law suit with prosecutors
clutching NICE guidance as evidence of
their failure. Perhaps the guidance could
expressly and explicitly acknowledge this
dilemma. GPs are used to managing
uncertainty but it would be good if this was
spelt out for all to see.
The principle of knowing about hearing
loss is well referenced

British
Association of
Otolaryngologis
ts Head and
Neck Surgeons
(ENT UK)
British
Association of
Otolaryngologis
ts Head and
Neck Surgeons
(ENT UK)

18.01

Full

7.2

168
/169

18.02

Full

7.2

168
/169

Whilst reviews state hearing loss is about
5% I would stress that all patients have a
hearing test. Unilateral loss can be missed
and have an effect on schooling

British
Association of
Otolaryngologis
ts Head and
Neck Surgeons
(ENT UK)

18.03

Full

7.2

168
/169

Pneumococcal infection is recognised to
produce ossification of the cochlear more
frequently than other infections. This can
influence the success of cochlear
implantation

Developer’s Response
Please respond to each comment

Thank you for your comment.

The GDG has made a
recommendation in this guideline that
all children and young people who
have had meningococcal
septicaemia or bacterial meningitis
have a hearing test as soon as they
are fit to undergo testing. The
recommendations now include a
cross-reference to existing NICE
technology appraisal guidance on
cochlear implants
The guideline developers have
reconsidered the studies included in
the section on long-term effects of
bacterial meningitis. One of the
included studies (Douglas et al 2008)
reported that in people who received
cochlear implants, N. meningitidis
was the causative agent of the
meningitis in 5.7% of people who had
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ALL patients referred to cochlear implant
units with meningitis are FAST
TRACKED. I would request that this
degree of urgency is reflected in this
paper.

Developer’s Response
Please respond to each comment
moderate or severe ossification of
the cochlear, S. pneumoniae was the
causative agent in 38.6% of people
who had moderate or severe
ossification of the cochlear, and Hib
was the causative agent in 15.7% of
people who had moderate or severe
ossification of the cochlear. However,
there was no statistically significant
difference between the incidence of
ossification in the three types of
meningitis (p=0.45) or in the degree
of ossification (S. pneumoniae versus
N. meningitidis, p= 0.17; S.
pneumoniae versus Hib, p=0.66).
These results have been added to
the narrative text in the full guideline,
but the recommendation has not
been changed
The guideline developers originally
suggested that children and young
people who have had bacterial
meningitis or meningococcal
septicaemia should be fast-tracked
for cochlear implants, but they were
advised that NICE editorial style
would not permit the use of the
phrase „fast-tracked‟. The guideline
developers agree, therefore, with the
spirit of the comment and have
revised the recommendation to state
that assessment should be
undertaken as soon as the child or
young person is fit to undergo
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Developer’s Response
Please respond to each comment
testing. The reason for urgency has
also now been emphasised in the
GDG interpretation of the evidence
As stated in the GDG interpretation,
in making their recommendations,
the GDG highlighted children and
young people who experience
disability as a result of having
bacterial meningitis or
meningococcal septicaemia as a
priority for receiving follow-up care
and support

SH

British
Paediatric
Neurology
Association

10.01

NICE

1.3.6.1

10

SH

British
Paediatric
Neurology
Association

10.02

NICE

1.3.6.1

10

“convulsive seizure” presumably refers to
tonic-clonic or tonic seizures; it would be
better to replace it with “generalised
seizure” [the latter can be primarily or
secondarily generalised] as the other term
is no longer used in epilepsy circles.
To modify “abnormal posture” to include:
“abnormal posture or posturing”. This may
seem somewhat fastidious but often the
posture of the comatose or unwell
ventilated child is one that fluctuates, such
that on assessing the child the posture is
noted to change in response to a given
stimulus. Posturing implies this is not a
fixed process, hence why I think it
necessary.

A cross-reference to the existing
NICE technology appraisal guidance
on cochlear implants has been added
to the text and the recommendation
Thank you for your comment. This
change has been made

This change has been made

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

37 of 155

Type

Stakeholder

SH

British
Paediatric
Neurology
Association

SH

British
Paediatric
Neurology
Association

SH

British
Paediatric
Neurology
Association

Order
No
10.03

10.04

10.05

Document

Section
No

PageNo

NICE
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11

NICE

1.4.2.13

29

NICE

1.5.1.1

32

Comments
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row.
The list of morbidities could be reviewed;
whilst hearing should be the first, the
order of the others is less clearcut; „renal
failure‟ I presume refers to chronic renal
failure. I would suggest adding
“learning/behaviour/personality change”
together with developmental (and
cognitive) problems as these often come
up later on during follow ups
“modified Glasgow coma score” to be
used instead of Glasgow coma scale; also
to highlight that this has not been
validated for use in this group of children
(not that I know of) and to exercise some
caution in its interpretation as it can be
misleading as it fails to detect any
asymmetry in response (papillary or limbs)
if used on its own. Generally it is used
together with a nursing documentation of
L and R side, given the above.
To add in consideration for referral to a
child development service in order to
access a multidisciplinary setting of
various therapists, psychologist etc

Developer’s Response
Please respond to each comment
The guideline developers believe that
learning/behaviour/personality
changes and
developmental/cognitive changes are
covered in the list of morbidities
under „psychosocial problems‟ and
„neurological and developmental
problems‟. A detailed list of
morbidities is provided in the GDG
interpretation of the evidence
Thank you for your comment. The
guideline developers have now noted
in the GDG interpretation of the
evidence that the Child‟s Glasgow
Coma Scale score should be used in
children under the age of 4 years

This consideration is included in a
later recommendation, which states
that children and young people who
have had bacterial meningitis or
meningococcal septicaemia should
be reviewed by a paediatrician with
the results of their hearing test 4–6
weeks after discharge from hospital
to discuss morbidities associated
with their condition and offered
referral to the appropriate services.
The following morbidities should be
specifically considered:
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Full
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Comments
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row.

This is a very good document.
From a Children‟s Orthopaedic
perspective the problems largely relate to
premature closure of the grcwth plates
which can cause limb shortening if a
central growth arrest or an angular
deformity if it is a peripheral arrest. The
problem can also affect amputation
stumps which may develop angular
deformities requiring correction.
Affected children mayn require multiple
orthopaedic procedures with angular
corrections and limb lengthening, in both
upper and lower limbs, in order to achieve
skeletal maturity with acceptable limbs
This is the same as 1.3.1.3, but blood
glucose appears to have been omitted.
Congratulations on producing a clear,
comprehensive and valuable guideline.
The College of Emergency Medicine
offers the following minor comments to the
consultation:

Developer’s Response
Please respond to each comment
hearing loss (as soon as they
are fit to undergo testing)
orthopaedic complications
(damage to bones and joints)
skin complications (including
scarring from necrosis)
psychosocial problems
neurological and
developmental problems
renal failure
Thank you for your comment

This recommendation has been
rephrased and now includes glucose
Thank you for your comment
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Emergency
Medicine

15.02

Full

General

General
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College of
Emergency
Medicine

15.03

NICE

General

General

SH

College of
Emergency
Medicine

15.04

NICE

General

General
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Medicine
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NICE

1.1

12
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Comments
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Meningitis and septicaemia are
considered as two different entities, but
switching between the two in the
diagnosis and management sections can
become confusing. The care pathways
address this more effectively, but are
inevitably quite busy.
This disease is a diagnostic and
management challenge, and we would
therefore wish to see a clear
recommendation that a senior
experienced clinician should be available
in person.
We would like to see an increased
emphasis on inotropes, with signposting
for their early use (see also comments 14
and 15).

There are clearly important and recurrent
problems in the recognition of this
disease. However the difficulty of applying
a largely retrospective evidence base
relating to the assessment of symptoms
and signs in a prospective fashion should
be more clearly acknowledged. The
“early” signs, in particular, are highly non-

Developer’s Response
Please respond to each comment
Thank you for your comment. The
guideline developers understand the
fact that this can be a source of
confusion and have agreed with the
NICE editors to separate the
conditions where appropriate
Thank you for your comment. The
guideline developers‟ remit does not
extend to making recommendations
about where care should be
delivered or who should deliver it
The structure of the full guideline
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
The guideline development group
cannot make recommendations in
relation to the choice of vasoactive
drugs because they did not have a
clinical question in relation to this
The guideline developers agree that
there are limitations with the
available evidence, and this is now
noted in the GDG interpretation of
the evidence (see Section 3.2 of the
full guideline)
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1.1.1.6

14

SH

College of
Emergency
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NICE

1.2.1.2 to
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specific and are present in large numbers
of children with self-limiting illness
presenting to Emergency Departments.
We accept that tables 1 and 2 may be the
best that can be achieved at present, but
their limitations could be more clearly
acknowledged.
BM Stix should be included in the
assessment of children with suspected
bacterial meningitis.
There appears to be a mixed message in
giving early antibiotics but not delaying
transfer to hospital.
It is not clear what to do if the
administration of antibiotics were to
require an additional 5 minutes when the
journey time is long (e.g. 45 minutes).
Would it be better to say that the
practitioner should aim to give parental
antibiotics while arranging urgent transfer
to hospital?

Developer’s Response
Please respond to each comment

The glucose concentration from two
studies was laboratory-determined
glucose. Therefore testing glucose
with a strip is not adequate
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
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SH

College of
Emergency
Medicine

15.08

NICE

1.2.1.6

15

This could be more definitive, i.e. unless
1.2.1.5 give parental Benzyl penicillin.

SH

College of
Emergency
Medicine

15.10

NICE

1.3.1.6

17

Here the metabolic disturbances to be
corrected include hypocalcaemia and
hypomagnesaemia, but the measurement
of calcium and magnesium are not listed
in 1.3.1.3

SH

College of
Emergency
Medicine

15.11

NICE

1.3.5.8

19

We would suggest that alternate
diagnoses or discussion with a specialist
be included here

SH

College of
Emergency
Medicine

15.12

NICE

1.3.8.6

23

We believe that it is often not possible to
comment on the presence of raised
intracranial pressure (ICP) on a head CT
scan in the context of meningitis – only if

Developer’s Response
Please respond to each comment
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you. The recommendations
about allergies to penicillin now
reflect the Chief Medical Officer‟s
advice
Thank you for your comment but
these are different recommendations:
1.3.1.6 is about suspected
septicaemia and the 1.3.1.3 is about
initial investigation. The guideline
developers would have liked to have
covered monitoring and correction for
the metabolic disturbances listed in
1.3.1.6 in some detail but this was
outside the scope of the guideline.
Recommendation 1.3.1.6 is included
to highlight that these disturbances
should be considered without giving
precise details of what this entails.
Note that recommendation 1.3.1.6
has been moved to Section 1.4.3
(see recommendation 1.4.3.1)
The guideline developers believe that
this recommendation does not need
to include alternative diagnoses or
discussion with a specialist
Thank you for your comment. The
guideline developers have changed
the recommendation in the section
related to the use of cranial
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there is a mass lesion with mass effect.
We therefore recommend that this section
includes a statement that raised ICP can
be present even with a normal CT.

Developer’s Response
Please respond to each comment
computed tomography for bacterial
meningitis to reflect the stakeholder‟s
comment as follows:
In children and young people with
suspected bacterial meningitis use
clinical assessment (including clinical
evaluation for signs of raised
intracranial pressure), not a cranial
computed tomography (CT) scan, to
decide whether it is safe to perform a
lumbar puncture, because CT scans
are unreliable for identifying raised
intracranial pressure

SH

College of
Emergency
Medicine

15.13

NICE

1.4.2.1

26

We are of the view that it would be more
helpful to the user to include the criteria
for the assessment of shock here, rather
than reference it

SH

College of
Emergency
Medicine

15.14

NICE

1.4.2.16
to 1.4.2.17

29

We would recommend more detailed
guidance for the choice and
implementation of vasoactive drugs in
case there is no readily available access
to local/ national guidance (see also
comment 4).

This is also explained in the GDG
interpretation of evidence
The guideline cannot cover all
aspects of the care of children and
young people with suspected or
confirmed bacterial meningitis or
meningococcal septicaemia. The
guideline developers are limited in
the recommendations they can make
by the boundaries of the guideline
scope
The guideline developers cannot
make recommendations in relation to
the choice of vasoactive drugs
because they did not have a clinical
question in relation to this
The guideline developers have,
however, forwarded this to NICE as
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College of
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Medicine
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Protection
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Order
No

15.15

28.01

Document

Full

Full

Section
No

Care
Pathways

General

PageNo

General

General

Comments
Please insert each new comment in a new
row.

Reference to fluid resuscitation and
inotrope management appears after
investigations and antibiotics. Also senior
clinical presence is not mentioned early.
We feel that greater priority should be
given to the early administration of fluids
and inotropes, with senior clinical
involvement, before detailed
investigations are undertaken since this is
most likely to improve outcome. We
accept that the intention may be to
implement the care pathway horizontally
rather than vertically, but would wish to
see an increased emphasis on early
aggressive management with antibiotics,
fluid and inotropes, and also on early
senior involvement in the patient‟s care.
The complementary aspects of existing
HPA and SIGN guidelines to this NICE
guideline need to be more explicitly
highlighted

Developer’s Response
Please respond to each comment
a suggestion for a future guideline
topic
The structure of the full guideline
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
Separate care pathways for bacterial
meningitis and meningococcal
septicaemia (or meningococcal
disease) are being prepared by the
NICE editorial team, and the end
product of this process should aid the
process of implementing the
guideline after publication
Thank you for your comment. The
guideline developers have added a
recommendation stating that
healthcare professionals should be
aware of the legal requirement to
notify a Proper Officer of the local
authority on suspicion or diagnosis of
meningitis or meningococcal
septicaemia, and meningococcal
septicaemia and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
recommendations because public
health management is outside the
scope of the guideline

SH

Health
Protection
Agency

SH

Health
Protection
Agency

28.02

28.03

Full

General

General

There are excellent summaries of key
clinical signs and symptoms on the MRF
and Meningitis Trust and Meningitis UK
websites which could be usefully
referenced

Full

General

General

The „equality of access„ issue is important
for diagnostics in general but is
particularly pertinent for monitoring the
effect of vaccine interventions into the
future

Relevant aspects of the SIGN
guideline are highlighted in each
section of the full guideline. The
guideline developers cannot,
however, include reference to the
SIGN guideline in the
recommendations themselves
The guideline developers are aware
of the materials prepared by the
Meningitis Research Foundation and
the Meningitis Trust. The NICE
guideline has to stand alone and the
guideline developers hope that the
support organisations‟ materials will
be updated following publication of
the NICE guideline because the
existing ones do not appear to be
based on systematic reviews of the
evidence
Thank you for your comment. The
equal access to diagnostic laboratory
services regardless of setting or
location of residence is covered by
equalities and anti-discrimination
legislation. NICE is committed to
promoting equality and eliminating
unlawful discrimination; the guideline
developers have considered these
implications in the formulation of the
recommendations in this guideline.
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SH

Health
Protection
Agency

28.04

Full

General

General

SH

Health
Protection
Agency

28.05

Full

General

General

Health

Comments
Please insert each new comment in a new
row.

The suggestion of developing an
integrated care pathway with a tick list of
actions to be signed off has been
successfully used in a range of clinical
settings eg Cl. Difficile cases and would
be a major advance in standardising
management. It would need to be a
continuum possibly from primary care (or
wherever else the diagnosis was first
considered) through to follow-up for
potential complications and hence quite a
challenge.
Epidemiological and enhanced
surveillance issues do not seem to have
been addressed but we are not sure
whether you regard this as part of this
project‟s remit.

Developer’s Response
Please respond to each comment
However, vaccine interventions for
the prevention of bacterial meningitis
and in consequence its monitoring
are excluded from the scope of this
guideline
Thank you for your comment. The
NICE editors are producing a care
pathway for the quick reference
guide. We have made them aware of
this comment

Thank you for your comment. The
guideline developers have added a
recommendation stating that
healthcare professionals should be
aware of the legal requirement to
notify a Proper Officer of the local
authority on suspicion or diagnosis of
meningitis or meningococcal
septicaemia, and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
recommendations because public
health management is outside the
scope of the guideline
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Health
Protection
Agency

28.06

Health
Protection
Agency

28.07

Document

Full

Full

Section
No
1.2

1.2

PageNo

13

13

Comments
Please insert each new comment in a new
row.
Line 30: PCR to read
…..be taken as soon as possible after
admission. Samples retrieved from other
blood sciences laboratories may be
useful. CSF samples taken up to 96 hours
after admission may give useful results.
Line 33: Skin lesions and throat swabs for
investigating meningococcal disease
(perhaps the two should be separated)
Do not routinely collect skin biopsies,
aspirates or scrapings but if these have
been taken they can be examined by
culture and PCR.
Isolation of a meningococcus in a throat
swab from a patient with symptoms
suggestive of invasive infection helps to
support the diagnosis and may be useful
for epidemiological / public health
purposes and this specimen should be
collected routinely.

Developer’s Response
Please respond to each comment
Thank you for your comment. The
guideline developers have revised
the recommendation to reflect the
stakeholder‟s suggestion

The laboratory examination of skin
scrapings is not widely used in
England and Wales as a diagnostic
tool in children and young people
with suspected meningococcal
disease and in the modern NHS it is
unlikely to be undertaken in settings
other than an intensive treatment unit
(ITU). The evidence reviewed by the
guideline developers supports this
practice, and no evidence was
identified by the guideline developers
to recommend a change in practice.
Meningococci colonise the human
nasopharynx asymptomatically in up
to 10% of the population. For this
reason it follows that isolation of the
organism from a throat swab cannot
be indicative of the disease.
Therefore, the guideline developers
could not justify throat swabs as a
diagnostic test. No evidence was
identified by the guideline developers
to suggest that systematic collection
of such specimens would be effective
in identifying invasive infection or to
support diagnosis
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Comments
Please insert each new comment in a new
row.
Line 2/3: …glucose concentrations, a
Gram stain and microbiological
culture……
Line 18: The word „pleocytosis‟ is vague
and different meanings can be inferred

Developer’s Response
Please respond to each comment

Health
Protection
Agency
Health
Protection
Agency

28.08

Full

1.2

14

This change has been made

28.09

Full

1.2

14

Luton &
Dunstable
Hospital NHS
Foundation
Trust
Luton &
Dunstable
Hospital NHS
Foundation
Trust

16.01

NICE

1.3.5.4.

18

My comment is: Mention here also as in a
previous section on PCR that CSF should
be sent for PCR for N. meningitides and
Streptococcus pneumoniae.

The guideline developers have
defined pleocytosis (pleocytic CSF)
in the glossary as follows:
An abnormal increase in the number
of cells in the cerebrospinal fluid.
Also, the guideline developers have
defined a normal WBC in the
glossary
Thank you for your comment. This
has been added in all the relevant
sections in the in the full and NICE
guidelines

16.02

NICE

1.4.1.3
-1.4.1.7

23
-24

My comment is that it is essential that the
following sections are added here:
1.4.1.8. If there are features of
encephalitis including reduced level of
consciousness, confusion and focal
neurological signs acyclovir should be
added to cover for herpes simplex
encephalitis. The dose should be
according to BNF for children for this
condition.

Thank you for your comment but viral
causes of sepsis or meningitis are
not included in the scope of this
guideline. However, the guideline
developers recognise the importance
of viral causes (such as herpes
simplex virus) and have introduced a
new recommendation relating to the
use of antiviral agents as part of the
differential diagnosis

1.4.1.9. In patients with a ventriculoperitoneal or atrial shunt in place for
treatment of a hydrocephalus or in
patients with intravascular longterm
devices (Hickman lines or long lines etc.)
the antibiotics used should be ceftazidime
and vancomycin to cover for coagulase

Children and young people with
existing hydrocephalus or intracranial
shunts are specifically excluded from
the guideline
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SH

Meningitis
Research
Foundation
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Meningitis
Research
Foundation
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27.01

27.02

Document

Section
No

PageNo

NICE

Patient
Centred
Care

5
-6

NICE

KPIs

7
&8

Comments
Please insert each new comment in a new
row.
negative staphylococcus and
Pseumomonas infections as well.
This seems to be drafted for chronic
illnesses. There are certainly transition
issues from paediatric to adult services in
follow up care of children and adolescents
with complications or long-term sequelae.
However this doesn‟t capture the
emergency nature of diagnosis and acute
treatment of meningitis/meningococcal
septicaemia, in which the most critical
aspects will generally happen within the
first day or so of admission. There can be
difficulty ensuring that acute treatment of
a child or adolescent is by sufficiently
senior clinicians with adequate paediatric
training, but that is not captured here
either.
Table of symptoms and signs:
We agree that a tabular
representation of symptoms and signs is
very helpful and that presenting bacterial
meningitis and meningococcal
septicaemia separately is a very good
idea. However, Table 2 appears to be
about meningococcal disease (not
meningococcal septicaemia alone), as
focal neurological signs, bulging
fontanelle, photophobia and neck stiffness
are signs of meningitis but not
septicaemia. Because the literature on
meningococcal disease does not
necessarily distinguish meningitis from
septicaemia, drawing a distinction can be

Developer’s Response
Please respond to each comment

This is standard text. The guideline
developers have made the NICE
editorial team aware of the comment

The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
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Meningitis
Research
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27.03

Document

NICE

Section
No

KPIs

PageNo

8

Comments
Please insert each new comment in a new
row.
difficult. It should also be stated that,
particularly in meningococcal disease
patients are likely to have a mixed
presentation, with features of both
meningitis and septicaemia.
We feel that headache should be
included as a symptom in the meningitis
table as it is common (and is reported in
the narrative in the Full guideline).
Although it is not specific to meningitis,
neither are fever and vomiting, which do
appear in the tables.
We feel that abnormal tone/being
floppy or stiff with jerky movements should
be in the table for children under age 2.
The meningococcal septicaemia
table shows a petechial rash present in
25-50% of patients. We think this is an
underestimate, and the evidence
summarised in the narrative summary of
the Full guideline (pages 45 and 46)
seems to bear this out. Leaving aside
those studies that only considered
children with haemorrhagic rashes, rash
was present in 48-to 80% (haemorrhagic)
in ref 40, 49%(haemorrhagic) in ref 49,
70% of septicaemic cases in ref 45, 83%
in ref 46, 84-88% in ref 47, and 4270%(haemorrhagic) in ref 48.
There should be a safety-netting
statement as there is in the SIGN
guideline and the NICE Feverish Child
guideline: parents/carers of children in
whom the diagnosis of meningitis or

Developer’s Response
Please respond to each comment
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table

The guideline developers selected
their top ten priorities for
implementation (key
recommendations) using the criteria
specified in the NICE guidelines
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SH

Meningitis
Research
Foundation

27.04

NICE

KPIs

8

SH

Meningitis
Research
Foundation

27.05

NICE

KPIs

9

Comments
Please insert each new comment in a new
row.
meningococcal disease is considered but
who are being sent home should be
encouraged to seek medical help again if
there is deterioration, even if this is shortly
after the child was seen. Assessment
should take account of the carer‟s ability
to manage the situation, and if this is in
doubt, the risk category should be
increased accordingly. We feel that this is
a particular issue for meningitis and
meningococcal disease generally, but
especially this year with the potential for
cases to be dismissed as H1N1 flu.
Telephoning an ambulance on 999 may
not necessarily ensure that the case is
handled as an emergency. MRF has
worked with the Joint Royal Colleges
Ambulance Liaison Committee and is now
working with Medical Priority Dispatch
System which sets the scripts for triage of
999 calls because both organisations
have been concerned about missing
cases of meningococcal disease and
meningitis. We would suggest that the
NICE guideline specifies that the call
should be handled by the emergency
services as a category A call in suspected
meningococcal disease with nonblanching rash.
Since the guideline is aiming to encourage
LP when there are no contradications, that
paragraph should be entitled Lumbar
Puncture, rather than Contraindications to
LP since the contraindications follow

Developer’s Response
Please respond to each comment
manual. The issue mentioned in the
comment was not identified as a
priority area, but there is already a
recommendation to address the
issue (if the child or young person is
assessed as being at low risk and is
discharged after initial observation
advise parents or carers to return to
hospital if the child or young person
looks unwell)

The guideline developers were
advised by the NICE clinical
guidelines and editorial teams before
the consultation draft was published
that it would not be possible to
include this level of detail in the
wording of the recommendation

Section 5.5 of the full guideline
contains the first recommendation to
use lumbar puncture, whereas
Section 5.6 is specifically about
contraindications to lumbar puncture.
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anyhow.

SH

Meningitis
Research
Foundation

27.06

NICE

1.1.1.1

12
& 13

See point 2 above.

SH

Meningitis
Research

27.07

NICE

1.1.1.3

13

We suggest including headache here, and
that this is also true of meningococcal

Developer’s Response
Please respond to each comment
The headings in the full and NICE
guidelines now reflect this
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers have
reconsidered all the evidence
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Foundation

SH

Meningitis
Research
Foundation

27.08

NICE

1.1.1.4 or 5

14

Comments
Please insert each new comment in a new
row.
septicaemia.

Should include a safety netting statement
as discussed in point 3 above.

Developer’s Response
Please respond to each comment
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers selected
their top ten priorities for
implementation (key
recommendations) using the criteria
specified in the NICE guidelines
manual. The issue mentioned in the
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27.09

NICE

1.1.1.5

14

27.10

NICE

1.1.1.6

14

NICE

1.1.1

13
& 14

27.11

Comments
Please insert each new comment in a new
row.

Possibility of both bacterial meningitis and
meningococcal disease should be
considered.
We feel that it is very important that these
observations should be taken particularly
for suspected meningococcal disease (but
also for meningitis as the current guideline
states). The recommendations should
explicitly state the importance of
recognising shock in meningococcal
disease and what the features are: taking
these observations should enable the
clinician to assess whether shock is
present, but this point needs to be more
explicit about what values they are looking
for.
This section should also state that in the
early stages of the illness when mainly
non-specific features of a febrile illness
are present children may have signs that
suggest alternative infections such as
URTI or gastroenteritis. This can obscure
the diagnosis, and does not exclude
meningitis or meningococcal disease.
Confusion resulting from meningitis and

Developer’s Response
Please respond to each comment
comment was not identified as a
priority area, but there is already a
recommendation to address the
issue (if the child or young person is
assessed as being at low risk and is
discharged after initial observation
advise parents or carers to return to
hospital if the child or young person
looks unwell)
Thank you. This change has been
made
Thank you. This change has been
made

The guideline developers agree that
bacterial meningitis should be
considered even when children and
young people present with nonspecific symptoms and signs,
including upper respiratory tract
symptoms and signs such as
vomiting which are indicative of
gastroenteritis. These issues are
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NICE
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1.5.1.4
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32

Comments
Please insert each new comment in a new
row.
meningococcal disease has been
mistaken for signs of drug or alcohol
intoxication in older children.

There needs to be more emphasis on the
urgency or speed of referral for
assessment for cochlear implants, due to
the potential of ossification of the cochlea
reducing the likelihood of successful
implantation.

Developer’s Response
Please respond to each comment
highlighted in a recommendation
aimed at raising awareness in
healthcare professionals that children
and young people with bacterial
meningitis commonly present with
non-specific symptoms and signs,
including fever, vomiting, irritability,
and upper respiratory tract symptoms
The guideline developers originally
suggested that children and young
people who have had bacterial
meningitis or meningococcal
septicaemia should be fast-tracked
for cochlear implants, but they were
advised that NICE editorial style
would not permit the use of the
phrase „fast-tracked‟. The guideline
developers agree, therefore, with the
spirit of the comment and have
revised the recommendation to state
that assessment should be
undertaken as soon as the child or
young person is fit to undergo
testing. The reason for urgency has
also now been emphasised in the
GDG interpretation of the evidence
As stated in the GDG interpretation
of the evidence, in making their
recommendations, the GDG
highlighted children and young
people who experience disability as a
result of having bacterial meningitis
or meningococcal septicaemia as a
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Developer’s Response
Please respond to each comment
priority for receiving follow-up care
and support

SH

Meningitis
Research
Foundation

SH

Meningitis
Research
Foundation

SH

SH

27.13

NICE

1.5.1.5

33

27.14

NICE

1.3.1 and
1.4

15
-17
& 23
-31

Meningitis
Trust

12.01

NICE

1.1.1.4

14

Meningitis
Trust

12.02

NICE

1.3.1.4

16

Pain should be among the
problems/morbidities considered at the
follow-up appointment, as should
behavioural problems and the family‟s
ability to cope with their child‟s new
disabilities or other needs. It is likely that
some of the behavioural problems in very
young children may be because children
cannot tell parents about pain.
The issue of informing a senior clinician or
getting senior help should be highlighted
within the section on diagnosis and the
section on management.

It is good to see that “the level of parental
concern” is listed as a means of assessing
the severity of a child‟s illness.
rd
3 bullet point – “looks unwell” is not
specific. A list of symptoms and signs for
parents/carers to look for could be added
here.

A cross-reference to the existing
NICE technology appraisal guidance
on cochlear implants has been added
to the text and the recommendation
These issues are now highlighted in
the GDG interpretation of the
evidence

The guideline developers have
emphasised the importance of
informing a senior clinician or getting
senior help for children and young
people that are critically ill. The
guideline developers do not think that
it is necessary to involve a senior
clinician in front-line diagnosis or in
the management of every child or
young person with suspected
bacterial meningitis
Thank you for your comment
The term „looks unwell‟ has been
replaced by „appears ill to a
healthcare professional„ (or their
parents/carers, depending on the
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SH

Meningitis
Trust

12.03

NICE

1.5

32
-33

SH

Meningitis
Trust

12.04

NICE

1.5.1.2

32

SH

Meningitis
Trust

NICE

1.5.1.4

32

12.05

Comments
Please insert each new comment in a new
row.

(General) We are very pleased that longterm management and follow-up have
been given proper consideration
Add “financial grants” to the list of support
available from meningitis charities
(Meningitis Trust)

Stress the importance of cochlear implant
assessment “as soon as possible”

Developer’s Response
Please respond to each comment
context). This mirrors the terminology
used in other NICE guidelines, for
example the fever guideline
Thank you for your comment

NICE guidelines aim to improve
decisions about clinical care made
together by healthcare professionals
and patients. Provision of financial
grants is of value for further research
and/or support, but does not
influence decisions about care in the
guideline and so this change has not
been made
The guideline developers originally
suggested that children and young
people who have had bacterial
meningitis or meningococcal
septicaemia should be fast-tracked
for cochlear implants, but they were
advised that NICE editorial style
would not permit the use of the
phrase „fast-tracked‟. The guideline
developers agree, therefore, with the
spirit of the comment and have
revised the recommendation to state
that assessment should be
undertaken as soon as the child or
young person is fit to undergo
testing. The reason for urgency has
also now been emphasised in the
GDG interpretation of the evidence
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Developer’s Response
Please respond to each comment
As stated in the GDG interpretation
of the evidence, in making their
recommendations, the GDG
highlighted children and young
people who experience disability as a
result of having bacterial meningitis
or meningococcal septicaemia as a
priority for receiving follow-up care
and support

SH

Meningitis
Trust

12.06

NICE

Appendix A

41

There should be consistency when listing
the members of the Guideline
Development Group – can Angela Cloke
be listed as a supporter of Meningitis
Trust or Linda Glennie be listed as
“patient and carer representative” in the
same way as Angela?
Prof Simon Kroll is also Honorary Medical
Director, Meningitis Trust

SH

Meningitis
Trust

12.07

NICE

General

General

Will there be a list of source for further
information and support for patients,
parents and carers, as in the SIGN
guidelines?

SH

National
Patient Safety
Agency

29.01

Full

6.3

110
-112

The NPSA published a Patient Safety
Alert in 2007 following cases of
hyponatraemia associated with the

A cross-reference to the existing
NICE technology appraisal guidance
on cochlear implants has been added
to the text and the recommendation
Thank you for your comment. There
is a prescribed format for listing the
affiliations of guideline development
group members. For healthcare
professional members the required
format had been followed in the draft
guideline, and the required format for
patient/carer members is reflected in
the revised versions of the full and
NICE guidelines
Thank you for your comment. This
information is normally included in
the Understanding NICE Guidance,
which contains a lay translation of the
recommendations. It is produced by
NICE and is aimed at the general
public
Thank you. The GDG has
reconsidered the evidence and draft
recommendations in the light of
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administration of IV fluids. The NPSA
advised that fluids should be restricted in
children who are acutely ill and at risk of
raised intracranial pressure and ADH
secretion. The NPSA are concerned that
the Meningitis Guideline has
recommended giving all children fullvolume maintenance fluids unless there
are signs of ADH secretion or intracranial
pressure. The difficulty here is that these
problems may not be evident until the
damage has been done. The NPSA also
questioned whether it would not be the
case that most patients with meningitis
would have ADH secretions. The NPSA
would be welcome reconsideration of the
relevant recommendations in the
Meningitis Guideline.

NHS Direct welcome the guidance and
make the following comments: No
mention of rash of any type in early
symptoms.

Developer’s Response
Please respond to each comment
stakeholder comments. The final
recommendations are consistent with
NPSA guidance in terms of tonicity
(but not volume) of fluids, and the
rationale for this has been clarified in
the GDG interpretation of the
evidence. The revised guideline
includes details of data provided by
the NPSA in relation to incidents of
fluid-induced hyponatraemia, which
show that there is no evidence of
significant harm resulting from fluid
restriction in the NRLS database.
The GDG has also reconsidered the
published studies cited in this
section: although one of the studies
included some malnourished children
the evidence base as a whole is
considered to be relevant to the
guideline population – the studies
were based on children aged 1
month to 12 years, and they included
children who were well nourished.
These details have been clarified in
the full guideline
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
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Full

General

General

Lacking information regarding early
detection and recognition. However, great
deal on treatment.

Full

3.2

47

NICE

Patientcentred
care

5

Information supports haemorrhagic rash
may be macular in presentation in the pre
hospital phase. Could the pre hospital
phase rash be a maculopapular
presentation or just macular?
It would be useful to expand on how
information will be made available for
people with additional needs and for those

Developer’s Response
Please respond to each comment
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers have now
modified the tables concerning signs
and symptoms with the aim of
improving early recognition and
appropriate treatment
The pre-hospital rash could be either
maculopapular or just macular

This is standard NICE wording. The
guideline developers have made the
NICE editorial team aware of the
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of Nursing
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NICE

General

General

SH

Royal College
of Nursing
Royal College
of Nursing

23.03

NICE

KPIs

7

23.04

NICE

KPIs

8

SH

Comments
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row.
who do not speak English – who will be
responsible for doing this and where will
this information be available? It would be
useful to reference it here.
Throughout the document, age issues and
the right of the child are appropriately
addressed.
Good clarification of symptoms in the
table.
As there is some misconception in primary
care about when to give pre-admission
antibiotics, it would be worth clarifying
here referencing 1.2.1.2
when it is
appropriate to give and when not. The
mention in 1.2.1.2 of not giving preadmission antibiotics may be confusing to
both primary care and public health.

Developer’s Response
Please respond to each comment
comment

Thank you for your comment

Thank you for your comment
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
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Royal College
of Nursing
Royal College
of Nursing

23.05

NICE

KPIs

23.06

NICE

General

8
-9
General

Royal College
of Nursing
Royal College
of Nursing

23.07

NICE

1.1.1.4

14

23.08

NICE
(& Full)

1.1.1.6

14

Comments
Please insert each new comment in a new
row.

Good clear reference to appropriate
diagnosis in secondary care.
Throughout the document the guidance
refers to „children and young people aged
28 days or older‟ Is referring to babies
over 28 days as children correct?
Excellent paragraph addressing parental
concern.
Advice re nursing observations seems
misplaced and needs to be in the
secondary care section. Either after
1.3.1.1 or in section 1.4.6

SH

Royal College
of Nursing

23.09

NICE

1.2.1.1

14

Need to consider how best to cascade this
information to the primary care setting.

SH

Royal College

23.10

NICE

1.3.1.4

16

The guidance mentions admitting the

Developer’s Response
Please respond to each comment
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you for your comment
This terminology reflects NICE
editorial style

Thank you for your comment
The guideline developers recognise
the importance of these issues but
the guideline cannot cover all
aspects of clinical care nor can the
guideline developers make
recommendations specifically for
nurses
These recommendations are,
however, included at this point of the
guideline because this is where they
are first relevant (to elicit signs)
Thank you for your comment. This
issue will be addressed in
collaboration with the implementation
team at NICE. The NICE editors will
produce the „Understanding NICE
Guidance‟ which is a lay translation
of the guideline recommendations.
The guideline developers have made
the NICE implementation team aware
of your comment
The guideline developers believe the
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patient to hospital if doubt remains –
although the guidance is referring to
admission from A&E, it may be worth
detailing this as the reader may be
confused that this is happening in the
Primary Care setting.
This item seemed confusing and the
wording might be better if changed from
„In children younger than 3 months where
cefotaxime (with or without ampicillin or
amoxillin) is the recommended treatment,
use ceftriaxone (80 mg/kg once daily) as
an alternative’ to „In children younger than
3 months where cefotaxime (with or
without ampicillin or amoxillin) is the
recommended treatment, ceftriaxone (80
mg/kg once daily) may be used as an
alternative…’.
The guidance refers to national protocols
– could these not be referenced here?

SH

Royal College
of Nursing

23.11

NICE
(& Full)

1.4.1.2

23

SH

Royal College
of Nursing

23.12

NICE

1.4.2.15

29

SH

Royal College
of Nursing

23.13

NICE

1.4.2.17

29

As above, could the national protocols not
be referenced here?

SH

Royal College
of Nursing

23.14

NICE

1.4.6

31

Is there a minimum recommended time for
neuro observations? E.g. first 24 hours
post admission

Developer’s Response
Please respond to each comment
recommendation should not be
changed because it is not necessary
to state the setting

This recommendation has been
reworded (the dosages have been
removed) and the guideline
developers hope the revised version
will be easier to follow

The guideline developers cannot
refer to specific protocols. In the
absence of NICE guidance,
healthcare professionals should use
guidance drawn up by medical Royal
colleges
The guideline developers cannot
refer to specific protocols. In the
absence of NICE guidance,
healthcare professionals should use
guidance drawn up by medical Royal
colleges
The guideline developers think that
the decision to continue with neuroobservations depends on the clinical
status of the child or young person at
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NICE

1.5.1.6

33

The guidance refers to the long term
management and mentions those health
professionals that need to be informed.
Whose responsibility is it to inform them?

NICE
(& Full)

1.3.4.1

18

States not to use throat swabs for the
diagnosis of the disease - However the
HPA guidelines (page 7) state that swabs
should be taken from all suspected cases.

Developer’s Response
Please respond to each comment
the time and cannot be specified in
the recommendation
This recommendation is directed at
healthcare professionals who have
cared for children and young people
with bacterial meningitis or
meningococcal septicaemia
The guideline developers searched
for evidence in relation to throat
swabs but found none. They are
aware that the SIGN Guideline on
Management of Invasive
Meningococcal Disease in Children
and Young People found insufficient
evidence on which to base a
recommendation about the
usefulness of throat swabs for the
diagnosis of meningococcal disease.
Meningococci are organisms that
colonise the human nasopharynx
asymptomatically in up to 10% of the
population, with higher rates among
adolescents and much lower rates in
younger children. For this reason it
follows that isolation of the organism
from a throat swab cannot indicate
invasive disease. In view of these
observations and the lack of
evidence on which to base a
recommendation the GDG came to a
consensus that there could be no
justification in undertaking throat
swabs as a diagnostic test. Diagnosis
should be made by
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30

39

Comments
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There are several significant points that
are discussed in the full version but have
been omitted from the NICE version. We
believe that these are very important
points and should be mentioned at some
point in the NICE guidelines.
Importance of Notification
Isolation for minimum of 24 hours
Prophylaxis for close contacts –
the full guideline makes reference
to the HPA for staff prophylaxis
only, yet this is rarely an issue. It
would be useful for the NICE
guidelines to give some guidance
on prophylaxis for parents or at
least have a link to the HPA site.

There is reference to the NICE guidelines

Developer’s Response
Please respond to each comment
isolation/detection of the organism in
a normally sterile site (e.g. blood or
CSF). This explanation is included in
the GDG interpretation of the
evidence (see Section 5.4 of the full
guideline)
The NICE guideline is the version of
a clinical guideline that presents the
recommendations from the full
guideline in a format that focuses on
implementation by healthcare
professionals and NHS
organisations. Only the
recommendations and the key
research recommendations are
reported in this document
The guideline developers have
added a recommendation stating that
healthcare professionals should be
aware of the legal requirement to
notify a Proper Officer of the local
authority on suspicion or diagnosis of
meningitis or meningococcal
septicaemia, and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
recommendations because public
health management is outside the
scope of the guideline
This reference has been introduced

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

65 of 155

Type

Stakeholder

Order
No

Document

Section
No

PageNo
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of Nursing
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NICE

General

General

SH
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of Nursing
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All

General

General

SH
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of Nursing

23.21

All

General

General
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for diarrhoea & Vomiting (1.4.2.1). These
should be added to Related NICE
Guidance, page 39
There seems to be a lack of nursing
guidance, particularly after the initial
assessment phase. We would like to see
a
sub
section
on
Nursing
Considerations, and this should include
guidance on
Initial Nursing observations
(perhaps moved from 1.1.1.6)
Minimum time for 1 hourly neuro
observations ?24hrs (new)
Isolation & Barrier Nursing (from
full p.30)
Environmental considerations
(visiting, noise, rest, play)
These do not need to be in great detail but
we feel that they are often areas that are
contentious and a clear NICE guidance
would be helpful.
Much of the guideline offered is seen in
practice already, and we will be
advocating the use of ceftriaxone as first
line broad spectrum antibiotic, where
appropriate.
To support implementation, it is important
that this guideline is delivered effectively
to nursing staff across both primary and
secondary care settings. It is particularly
important to identify ways of reaching
those nursing staff who may be isolated
within primary care and walk in centres

Developer’s Response
Please respond to each comment
in all the guideline documents

The guideline developers recognise
the importance of these issues but
the guideline cannot cover all
aspects of clinical care nor can the
guideline developers make
recommendations specifically for
nurses

Thank you for this comment

Thank you for your comment. As you
note, this is an issue for
implementation, and so the guideline
developers have made the NICE
implementation team aware of the
comment
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NICE
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Full
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General

SH

SH
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and those who may experience difficulties
in being released to attend training.
Although the remit of the guideline covers
the clinical management and not the
health protection aspects and the public
health element, it refers the reader to the
correct guidance, we think that perhaps
including an overview of the role of health
protection/public
health
within
the
document would be useful.
When these guidelines are used by some
junior healthcare professionals, within a
clinical team they may not understand the
role of health protection and the vital
importance of appropriate follow up and
risk assessment of close contacts and
therefore, their need to call health
protection teams.
Overall the guideline is clear, readable
and appropriately ordered. Equality issues
are fairly addressed with references to
appropriate documents/guidance where
applicable.
There has been a wide consultation with
relevant stakeholders. This is welcomed.
The font and spacing in the full guidelines
is not very reader friendly – very close
together.

Although

the

guideline

is

very

Developer’s Response
Please respond to each comment

Thank you for your comment. The
guideline developers have added a
recommendation stating that
healthcare professionals should be
aware of the legal requirement to
notify a Proper Officer of the local
authority on suspicion or diagnosis of
meningitis or meningococcal
septicaemia, and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
recommendations because public
health management is outside the
scope of the guideline
Thank you for your comment

Thank you for your comment
Thank you for your comment. The
fonts and spacing reflect house style
for published full guidelines produced
by the NCC-WCH. However, there
may be potential to review the fonts
and spacing for future consultation
documents
Thank you for your comment. The
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comprehensive and clear to read and the
NICE version provides a good summary,
the documents are quite wordy to be used
in the clinical setting. We would welcome
comprehensive and succinct quick
reference
guide
with
the
recommendations for ease of use within
the clinical setting – one to address the
primary care elements and one for the
secondary care setting? Perhaps even
action cards and checklists so that they
are user friendly and help effective
implementation. We are aware that
learning tools are being developed and
therefore anticipate these issues will be
addressed as was discussed at the
implementation planning meeting.
The College recognises this is an
exhaustive and informative review of the
literature on most aspects of bacterial
meningitis in children and on
meningococcaemia.
We note that this guideline is specific for
the management of bacterial meningitis
and states that its scope is not to include
management of TB meningitis; we
recognise this is rare and complex and
deserves separate consideration.
However, we note a common clinical
dilemma in distinguishing between viral
and bacterial meningitis. The guideline
recommends that in nearly all clinical
situations antibiotics for bacterial

Developer’s Response
Please respond to each comment
NICE editorial team will be producing
a Quick Reference Guide (QRG) to
be published at the same time as the
NICE and full guidelines, and the
NICE implementation team will be
producing
tools
to
assist
implementation.
The
guideline
developers have made the NICE
editorial and implementation teams
aware of your comment

Thank you for your comment

The GDG interpretation of the
evidence in Section 6.1 has been
revised to note that the GDG
recognised that herpes simplex virus
is a rare but important cause of
meningoencephalitis that could be
confused with the clinical
presentation of bacterial meningitis
and that if this condition is part of the
differential diagnosis then
appropriate antiviral treatment should
be considered. This is also reflected
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NICE
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meningitis should be given at least
initially, but there is no mention of the
indications for treatment of possible
herpes simplex meningitis/encephalitis
with aciclovir which is often given
simultaneously with ceftrioxone. There
should be guidance on when to give
acyclovir. (See Arch dis Child Educ Pract
ED 2006:92, p115-122, Bowker RP,
Stephenson, TJ, Baumer JH.)
The College thinks the layout of the
guideline is extremely clear and easy to
follow. The detailed chapters providing the
evidence are also very clear and concise.
The research recommendations are
welcomed. We would like to know whether
any of these recommendations may be
prioritised to take forward through
“Medicines for Children”, e.g. the impact
of steroids in outcome for neonates with
meningitis?
This is an important guideline which is
much needed and will be useful to all
clinicians who see sick children. Most of
the recommendations are uncontroversial
and in line with current practice.
However, the draft is excessively long,
which will make it inaccessible to readers
in practice. There is some repetition, and
the same long phrases are used many
times (e.g. „Children and young people
with suspected meningococcal meningitis

Developer’s Response
Please respond to each comment
in the revised recommendations

Thank you for your comment

Thank you for your comment. The full
and NICE guidelines include priority
research recommendations, some of
which may be taken up through the
Health Technology Assessment
programme, but implementation of all
research recommendations cannot
be guaranteed
Thank you for your comment

The phrasing of the
recommendations reflects NICE
editorial style. The recommendations
are intended to stand alone (for
example, when taken out of context
of the guideline documents) and in
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or septicaemia…‟.) These could be
replaced by abbreviations or symbols.

We would like more specific advice about
when to stop treatment if cultures are
negative after 48 hours – particularly if
PCR is not available.

We would also like advice about how long
after starting treatment PCR remains
useful. Can a negative PCR result (blood
or CSF) be relied upon to exclude disease
if taken a day or 2 after starting
antibiotics? This is not currently clear in
the guideline.
Neonates: Neonatal infection is very
different from infection in older children
and the College is concerned that this
document makes passing references to
the newborn. We believe this will be
confusing for the reader and is unlikely to
be used within neonatal units.
The document describes some clinical
features that would not be present in the

Developer’s Response
Please respond to each comment
some cases it is necessary to state
which population the
recommendations refer to so as to
avoid confusion. Where possible,
however, the recommendations have
been revised so that the populations
(children and young people) they
relate to are specified in subheadings
rather than directly in the
recommendations
The guideline developers did not
search for evidence for stopping
treatment. However, this issue is
closely linked to decision-making at
the start of antibiotic treatment and
is addressed in Section 5.1 of the full
guideline
The guideline developers have
clarified in the GDG interpretation of
the evidence that a negative PCR
test result does not rule out
meningococcal disease (see page 75
of the full guideline)
Neonates already receiving care in
neonatal units are specifically
excluded from the guideline scope
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Full
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General
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All

General

General
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of Paediatrics
and Child
Health
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All

Table 1

General

Comments
Please insert each new comment in a new
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newborn, however we note there was no
tertiary neonatologist on the guideline
group.
Could information on neonates include
those babies already in hospital, and form
a separate NICE document („Neonatal
Meningitis‟)?
We wonder if neonates should be treated
separately in the guideline. The guidance
discusses children and young people but
does not appear to put much focus on
babies.

In table 1, signs and symptoms of
neonates are very different, e.g. fever is
rare, and 23 month old children do not
have fontanelles. This should be adapted
to account for neonates as well as older
children.

Developer’s Response
Please respond to each comment

Neonates already in hospital are
specifically excluded from the
guideline scope
Thank you for your comment. The
term „children‟ as used in the NICE
editorial style (that the guideline
developers are bound to follow)
includes babies (neonates). The
guideline developers included the
neonatal population in the searches
for evidence in all the clinical
questions and made
recommendations where relevant. A
separation between children and
young people and babies (neonates)
was made only if the available
evidence showed a difference in the
care of these two populations.
However little evidence was found for
the neonatal population and this is
noted in the GDG interpretations
throughout the guideline
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
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The College believes that this document
should stick to its intended audience, that
is the paediatrician faced with a neonate
or child who is admitted from home into a
general paediatric ward. This document
tries to capture the neonate presenting
from birth which is a weakness.
Babies “under 3 months” are covered but
we wonder whether potentially septic
newborns could either be specifically
excluded (as the pre-term babies are) or if

Developer’s Response
Please respond to each comment
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers believe the
guideline is consistent with the
scope, which covers management of
bacterial meningitis and
meningococcal septicaemia in
children and young people younger
than 16 years in primary and
secondary care
Thank you for your comment, but
neonates in the first 24 hours of life
being screened for sepsis are
excluded from the scope of this
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19
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SH

Comments
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they could be mentioned specifically. In
some UK hospitals, vast numbers of well
babies in the first 24 hours of life with risk
factors for sepsis are given lumbar
punctures. The College believes that the
guideline should present more evidence
about this group of babies.
What is the risk of a 10 day old baby with
an E coli UTI having meningitis even if
they do not look like they do clinically?
Many clinicians have reported that they
carry out lumbar punctures in this group of
patients and will question whether they
need to.
Clinical experience suggests that the
normal ranges for CSF variables, as listed
on page 80, are conservative for the
newborn population.
[1.3.1.2 - 15 (e.g.)]
Throughout the guideline reference is
made to whether the child „looks unwell‟.
The use of this term is unclear, though
critical to the assessment of these
children. Given that the parents have
taken their child to an emergency
department. If the child is not completely
well, s/he is in some way “unwell.”

Developer’s Response
Please respond to each comment
guideline

This is outside the scope of this
guideline. Please refer to the NICE
fever guideline

The guideline developers agree with
the comment. They are being
deliberately conservative in their
recommendations
The term „looks unwell‟ has been
replaced by „appears ill to a
healthcare professional„ (or their
parents/carers, depending on the
context). This mirrors the terminology
used in other NICE guidelines, for
example the fever guideline

Though experienced clinicians will be able
to identify these children many using this
guidance will be unsure.
A box giving common-sense guidance on
the symptoms and signs that
paediatricians consider „unwell‟ to mean
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NICE
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SH
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would help, even if this is based upon
expert consensus.
The guideline does not account for
whether the CSF can have a normal WCC
in the early stages of bacterial meningitis.
This can be the case in viral encephalitis
and the recommendation would be to
repeat the lumbar puncture if the
diagnosis is still uncertain.
Regarding the statement, „Most N
meningitides infections are
asymptomatic”, we think that “infections”
should be replaced by “colonisations”.
The final paragraph directs users to the
drug‟s SPC. We think that the British
National Formulary for Children (BNF-c) is
much more widely available and should
be referenced.

Developer’s Response
Please respond to each comment

Thank you for your comment. The
guideline developers agree with the
comment, however viral meningitis is
excluded from the scope of this
guideline, and this situation occurs
very rarely in bacterial meningitis
This change has been made to the
Full and NICE guidelines

The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
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SH

Royal College
of Paediatrics
and Child
Health

24.19

NICE

KPIs

7
-11

The use of flow diagrams and colour
coding would be helpful.

SH

Royal College
of Paediatrics
and Child
Health

24.20

NICE

KPIs

8
-10

SH

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.21

NICE

KPIs

9

The College believes that the guideline
should include the possibility of
considering benzylpenicillin if there is
time- although this is included later in
guideline on in 1.2.1.4 and 1.2.1.5, we
think this should be included in the key
priorities section.
In the section on contraindications to
lumbar puncture, we recommend that the
altered level or changing level of
consciousness be included.
Regarding hearing - a suggestion that the
possibility of ossification of the cochlea is
highlighted, with the recommendation of
rapid referral to the Cochlear Implant (CI)
centre.(see NICE guideline on CI for
children and adults with severe to
profound deafness, 2009).

SH

24.22

NICE

KPIs

11

Children and young people who have had
bacterial meningitis or meningococcal

Developer’s Response
Please respond to each comment
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
Thank you for your comment. The
NICE editors will be producing a care
pathway for the quick reference
guide. NICE editorial style does not
usually permit the use of flow
diagrams or colour coding in
recommendations but the guideline
developers have made the NICE
editors aware of your comment
The section referred to lists the key
priorities for implementation – the
recommendation about giving
benzylpenicillin in the pre-hospital
setting was not selected as a key
priority and so it is not included here
„Reduced level of consciousness‟ has
been changed to „reduced or
fluctuating level of consciousness‟
The guideline developers originally
suggested that children and young
people who have had bacterial
meningitis or meningococcal
septicaemia should be fast-tracked
for cochlear implants, but they were
advised that NICE editorial style
would not permit the use of the
phrase „fast-tracked‟. The guideline
developers agree, therefore, with the
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septicaemia should be reviewed by a
paediatrician with the results of their
hearing test 4-6 weeks after discharge
from hospital with referral to the
appropriate services. If found to be
affected with bilateral severe to profound
sensorineural hearing loss, a rapid referral
to the Cochlear Implant Team should be
arranged, due to the possibility of
ossification of the cochlea (see NICE
guidelines re: Cochlear implants for
children and adults with severe to
profound deafness, Jan 2009. p29;
section 4.3.15)

We think that the boxes with + symbols
are very helpful. We note that even more
prominence needs to be given to the
absence of any of these specific signs in
young infants as this is so important.

Developer’s Response
Please respond to each comment
spirit of the comment and have
revised the recommendation to state
that assessment should be
undertaken as soon as the child or
young person is fit to undergo
testing. The reason for urgency has
also now been emphasised in the
GDG interpretation of the evidence
As stated in the GDG interpretation
of the evidence, in making their
recommendations, the GDG
highlighted children and young
people who experience disability as a
result of having bacterial meningitis
or meningococcal septicaemia as a
priority for receiving follow-up care
and support
A cross reference to the existing
NICE technology appraisal guidance
on cochlear implants has been added
to the text and the recommendation
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
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We are a little concerned that confusion is
considered not relevant under 2 years of
age. We believe children under 2 years
can look confused, for example, if they are
unable to recognise their caregivers.

Developer’s Response
Please respond to each comment
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
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The guideline should state that in addition
to fever and vomiting, any of the early
signs can also be present with the late
signs, even if this is achieved by clinical
consensus as opposed to evidence.

Developer’s Response
Please respond to each comment
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
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Table 1: We note that the information in
this table is useful for local guideline
writers and for teaching purposes, but not
particularly useful for a junior doctor
assessing an individual child in front of
them. It may be beneficial to put more
emphasis on the importance of crossreferencing with the NICE Feverish Illness
in Children guideline before a diagnosis is
actually made.

Developer’s Response
Please respond to each comment
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
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Developer’s Response
Please respond to each comment
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table

SH

SH

SH

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.27

NICE

1.1.1.6

14

In physiological observations: we
recommend that perfusion (capillary refill)
be included.

24.28

NICE

1.1.1.6

14

The College recommends that the
physiological observations should also be
compared to the normal range for age.

Royal College
of Paediatrics
and Child

24.29

NICE

1.2

14

Pre-hospital setting: the advice to give
penicillin before admission is traditional
and supported by evidence, but is there

The guideline developers have also
cross-referenced to the NICE
guideline on „Feverish illness in
children‟ where they felt it to be
appropriate. They have assumed that
fever in children will be managed
according to the fever guideline until
they are assessed for risk of serious
illness, stabilised and suspected of
having bacterial meningitis or
meningococcal septicaemia. This is
now stated explicitly before the
recommendations in the NICE and
full guidelines
Thank you for your comment. These
recommendations have been
changed to reflect the stakeholder‟s
suggestion
The guideline developers agree that
this would be helpful in clinical
practice but they did not search for
evidence in this area and so no
recommendation has been made
The guideline recommendations
reflect existing guidance from the
Chief Medical Officer, although the
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24.30

NICE

1.3

15

SH

Royal College
of Paediatrics
and Child

24.31

NICE

1.3.1.3
1.3.1.4
1.3.2

15
16
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Comments
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any reason why a cephalosporin should
not be given if it is available? The
penicillin policy goes back to before more
modern antibiotics were available.
Penicillin resistance may be on the
increase.
Diagnosis in secondary care: We are
concerned that if this guidance is
interpreted too literally, too many „well‟
children will be admitted and investigated.
Published literature is inevitably going to
result in recommendations to investigate
and treat if in doubt, because of the
outcomes considered. This takes no
account of the „hidden morbidity‟ of
unnecessary admissions, tests, etc, which
may cause anxiety, distress and
disruption to families and consume scarce
resources. Much of this hinges on the
definition of „unwell‟. If a child with a
petechial/purpuric rash and/or a fever is
seen by an inexperienced clinician then
the default should, we agree, be to
admitted for observation and have blood
tests. However, an experienced clinician
may be able to confidently assert that the
child is not „unwell‟ and therefore highly
unlikely to have meningitis/septicaemia.
The guideline should contain an „opt-out‟,
to not admit or treat, following review by a
senior clinician.
CRP measurements are often less reliable
in the newborn than in older children. The
guideline may wish to include a sentence

Developer’s Response
Please respond to each comment
guideline developers did not find
strong evidence to support the
practice of giving benzylpenicillin or
cephalosporins before transfer to
hospital. This is explained in the
GDG interpretation of the evidence
The term „looks unwell‟ has been
replaced by „appears ill to a
healthcare professional„ (or their
parents/carers, depending on the
context). This mirrors the terminology
used in other NICE guidelines, for
example the fever guideline

This may be true but the guideline
developers did not conduct a search
to investigate this, and without a

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

81 of 155

Type

Stakeholder

Order
No

Document

Section
No

PageNo

Health

Comments
Please insert each new comment in a new
row.
to reflect this.

SH

Royal College
of Paediatrics
and Child
Health

24.32

NICE

1.3.1.4

16

We would like clarification on the amount
that CRP is raised in a child who should
be considered at increased risk.

SH

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.33

NICE

1.3.5.4

18

24.34

NICE

1.3.5.4

18

Royal College

24.35

NICE

1.3.5.7

19

Blood glucose to coincide with LP and
CSF glucose: is glucose testing strip (BM
stix) adequate? This is often done in
practice.
We believe that CSF should be sent for
PCR for N. meningitides and
Streptococcus pneumoniae. This should
be stated in this section, as well as in the
previous section on PCR.
We think that the use of a cut off of

SH

SH

Developer’s Response
Please respond to each comment
search the point cannot be
addressed in the recommendations
It is not possible to specify a clear
cut-off. The GDG interpretation of the
evidence explains that a finding of a
high C-reactive protein (CRP)
(>99mg/l) is specific but not sensitive
for meningococcal disease in
children with fever and a rash; a low
CRP does not exclude
meningococcal disease. The
guideline developers concluded that
a full blood count and CRP should be
performed on children with fever (or
history of fever) and a petechial rash
and the results combined with a
thorough clinical assessment for the
signs of septicaemia and meningitis.
The GDG interpretation of the
evidence has been expanded to note
that abnormal results may support
the diagnosis where there is
uncertainty but normal results cannot
be used to exclude the diagnosis
The glucose concentration from two
studies was laboratory-determined
glucose. Therefore testing glucose
with a strip is not adequate
Thank you for your comment. This
has been added in all the relevant
sections in the full and NICE
guidelines
Given that CSF variables cannot
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SH
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20/mircolitre for CSF white blood cell
count ignores the possibility that there
may be a lower white blood cell count but
all are polymorphs which might indicate
meningitis.

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.36

NICE

1.3.5.5

19

We note this duplicates section 1.3.5.3.

24.37

NICE

1.3.6.1

19

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.38

NICE

1.3.6.1
1.3.6.2

19
-21

24.39

NICE

The guideline does not include guidance
on when to do a lumbar puncture in the
neonate. Anecdotal experience suggests
that there is doubt whether all infection
screening in the newborn should have
alumbar puncture or not. This is because
the symptoms/signs of
meningitis/septicaemia are often very
similar to that for other conditions. The
College believes that the guideline should
include a recommendation on this.
Thank you for the clarification of when to –
and when not to – do a lumbar puncture.
That will be very helpful clinically as will
clarification on the role head CT.
We note the guideline tells us to measure
protein but not how to interpret it. The
College believes that the guideline should
include information on how to interpret
these measurements.

19

Developer’s Response
Please respond to each comment
reliably exclude bacterial meningitis,
the guideline developers stated in the
second part of this recommendation
that if the CSF white blood cell count
is less than 20 cells/microlitre,
bacterial meningitis should still be
considered if other symptoms and
signs are present
Recommendation 1.3.5.5 has been
deleted

The NICE fever guideline covers the
issue of neonates with fever and
suspected sepsis and recommends
that these neonates should have a
lumbar puncture. NICE will shortly
start developing a guideline on
neonatal infection, which could be
relevant

Thank you for your comment

The guideline developers found
evidence that CSF protein
concentration is significantly higher in
bacterial meningitis in children
compared to viral, aseptic or nonbacterial meningitis. However, no
clinically reliable threshold to
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Antibiotics: because of the concerns about
mixing Ceftriaxone with calcium infusions,
and the possibility that some may require
this if they go to intensive care, it may be
better to recommend that everyone gets
cefotaxime initially. This can then be
changed to ceftriaxone after 24 hours if
they are improved, as it is easier and
more economical. The two drugs appear
to be equally effective.
nd

2 line – AmoxIcillin, not Amoxillin

Developer’s Response
Please respond to each comment
discriminate between bacterial and
viral/aseptic meningitis was
determined for CSF protein
concentration in children. In
neonates, a threshold was identified
under which the CSF protein
concentration was detected for all
non-bacterial meningitis cases, but
also in 44% of bacterial meningitis
cases this low value of CSF protein
concentration was obtained.
Therefore these results make it
impossible for the guideline
developers to extrapolate a rule on
how to interpret these
measurements, although the
measurements can give useful
information in addressing the
diagnosis. This is discussed in the
GDG interpretation of the evidence in
Section 5.5 of the full guideline
Thank you for this comment.
Although the two drugs appear
equally effective the GDG selected
ceftriaxone as the first-line antibiotic
on the basis of cost effectiveness.
The recommendations are consistent
with the latest MHRA guidance:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
This change has been made in the
NICE and full guidelines
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24.42

NICE

1.4.1.2
1.4.1.4
1.4.1.5
1.4.1.9
1.4.1.13

23
23
24
24
25

We note that antibiotic therapy within
neonatal units varies and many will use
AmoxIcillin/ampicillin with either
gentamicin or cephalosporin as their first
line therapy for either suspected
meningitis or septicaemia.

24.43

NICE

1.4.1.3
1.4.1.5

23

There are recognised concerns about
chelation of calcium with ceftriaxone, in
neonates and therefore recommendation
for cefotaxime in children <3 months. The
College believes that the
recommendations should be amended to
account for similar concerns about very
unwell older children.
We wonder if would be more prudent to
have all patients under 16 commenced on
cefotaxime, changing to ceftriaxone after
24 hours when it is clear how unwell

Developer’s Response
Please respond to each comment

The GDG interpretation of the
evidence states that there was no
high-level evidence to support a
choice of antibiotics for the treatment
of suspected meningococcal disease
in children and young people in
secondary care. Therefore, empiric
treatment should be based on the
current antibiotic resistance patterns
of N. meningitidis in England and
Wales, the possibility of an
alternative aetiological agent (with
different antibiotic resistance
patterns) and on cost effectiveness.
The guideline developers‟ rationale
for their recommendations is
explained in the GDG interpretation
of the evidence (see Section 6.1 of
the full guideline)
Thank you for this comment. The
GDG chose ceftriaxone as the firstline antibiotic on cost effectiveness
grounds. With regards to safety the
guideline recommendations are
consistent with the latest MHRA
guidance:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
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Royal College
of Paediatrics
and Child
Health

24.44

NICE

1.4.1.3
1.4.1.5

23

Royal College
of Paediatrics
and Child
Health

24.45

NICE

1.4.1.3-7

23
-24

Comments
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children are. i.e if they are not in PICU but
well enough for a ward they can be on
ceftriaxone, otherwise they stay on
cefotaxime. This would also ensure the
same antibiotic for all children at initial
presentation, whatever the age, which
could potentially limit dosing errors, etc. It
would also prevent anxiety about giving
calcium bolus in very unwell children, or
any concerns about whether chelation of
calcium could have any negative inotropic
effect in very unwell children.
The College believes that advice suggests
that treatment of meningococcal disease
should be started with cefotaxime, rather
than ceftriaxone, at all ages because of
potential problems with calcium binding.

The College believes that the following
recommendations should be added to this
section:
-If there are features of encephalitis,
including reduced level of consciousness,
confusion and focal neurological signs,
add aciclovir to cover for herpes simplex
encephalitis. Use the dosage according to
the BNF-C for this condition.

Developer’s Response
Please respond to each comment

Thank you for this comment. The
GDG chose ceftriaxone as the firstline antibiotic on cost effectiveness
grounds. With regards to safety the
guideline recommendations are
consistent with the latest MHRA
guidance:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
The GDG interpretation of the
evidence in Section 6.3 has been
revised to note that the GDG
recognised that herpes simplex virus
is a rare but important cause of
meningoencephalitis that could be
confused with the clinical
presentation of bacterial meningitis
and that if this condition is part of the
differential diagnosis then
appropriate antiviral treatment should
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be considered. This is also reflected
in a new recommendation

SH

SH

SH

SH

Royal College
of Paediatrics
and Child
Health

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.46

NICE

1.4.1.15

25

-In patients with a ventriculo-peritoneal or
atrial shunt in place for treatment of a
hydrocephalus or in patients with
intravascular longterm devices (Hickman
lines or long lines, etc.), use the antibiotics
ceftazidime and vancomycin to cover for
coagulase negative staphylococcus and
Pseumomonas infections.
We note that 7 days treatment for nonmeningitic disease seems a good
compromise.

Children and young people with
existing hydrocephalus or intracranial
shunts are specifically excluded from
the guideline

We would like advice on the use of IM
ceftriaxone later in the course if IV access
is lost, and on discharge from hospital
when well and attending daily for
assessment and antibiotic dose.
Anecdotal evidence suggests that this is
now widespread practice.
We think that 10-15 litres is too vague and
requires clarification.

The guideline developers have not
recommended intramuscular
administration of ceftriaxone because
this is painful and no searches were
conducted for this

Thank you for your comment. This
recommendation has been changed
to reflect the stakeholder‟s
suggestion
The order of this section has been
rearranged to highlight the
importance of this recommendation

24.47

NICE

1.4.2.11

28

24.48

NICE

1.4.2.13

28
-29

We recommend that a drop in oxygen
saturations on high flow oxygen be
included.

24.49

NICE

1.4.3

30

The College believes that the
recommendation against using
corticosteroids in children younger than
three months should be clearly noted at

Thank you for your comment

Thank you. The recommendation
now states 15 litres
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of Paediatrics
and Child
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24.50

NICE

1.5.1.1

32

Comments
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row.
the top of this list, to avoid it being missed.
We agree that it is important to provide
information on follow-up even if no
morbidity, to reassure family.

Developer’s Response
Please respond to each comment

Thank you for your comment

24.51

NICE

1.5.1.3

32

The phrase “audiological assessment” is
preferable to “audiological test”.

This change has been made

24.52

NICE

1.5.1.5

32

We recommend that in the list of
morbidities, add to hearing loss,
“(possibility of ossification of the cochlea)”.

A cross-reference to the existing
NICE technology appraisal guidance
on cochlear implants has been added
to the text and the recommendation
The guideline developers have
reconsidered the studies included in
the section on long-term effects of
bacterial meningitis. One of the
included studies (Douglas et al 2008)
reported that in people who received
cochlear implants, N. meningitidis
was the causative agent of the
meningitis in 5.7% of people who had
moderate or severe ossification of
the cochlear, S. pneumoniae was the
causative agent in 38.6% of people
who had moderate or severe
ossification of the cochlear, and Hib
was the causative agent in 15.7% of
people who had moderate or severe
ossification of the cochlear. However,
there was no statistically significant
difference between the incidence of
ossification in the three types of
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Full
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SH
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Full

1.2

14
& 20

SH
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Is it necessary to refer to the use of the
children‟s coma scale in the younger age
group?

(14: Line 19; 20: Line 15)
The College believes the term
„tuberculosis‟ should be changed to
„tuberculous meningitis‟ or „CNS
tuberculosis‟.
Line 12: The guideline has already stated
that a CT scan should not be used to rule
out raised intracranial pressure; we agree
with this. However, the CT scan can be
abnormal and show pathologies which are
likely to predispose the child to brain shift
if a lumbar puncture is undertaken
including an abscess, obstructive
hydrocephalus, etc. We think it is
confusing to have line 12 which states that
„if the CT scan shows radiological
evidence of raised intracranial pressure‟
without clarifying what this means. This
guideline is aimed at the general
paediatrician who will probably not know

Developer’s Response
Please respond to each comment
meningitis (p=0.45) or in the degree
of ossification (S. pneumoniae versus
N. meningitidis, p= 0.17; S.
pneumoniae versus Hib, p=0.66).
These results have been added to
the narrative text in the full guideline,
but the recommendation has not
been changed
Thank you for your comment. The
guideline developers have now noted
in the GDG interpretation of the
evidence that the Child‟s Glasgow
Coma Scale score should be used in
children under the age of 4 years
Thank you. This correction has been
made

Thank you for your comment. The
radiologist will work with other
members of the healthcare team and
will be able to interpret a CT scan for
evidence of raised intracranial
pressure. The management of
meningitis that is complicated by
other pathologies is excluded from
the scope of this guideline
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SH

Royal College
of Paediatrics
and Child
Health

24.56

Full

1.2

16

SH

Royal College
of Paediatrics
and Child
Health
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of Paediatrics
and Child
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24.57

Full

1.2

19

24.58

Full

1.2
6.9

20
-21 & 147

Royal College
of Paediatrics
and Child
Health

24.59

SH

SH

Full

2.1

30
-33

Comments
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the literature about CT scans and
detecting raised intracranial pressure. We
recommend more details are added here.
Line 28: Please clearly write that ampicillin
or amoxicillin is added in view of Listeria
risk.

Line 37: The College does not believe that
the definition of hypoxia is correct (PaO2,
not CO2).
Adjunctive therapies and “intensive” care
approaches.
We appreciate that adjunctive therapies
and intensive care approaches are not
within the remit of the guideline, but we
would like to know whether there is or has
been any rigorous review of the variety of
intensive care approaches?
Notification and public health
management: The guideline requires a
section on treatment by the index case
and close contacts, which is usually done
in the secondary care setting. It would

Developer’s Response
Please respond to each comment

The GDG interpretation of the
evidence states that amoxicillin is
included to cover Listeria
monocytogenes meningitis, and also
that the guideline developers
considered that the combination of a
third-generation cephalosporin and
ampicillin/amoxicillin provided
adequate cover for the usual
organisms causing bacterial
meningitis in infants younger than 3
months (see Section 6.1 of the full
guideline)
This correction has been made

Thank you for your comment. All
intensive care approaches mentioned
in this guideline recommendations
were the subject of systematic review

Thank you for your comment. The
guideline developers have added a
recommendation stating that
healthcare professionals should be
aware of the legal requirement to
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2.2

3.2

31
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Comments
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also be helpful to align advice as to when
and when not give treatment to the
index/family members to the section
where citation is made whether to treat on
clinical grounds (reported by laboratory
evidence) or whether to watch and wait.

Line 34: The College believes that this
statement should be included earlier in the
guideline.

Line 44: With regard to the importance of
the blanching maculopapular rash, this
should be included in the summary. One
clinician noted personal experience with
her son who had this and rash went on to
be petechial.
Marzouk O, Thomson AP, Sills JA, Hart
CA, Harris F. Features and outcome in
meningococcal disease presenting with
maculopapular rash. Arch Dis Child. 1991
Apr;66(4):485-7.

Developer’s Response
Please respond to each comment
notify a Proper Officer of the local
authority on suspicion or diagnosis of
meningitis or meningococcal
septicaemia, and procedures
specified by the Health Protection
Agency for local investigation and
public health action to control these
diseases. However, the details of the
procedures are not included in the
recommendations because public
health management is outside the
scope of the guideline
The standard template for full
guidelines produced by the NCCWCH is to present a list of exclusions
from the scope at this point. Your
comment will, however, be
considered further when the NCCWCH full guideline template is
reviewed
The guideline developers have
reconsidered all the evidence
identified in relation to symptoms and
signs of bacterial meningitis and
meningococcal septicaemia. The
evidence has been summarised in a
further table (presented only in the
full guideline) and the tables of
symptoms and signs incorporated
into the recommendations have been
revised substantially to ensure that
they reflect the evidence and the
GDG‟s interpretation of the evidence.
The aim of the one remaining table
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that appears in the recommendations
(summarising symptoms and signs
associated with bacterial meningitis,
meningococcal disease and
meningococcal septicaemia,
including the overlap between these
conditions) is to help healthcare
professionals identify children and
young people in whom the conditions
are suspected which can guide
further management. The information
about symptoms and signs is no
longer separated according to
different age groups or early and late
symptoms and signs, and prevalence
is no longer presented in the table

SH

Royal College
of Paediatrics
and Child
Health

24.62

Full

4

51

Although the evidence for its use is not
definite should we still not be encouraging
primary care workers to give
benzylpenicillin without delay until we
have more definitive research evidence.
We would like clarification whether this
management point has been subject to
medico-legal advice, given the recent
case of a GP who was subject to medicolegal scrutiny for not giving
I.M.Benzylpenicillin. If you decide to
include this, the guideline should include

The children in the study by Marzouk
et al (1991) are included in Riordan
et al (1995), which is already
included in the guideline review
The guideline developers have
emphasised the importance of urgent
transfer to hospital throughout
Chapter 4. The guideline developers
have also highlighted this urgency in
the recommendations in this chapter
because there is insufficient evidence
available to ensure the efficiency in
the administration of antibiotics on
suspicion of the disease before
hospital admission
The guideline recommendations
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Full
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59
& 60

5.5

Comments
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an alternative for a child with penicillin
allergy.

[59: Lines 42-45; 60: Lines 1-3]
These need to be in the summary under
“nonspecific tests (page 7, lines 10-12);
otherwise, U&E, Ca, mg, capillary blood
gas might not be done.

80

Line 34: We note that a CSF opening
pressure of 250mm may indicate RICP,

Developer’s Response
Please respond to each comment
reflect existing guidance from the
Chief Medical Officer, although the
guideline developers did not find
strong evidence to support the
practice of giving benzylpenicillin
before transfer to hospital. No
evidence was found in relation to
alternatives to penicillin in children
and young people who are allergic,
and so the guideline developers have
not recommended a specific
alternative for this group of children
and young people, and this is
explained in the GDG interpretation
of the evidence. However, all NICE
guidelines include a statement that
the guideline will assume that
prescribers will use a drug‟s
summary of product characteristics
(SPC) to inform their decisions for
individual patients, and this should
alert prescribers to allergies and
published contraindications to
particular drugs
Pages 6 to 9 list key priorities for
implementation. The GDG did not
select monitoring and correcting the
metabolic disturbances listed on
pages 59 to 60 (lines 42 to 45 and 1
to 3, respectively) to be a key priority,
although it is a recommendation
made by the GDG
This refers to raised intercranial
pressure in the context of suspected
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and Child
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SH

SH

SH

SH
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but in isolation we are concerned about
how this may be interpreted. It can be
falsely elevated for several reasons
including the child being stressed or if the
child has a GA for measurement.
Line 45: We recommend you include viral
encephalitis and acute disseminated
encephalomyelitis into this list.

Royal College
of Paediatrics
and Child
Health
Royal College
of Paediatrics
and Child
Health

24.65

Full

5.5

80

24.66

Full

5.5

81

Line 12: If you ask for 5ml of CSF it may
be worth suggesting that a second LP is
undertaken specifically for this purpose as
it won‟t have been done for the first LP.

Royal College
of Paediatrics
and Child
Health

24.67

Full

5.8

94

Lines 34-36: The College is unclear
whether the guideline is recommending
that an LP to done in all cases of
meningococcal septicaemia and if that is
the case, why this recommendation was
made.

Royal College
of Paediatrics
and Child
Health

24.68

Full

6.1

97

We think that the SIGN Management of
invasive meningococcal disease in
children and young people summary (90
lines 34-36) is very clear, and think this
approach should be taken into the NICE
summary.
We note this section is very clear, if a
patient is allergic to benzylpenicillin or
cepholospolins.

Developer’s Response
Please respond to each comment
bacterial meningitis (i.e. not in
isolation)

This change has been made

This information is included only in
the introduction to the section. The
guideline does not deal with
treatment of tuberculous meningitis
and so this issue has no impact on
the guideline recommendations
The revised guideline recommends
that in children and young people
aged 28 days or older with suspected
bacterial meningitis (including those
with suspected meningococcal
disease), perform a lumbar puncture
unless any of the stated
contraindications are present
The corresponding recommendation
for children and young people with
suspected meningococcal
septicaemia has been removed

Thank you for your comment
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Health
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Full

Glossary

189

SH

Royal College
of Physicians

21.01

All

General

General

Comments
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We would like to see “doll‟s eye”
movements appear in the glossary when
written. This is an anaesthetic, PICU and
APLS term and not immediately
understood by junior A&E and paediatric
staff.
The Royal College of Physicians is
grateful for the opportunity to comment on
the draft guideline.
We would like to make two comments
concerning the requirement for CT
scanning prior to lumbar puncture (LP):

Developer’s Response
Please respond to each comment
Thank you for your comment. The
definition of doll‟s eye movements
has been added to the glossary in
the full guideline

Thank you

Thank you for your comments , but
both these groups of children are
excluded from the scope

1. Whilst the risks of cerebral herniation
due to raised intracranial pressure after
lumbar puncture are not completely
known there is a precautionary principle
that we try not to allow the situation to
arise. That is if intracranial pressure (ICP)
is high we are cautious.
There are two circumstances in which the
interpretation of raised ICP may be
difficult without CT scanning and neither is
addressed in the guidelines:
Firstly there is the patient who has had
previous intracranial pathology. The
presence or absence of abnormal clinical
neurological signs is difficult to interpret in
these circumstances as one cannot
predict the influence it may have had.
Focal neurology clearly is an indicator for
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CT before LP but it would be difficult to
say whether the current or previous
pathology is responsible.

Developer’s Response
Please respond to each comment

We would therefore suggest since there is
no mention of it anywhere that the child
with previous intracranial pathology is
specifically cited as a case where CT is
performed before LP

SH

SH

SH

Royal
Pharmaceutical
Society of
Great Britain
Royal
Pharmaceutical
Society of
Great Britain
Royal
Pharmaceutical
Society of
Great Britain

13.01

NICE

General

General

13.02

NICE

General

General

13.03

NICE

General

General

2. In patients with impaired immunity the
signs of raised ICP may be more subtle or
even absent. This has been seen
anecdotally in a few cases of AIDS
patients in the early days of the epidemic
who coned after LP despite having no
documented clinical evidence of raised
ICP. We would specifically recommend
that CT is performed before LP in any
patient with significant
immunosuppression – primary or
secondary.
The RPSGB welcomes these guidelines.

We recommend that the guidelines, in
summary form ,are included in the next
editions of the BNF and the BNF for
Children.
As part of the implementation, the
guidelines need to be endorsed and
implemented by the local medicine
management or prescribing committees in

Thank you for your comment

Thank you. We have made the NICE
clinical guidelines team aware of this
comment
Thank you for your comment. The
guideline developers have made the
NICE implementation team aware of
the comment
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33
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NICE
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113
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each PCT and NHS Trust.
it should be made clear that the
responsibility for monitoring/management
would be with Children‟s Community
Nursing initially and then the GP.
Health Visitors / School Nurses do need to
be informed as they are key in supporting
the child / family.
Health Visitors and School Nurses do
need to ensure that this information is
recorded on the child‟s records to ensure
any future / further health professionals
involved can be alert to any missed
appointments / reviews etc
Question as to why only up to age 16 –
why not age 19?

Lines 3, 14, 18-19and “Cefotaxime
50mg/kg three times a day”
BNFC recommends increase to every 6
hours in meningitis ie. Four times a day.

Developer’s Response
Please respond to each comment
The guideline developers‟ remit does
not extend to saying who delivers
care or where it should be delivered

This is still included in the
recommendation
Thank you for your comment

The guideline scope covers children
and young people from birth up to
their 16th birthday who have or are
suspected to have bacterial
meningitis or meningococcal
septicaemia. Young people over the
age of 16 are excluded
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
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Lines13-15 “bacterial meningitis in
children younger than 3 months with
cefotaxime…plus amoxicillin (50100mg/kg daily)”
Amoxicillin is added to the treatment
regime for this age group to cover listeria.
The BNFC dosage of amoxicillin for
listeria is as follows:
Neonateunder 7 days: 50mg/kg every 12
hours; dose may be doubled in meningitis
Neonate 7-28 days: 50mg/kg every 8
hours, may be doubled in meningitis.
Child 1month-18years 50mg/kg every 4-6
hours.
For simplicity we recommend a dose of
100mg/kg 8hourly for all babies 7 days to
3 months. (12hourly for under 7 days).

Developer’s Response
Please respond to each comment
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
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Type

SH

Stakeholder

Sheffield
Children‟s NHS
Foundation
Trust

Order
No

17.03

Document

Full

Section
No

6.2

PageNo

106
& 113

Comments
Please insert each new comment in a new
row.

Line 15. “ bacterial meningitis in children
younger than 3 months with
cefotaxime….plus amoxicillin…or
ampicillin (125mg four times a day)
Again, this would be added to the
treatment regime for this age group to
cover listeria. The BNFC dosage of
ampicillin for listeria is as follows:
Neonateunder 7 days: 50mg/kg every 12
hours; dose may be doubled in meningitis
Neonate 7-28 days: 50mg/kg every 8
hours, may be doubled in meningitis.
Child 1month-18years 50mg/kg every 4-6
hours.

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.04

Full

6.2

106 &
113

Initial treatment with ceftriaxone.
Until patients are stable and improving it
may be safer to treat with QDS
cefotaxime. This removes the risk if it is

Developer’s Response
Please respond to each comment
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
Thank you for this comment. The
guideline recommendations are
consistent with the latest MHRA
guidance, including contraindications
for ceftriaxone and safety
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SH

SH

Stakeholder

Sheffield
Children‟s NHS
Foundation
Trust

Sheffield
Children‟s NHS
Foundation
Trust

Order
No

17.05

17.06

Document

NICE

NICE

Section
No

Intro

KPIs

PageNo

3

8

Comments
Please insert each new comment in a new
row.
decided that a calcium containing
infusions is required. It also ensures that
patients are observed and assessed
regularly while they are still at high risk.
Patients may still be transferred to
ceftriaxone in order to complete their
course of antibiotics once they are
improving. This may also allow children to
return home earlier, attending the hospital
as a day case until the antibiotic course is
completed.
Para 1
Hib is now rare
Listeria is rare

Developer’s Response
Please respond to each comment
precautions with respect to calciumcontaining infusions:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
The guideline developers did not
think that once-daily dosing would
compromise observation and
assessment because this would not
be restricted to when antibiotics were
being administered
This is noted in the introduction to the
full guideline (see Section 2.1), but
the same level of detail cannot be
included in the NICE guideline (the
introduction there is an abbreviated
version of the introduction to the full
guideline)

Para 2
“Most N meningitidis infections are
asymptomatic” perhaps should say “N
meningitidis frequently colonises the URT
but occasionally…”
Management in the pre-hospital setting
Giving benzylpenicillin should be
listed at this stage

This sentence has been rephrased to
highlight the difference between
colonisation and infection

Diagnosis in secondary care non-specific
tests

This has been now clarified
throughout the guideline

The section referred to lists the key
priorities for implementation – the
recommendation about giving
benzylpenicillin in the pre-hospital
setting was not selected as a key
priority and so it is not included here
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Type

SH

Stakeholder

Order
No

Sheffield
Children‟s NHS
Foundation
Trust

17.07

Document

NICE

Section
No

KPIs

PageNo

9

Comments
Please insert each new comment in a new
row.
Polymerase chain reaction (PCR) should
specify EDTA blood meningococcal PCR
cefotaxime should be offered as an
alternative to ceftriaxone because of
concerns about giving calcium but
also because there are benefits to
having a QDS regime in terms of
observation of the patient. A change
can be made to OD ceftriaxone once
the child has stabilised

Developer’s Response
Please respond to each comment

Thank you for this comment. The
guideline recommendations are
consistent with the latest MHRA
guidance with respect to ceftriaxone:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
The guideline developers did not
think that once-daily dosing would
compromise observation and
assessment because this would not
be restricted to when antibiotics were
being administered

Polymerase chain reaction the CSF
should only be sent off if the sample is
culture negative at 24h

In the GDG interpretation of the
evidence the guideline developers
have stated that there is evidence
that PCR remains positive even if
taken after antibiotics have been
given, when blood culture is likely to
be negative. However, a negative
PCR test result does not rule out
meningococcal disease. An
economic analysis suggested that
routine PCR was cheaper than a
strategy in which ordering a PCR
was conditional on a negative blood
culture. The guideline developers
have added a new recommendation
that stresses the importance of not
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SH

Stakeholder

Sheffield
Children‟s NHS
Foundation
Trust

Order
No

17.08

Document

NICE

Section
No

1.2.1.6

PageNo

15

Comments
Please insert each new comment in a new
row.

THE WORDING OF THIS SEEMS
ODD. ? better “A history of
intolerance to penicillins or
cephalosporins that only involved
mild rash or D&V should not
preclude giving parenteral
benzylpenicillin”
as in summary cefotaxime should be
available as an alternative

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.09

NICE

1.3.1.3

15

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.10

NICE

1.3

16

as in intro specify in 1.3.1.3 EDTA
meningococcal PCR

or cefotaxime

meningococcal EDTA PCR

Developer’s Response
Please respond to each comment
using a negative blood PCR test
result to rule out meningococcal
disease
Thank you. The recommendations
about allergies to penicillin now
reflect the Chief Medical Officer‟s
advice

The guideline recommendations
reflect existing guidance from the
Chief Medical Officer, although the
guideline developers did not find
strong evidence to support the
practice of giving benzylpenicillin
before transfer to hospital
All the recommendations that
mention polymerase chain reaction
(PCR) have been revised to clarify
what organism is being tested for
using PCR
The guideline
recommendations are
consistent with the latest
MHRA guidance with respect
to ceftriaxone:
http://www.mhra.gov.uk/Public
ations/Safetyguidance/DrugSa
fetyUpdate/CON059804
All the recommendations that
mention polymerase chain
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Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment
reaction (PCR) have been
revised to clarify what
organism is being tested for
using PCR

SH

SH

Sheffield
Children‟s NHS
Foundation
Trust
Sheffield
Children‟s NHS
Foundation
Trust

17.11

NICE

1.3

17

17.12

NICE

1.3

18

1.3.1.6 bullet point missing from
coagulopathy

Page 18 of 44
CSF for PCR only if culture
negative
Throat swab can be useful when
positive

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.13

NICE

1.4.1.1

23

BNFc states Cefotaxime 50mg/kg
QDS in severe infection and I would
expect this is severe
the dose of amoxicillin is 100mg/kg

All the recommendations that
mention testing blood and
cerebrospinal fluid (CSF)
samples have been revised to
state that these should be
done using
ethylenediaminetetraacetic
acid (EDTA)
Thank you. This has been added

Thank you for your comment this has
been added to the recommendation

Meningococci colonise the human
nasopharynx asymptomatically in up
to 10% of the population. For this
reason it follows that isolation of the
organism from a throat swab cannot
be indicative of the disease.
Therefore, the guideline developers
could not justify throat swabs as a
diagnostic test
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
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Sheffield
Children‟s NHS
Foundation
Trust

Order
No

17.14

Document

NICE

Section
No

1.4.1.5

PageNo

23

Comments
Please insert each new comment in a new
row.
PER DOSE and 125mg four times
daily is not an equivalent

cefotaxime 50mg/kg QDS

Developer’s Response
Please respond to each comment
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
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SH
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Sheffield
Children‟s NHS
Foundation
Trust

Order
No

17.15

Document

NICE

Section
No

1.4

PageNo

24

Comments
Please insert each new comment in a new
row.

1.4.1.9 ampicillin 125 mg four times
daily??

Developer’s Response
Please respond to each comment
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
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Comments
Please insert each new comment in a new
row.

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.16

NICE

1.4

25

as above amp/amox dosing

SH

Sheffield
Children‟s NHS
Foundation
Trust

17.17

NICE

1.4

30

1.4.3.1 Paediatric ID specialists
recommend 0.4 mg/kg b.d. for 2 days
for children over 1 month of age

Developer’s Response
Please respond to each comment
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
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SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.01

All

General

General

SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.02

NICE

1.2.1.4

14

Comments
Please insert each new comment in a new
row.

The Joint Royal Colleges Ambulance
Liaison Committee welcomes the update
of this important guidance and will review
the JRCALC meningococcal septicaemia
guidance once the final version has been
published.
In section 1.2.1.4 JRCALC notes - “that in
children and young people with suspected
bacterial meningitis or suspected
meningococcal septicaemia, if antibiotics
are administered before admission to
hospital, give intramuscular
benzylpenicillin (children under 1 year 300
mg, children 1–9 years 600 mg, children
and young people 10 years and over 1.2

Developer’s Response
Please respond to each comment
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
Thank you for your comment

The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
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Comments
Please insert each new comment in a new
row.
g).”

But no mention is made of the intravenous
(IV) route of administration. Both the IV
and intramuscular route of administration
are recommended in the current
Children‟s BNF 2009, what is the rationale
for excluding the IV route of
administration?

SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.03

Full

1.1

7

Lines 5-7: This sentence seems to be
directed to GPs. It could be that it is the
ambulance service that is first to access
and diagnose these patients, therefore the
telephoning of 999 would not be
appropriate. Suggest omitting

Developer’s Response
Please respond to each comment
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
Antibiotics are not recommended in
the guideline for children and young
people with bacterial meningitis
because the guideline developers
found no evidence to support this
The recommendation regarding
administration of antibiotics has been
revised to clarify that intramuscular
and intravenous modes of
administration are both acceptable
The guideline developers are inclined
in keep the sentence “telephoning
999” because it highlights the need
for emergency transfer to hospital.
However, the recommendation has
been changed to clarify that the
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Comments
Please insert each new comment in a new
row.
“telephoning 999” at the end of the
sentence or amending the sentence.

SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.04

Full

1.2

11

Lines 18-20: This sentence seems to be
directed to GPs. It could be that it is the
ambulance service that is first to access
and diagnose these patients, therefore the
telephoning of 999 would not be
appropriate. Suggest omitting
“telephoning 999” at the end of the
sentence or amending the sentence.

SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.05

Full

4.1

51

Suggest ending the sentence on line 9
with “NHS Direct, or paramedics.”

SH

The Joint Royal
Colleges
Ambulance
Service Liaison
Committee

20.06

Full

4.1

51

SH

University of
Southampton

25.01

FULL

General

General

Because in some instances paramedics
will be called to these patients as a first
point of contact. It may be that the
paramedic is on a rapid response vehicle
(RRV), makes the diagnosis and then
calls for transfer.
Whilst JRCALC understand the
importance of emphasising the need to
transfer these patients to secondary care
via ambulances, the way this sentence is
phrased suggests that the only role of the
ambulance service is transport, whereas,
paramedics are healthcare professionals
and will encounter children and young
people with signs of suspected bacterial
meningitis and meningococcal disease
themselves.
The full version evidence synthesis is
comprehensive, well written and explains

Developer’s Response
Please respond to each comment
recommendation is directed at
primary care healthcare
professionals
The guideline developers are inclined
in keep the sentence “telephoning
999” because it highlights the need
for emergency transfer to hospital.
However, the recommendation has
been changed to clarify that the
recommendation is directed at
primary care healthcare
professionals
Thank you. This change has been
made

Thank you. This has now been
rephrased to reflect the importance of
the ambulance crew in the care of
the patients during transfer to
secondary care via ambulances

Thank you for your comment
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SH

University of
Southampton

25.02

FULL

General

General

SH

University of
Southampton

25.03

FULL

1.1

7

Comments
Please insert each new comment in a new
row.
the complexity well.

Developer’s Response
Please respond to each comment

The recommendations at times appear to
be trying to be over complex eg
management in diagnosis sections etc.

The guideline developers have tried
to simplify the recommendations in
the revised draft by:
- removing drug dosages
except where evidence
specifically supports dosages
that are different to those in
the summaries of product
characteristics (SPCs)
- improved cross-referencing
between diagnosis and
management sections
- splitting long
recommendations into
smaller units
- revising (and simplifying) the
tables of signs and
symptoms
This was not prioritised as an area
for a clinical question by the guideline
developers, and so it is not
addressed in the guideline, although
the developers recognise that it is an
interesting area

Why is there no mention of oral glycerol
as potential adjuctive therapy in bacterial
meningitis – at least as research question!
http://clinicaltrials.gov/ct2/show/NCT0061
9203
and Clin Infect Dis. 2007 Nov
15;45(10):1277-86. Epub 2007 Oct 15
Line 5 – common problem is primary care
physicians giving im antibiotics for
suspected meningitis rather than
suspected meningococcal disease. Does
this need addressing here (ie “Give
intramuscular antibiotics for suspected
meningococcal disease. Not for suspicion

Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
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University of
Southampton

Order
No

25.04

Document

FULL

Section
No

1.1

PageNo

8

Comments
Please insert each new comment in a new
row.
of bacterial meningitis alone”)? THE
STATEMENT AS IT STANDS IS
DIRECTLY CONFLICTING WITH GDG
INTERPRETATION page 53 line 47

Why is treatment (give ceftriaxone) in the
tests and diagnosis section not a
treatment section on its own?
The use of antibiotics is not mentioned in
the management in secondary care
section!

Developer’s Response
Please respond to each comment
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
The structure of the full guideline
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
This section of the full guideline gives
information on how to use the results
of laboratory tests, with the main
recommendations for antibiotic
treatment being given in sections 6.1
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Please insert each new comment in a new
row.

SH

University of
Southampton

25.05

FULL

1.2

11

Line 26 – the wording of this suggests all
cause bacterial meningitis should be
managed with antibiotics in the community
prior to assessment and LP. This is
potentially dangerous and may lead to
non-diagnosis and potential
undertreatment of non-meningococcal
bacterial meningitis.The evidence for
community antibiotics is for
meningococcal infections, not for all cause
bacterial meningitis and this would
represent a significant change in practice.
Should this read “meningococcal
meningitis or meningococcal
septicaemia”?

SH

University of

25.06

FULL

1.2

12

Line 8 – treatment is in diagnosis and

Developer’s Response
Please respond to each comment
and 6.2. The recommendation here
includes a cross-reference to the
section on antibiotics for suspected
bacterial meningitis or
meningococcal disease
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
The structure of the full guideline
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Southampton

SH

University of
Southampton

25.07

FULL

1.2

16

Comments
Please insert each new comment in a new
row.
tests section

Line 17 – FDA have withdrawn this
statement for children outside of the
neonatal period. Why is this still
recommended here just because MHRA
review processes are so slow?
The statement as it stands is also
inconsistent with page 17 line 1 as many
children with meningococcal sepsis
require calcium infusions.

Developer’s Response
Please respond to each comment
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
This section of the full guideline gives
information on how to use the results
of laboratory tests, with the main
recommendations for antibiotic
treatment being given in sections 6.1
and 6.2. The recommendation here
includes a cross-reference to the
section on antibiotics for suspected
bacterial meningitis or
meningococcal disease
Thank you for this comment. Our
guidance follows the most recent
MHRA guidance:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
However, the GDG is aware that the
“FDA now recommends that
ceftriaxone and calcium-containing
products may be used concomitantly
in patients >28 days of age, using the
precautionary steps above because
the risk of precipitation is low in this
population. FDA had previously
recommended, but no longer
recommends, that in all age groups
ceftriaxone and calcium-containing
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Developer’s Response
Please respond to each comment
products should not be administered
within 48 hours of one another”.

SH

University of
Southampton

25.08

FULL

1.2

16

Line 32- vancomycin is known to have
poor CNS penetration despite adult
literature on use in penicillin
resistance/intermediate resistance.
Rifampicin would be a sensible alternative
here as theoretically a far better CNS
penetration and good activity against
resistant pneumococci – and this is
mentioned later in the guideline eg p 25
line 34

SH

University of
Southampton

25.09

FULL

1.2
&
GENERAL

16

Reference to SPC here and throughout
guideline means many doses appear to
be different from BNFC, which is
confusing – see specific comments from
senior paediatric pharmacist below

In the UK, the MHRA guidance
(which was published after the FDA
updated guidance) takes precedence
The guideline developers searched
for evidence in relation to rifampicin
in both the pre-hospital and hospital
settings, but no evidence was
identified. The GDG consensus was
that vancomycin is the recommended
drug in the situation where there is a
possibility of resistant pneumococci
as the paediatric clinical experience
is with this drug. Vancomycin is
currently included as the drug of
choice in the three main textbooks of
paediatric infectious disease and in
the literature on this subject. The
clinical experience with rifampicin in
children has mostly been its use in
addition to vancomycin where there
is cephalosporin resistance
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

114 of 155

Type

Stakeholder

Order
No

Document

Section
No

PageNo

Comments
Please insert each new comment in a new
row.

SH

University of
Southampton

25.10

FULL

1.2

20

Line 9 – UK clinical practice
(meningitis.org) has recommended use of
0.4mg/kg bd for 2 days – the paediatric
evidence for this dose is as good as the
paediatric evidence for the low dose for 4
days. Intuitively, given lack of evidence
either way, inflammation might best be
addressed with a higher immediate dose
regimen, or an either/or acknowledging
the lack of paediatric data.

SH

University of
Southampton

25.11

FULL

1.2

22

Line 10 – although the incidence is small,
testing of all children who have had
meningitis or septicaemia is revealing
children who have undefined innate
immune defects and poor response to
other antigens/immunisations – field is in

Developer’s Response
Please respond to each comment
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The guideline developers have
decided to make this
recommendation keeping in
consideration safety as well as
effectiveness of this dosage. The
dosage recommended by the GDG
was used in eight of the 13 studies
included in the systematic review by
van de Beek et al. 2007 and it has
been used in UK clinical practice for
several years. This is clearly stated in
the GDG interpretation of the
evidence
There is currently insufficient
evidence to recommend detailed
immunological testing outside a
research setting and so the
recommendation has not been
changed
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23
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infancy but a statement “do not test” is too
strong for the current state of knowledge.
Not testing where Gp B disease but other
types is inconsistent and implies incorrect
narrow range of defects being looked for
by detailed immune function testing.
Line 40 – phase 2 study is currently
underway funded by meningitis research
foundation to provide evidence base and
design for phase 3 study.
Line 28 – why is this here? The
RESOLVE study was stopped for futility
and there is little evidence to suggest
repeating this study is a sensible use of
resources.

SH

University of
Southampton

25.12

FULL

1.3

SH

University of
Southampton

25.13

FULL

1.4

26

SH

University of
Southampton

25.14

FULL

2.6

36

Line 30 – it is not just complement
deficiencies that are identified by immune
testing

SH

University of
Southampton

25.15

FULL

4.1

54

Line 24 THE STATEMENT AS IT
STANDS IS DIRECTLY CONFLICTING

Developer’s Response
Please respond to each comment

Thank you. The guideline developers
look forward to the results of this
study
The guideline developers‟ view is that
it remains to be seen whether, in a
condition causing purpura fulminans
(such as meningococcal sepsis), a
treatment such as activated protein C
might have more benefit than in a
heterogeneous group of septic
children. This was the basis of the
research recommendation included
in the consultation draft. However, on
balance, the guideline developers
agree that this research
recommendation is not a high priority
and so it has been deleted
The clinical evidence shows that
complement deficiency is associated
with meningococcal disease,
whereas there is little evidence that
other immune deficiencies are
associated with the disease, and this
is why health economic analysis was
prioritised for complement deficiency
Thank you for your comment. There
was a typographical error in the draft
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WITH GDG INTERPRETATION page 53
line 47 ie needs making consistent with
NICE fever guideline to not change
current practice.

SH

University of
Southampton

25.16

FULL

5.1

58

Line 40 – why is treatment in the
diagnosis section?

SH

University of

25.17

FULL

5.1

59

Line 23 conflicts with page 58 line 23 in

Developer’s Response
Please respond to each comment
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
The structure of the full guideline
reflects the guideline development
process in which each section of the
guideline reports evidence in relation
to a specific clinical question, and
then recommendations are
formulated from that evidence
Thank you for your comment. This
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Southampton
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FULL

5.3

77

Comments
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the most seriously ill children – as stated
in evidence summary, normal/low WCC
and CRP in children with suspected
sepsis may indicate rapidly progressive
disease whereas this sentence does not
indicate this potential urgency. The
sentence in the meningitis section page
72 line 32 is far clearer.

6 recommendation fits with evidence but
maybe not with the sentence page 76 line

Developer’s Response
Please respond to each comment
recommendation has been changed
as follows to increase clarity:
In a child or young person with an
unexplained petechial rash and fever
(or history of fever) but none of the
high-risk clinical manifestations
• treat with intravenous ceftriaxone
immediately (see Section 6.1) if the
CRP and/or white blood cell count
(especially neutrophil count) is raised
as this indicates an increased risk of
having meningococcal disease
• be aware that while a normal CRP
and normal white blood cell count
mean meningococcal disease is less
likely, they do not rule it out. The
CRP may be normal and the white
blood cell count normal or low even
in severe meningococcal disease.
• assess clinical progress by
monitoring vital signs (respiratory
rate, heart rate, blood pressure
conscious level, temperature),
capillary refill time, and oxygen
saturations. Carry out observations at
least hourly over the next 4–6 hours
to determine the likelihood of the
child or young person having
meningococcal disease.
• if doubt remains, treat with
antibiotics and admit to hospital
Thank you for this comment. The
hypothetical option relates to „rapid‟
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Southampton
University of
Southampton

25.19

FULL

5.5

89

25.20

FULL

5.6

94

SH

University of
Southampton

25.21

FULL

5.8

98

SH

University of
Southampton

25.22

FULL

6.1

100
-107

SH

Comments
Please insert each new comment in a new
row.
35 that this is only a hypothetical option in
the NHS.
Line 2 and line 9 start sections that state
the same thing
Line 34 – there are few circumstances
where a diagnosis of mening sepsis is
made and a lumbar puncture is not
contraindicated according to the list
stated, so this sentence adds confusion
not clarity
Line 6 – although accurate, this is terribly
confusing in the context of
recommendation para 1 (page 98 line 40)
stating not to do a CT to decide to do a
CT. Does this need to be combined with
second sentence p98 line 44 to add
clarity?
The FDA have withdrawn this advice
outside the neonatal period – Why is this
still recommended here when there is no
evidence for this apart from neonates?

Developer’s Response
Please respond to each comment
polymerase chain reaction (PCR)
which is not what the guideline
developers recommend
The second occurrence (line 9) has
been deleted
The recommendation to perform
lumbar puncture in children and
young people with suspected
meningococcal septicaemia has
been removed
The guideline developers have
reviewed this recommendation again
which has been very carefully
worded for clarity and cannot identify
the point of contention that is being
raised by the stakeholder
Thank you for this comment. Our
guidance follows the most recent
MHRA guidance:
http://www.mhra.gov.uk/Publications/
Safetyguidance/DrugSafetyUpdate/C
ON059804
However, the GDG is aware that the
“FDA now recommends that
ceftriaxone and calcium-containing
products may be used concomitantly
in patients >28 days of age, using the
precautionary steps above because
the risk of precipitation is low in this
population. FDA had previously
recommended, but no longer
recommends, that in all age groups
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Developer’s Response
Please respond to each comment
ceftriaxone and calcium-containing
products should not be administered
within 48 hours of one another”.

SH

University of
Southampton

25.23

FULL

6.1

100
-107

vancomycin is known to have poor CNS
penetration despite adult literature on use
in penicillin resistance/intermediate
resistance. Rifampicin would be a
sensible alternative here as theoretically a
far better CNS penetration and good
activity against resistant pneumococci –
and this is mentioned elsewhere in the
guideline eg p 109 line 18

SH

University of
Southampton

25.24

FULL

6.1
& general

100
-107

Need to reference drugs to BNFC not
SPC

In the UK, the MHRA guidance
(which was published after the
updated FDA guidance) takes
precedence
The guideline developers searched
for evidence in relation to rifampicin
in both the pre-hospital and hospital
settings, but no evidence was
identified. The GDG consensus was
that vancomycin is the recommended
drug in the situation where there is a
possibility of resistant pneumococci
as the paediatric clinical experience
is with this drug. Vancomycin is
currently included as the drug of
choice in the three main textbooks of
paediatric infectious disease and in
the literature on this subject. The
clinical experience with rifampicin in
children has mostly been its use in
addition to vancomycin where there
is cephalosporin resistance
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
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SH

University of
Southampton

25.25

FULL

6.3

116

Line 23 NICE D&V guideline refers to
fever guideline for assessment and
management of shock (although
addresses in part), but does give
assessment of dehydration.

SH

University of
Southampton

25.26

FULL

6.5

122
& 123

Line 38 – there is an acknowledged lack
of evidence, also unsuccessful national
trial application (through MCRN) for RCT.
Why does the recommendation here and
at p123 line 39 not accept that where HAS
is available it can be used as first bolus in
clinical meningococcal sepsis? – as the

Developer’s Response
Please respond to each comment
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
This recommendation states that the
reader should refer to the NICE
diarrhoea and vomiting in children
guideline for the assessment of
shock and dehydration. That
guideline does provide detailed
recommendations on how to assess
shock and dehydration. The
recommendation does not therefore
refer to the NICE fever guideline
The GDG interpretation of the
evidence notes that there was lack of
evidence and the GDG‟s consensus
recommendations were reached on
the basis of their clinical experience.
There will be a large number of
children with exposure to the first
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124

SH

University of
Southampton

25.28

FULL

6.7

143

Comments
Please insert each new comment in a new
row.
case is made for 2nd bolus it is hard to
justify a difference in recommendation and
again just makes the recommendations
more complex

Line 10 is really bizarre here without a
recommendation to start peripheral or
central vasoactive therapy – despite the
lack of evidence quoted it is a glaring
omission from the recommendations.
Line 12 Despite an extensive evidence
review where no paediatric evidence
suggests low 0.15 mg/kg/qds/4 days dose
is better than 0.4 mg/kg/bd/2 days which
is widely used in clinical practice, it is odd
the GDG have picked the more complex
dose regime given the arguments for once
daily antibiotic therapy were so
convincing. Also, intuitively, a higher dose
should have more anti-inflammatory
effect. Although a footnote states high
quality evidence, isn‟t this quality evidence
in adults?

Developer’s Response
Please respond to each comment
bolus of fluid and this fluid should be
the least costly fluid with appropriate
evidence to support its effectiveness
(although there is little available
evidence here). Saline is used most
widely in current practice and is
considerably cheaper than human
albumin solution. Once further
resuscitation is to take place there is
a different weight placed on human
albumin solution
The preceding recommendation
includes starting vasoactive
treatment if, following two bolus
infusions, signs of shock persist
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
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Developer’s Response
Please respond to each comment
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline

SH

University of
Southampton

SH

University of
Southampton

25.29

25.30

FULL

6.7

143

FULL

6.7
6.8

143
146

Line 16 – this will be incredibly confusing
in clinical practice. What happens when
the WCC is 950? Or 800? Are the GDG ID
specialists really saying they will not
personally start steroid in this case? This
is an arbitrary cutoff that will be incredibly
hard to use in clinical practice. Although
there is concern for use of steroids in
aseptic meningitis, the evidence of
permanent brain injury is less in these
cases and the risk benefit to this
recommendation may work over
population statistics but feels wrong in
clinical practice given the lack of evidence
all round.
Why is new JAMA metanalysis (Annane et
al 301, june 09 p 2362) included in
evidence summary – states clearly no
evidence in children and research is
needed. Also evidence synthesis does not

The footnote is included in this
recommendation because the GDG
found evidence to support the lower
dose in the recommendations, and
this is explained in the GDG
interpretation of the evidence
The guideline developers recognise
that even at the cut-off given in the
recommendation the chance of
bacterial meningitis is low, and by
defining a cut-off the developers aim
to reduce confusion. The cut-off is
based on the available evidence

The systematic review by Annane et
al (2009) is not included in the
guideline because it was published
after the guideline searches were
completed, although in fact the
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SH

University of
Southampton

25.32

FULL

6.9
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University of

25.33

FULL
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mention

The MCRN adopted Meningitis Research
Foundation funded StePS phase 2 study
is designed to inform such a trial and is
ongoing in the UK at present. This study is
addressing the adrenal function testing.
However this may be difficult in clinical
practice as in CORTICUS it was
demonstrated that 20% of responders
were non responders and vice versa,
indicating poor quality of most clinical
endocrine laboratories and devaluing the
routine use of this test in sepsis outside
formal clinical trials iusing high quality labs
Briegal J., Am. J Resp Crit Care Med
2007, 175
The incidence of meningococcal sepsis is
not high enough to do a specific RCT of
aPC use, and RESOLVE as stated had
specific safety concerns. Surely this is not
considered a research priority compared
to new BPI studies as stated?

This section misses the point of detailed

Developer’s Response
Please respond to each comment
conclusions of the review are the
same as those of the earlier
systematic review (Annane et al,
2004)
The guideline developers look
forward to seeing the results of the
StePS study and thank the
stakeholders for making them aware
of the difficulties in clinical practice

The guideline developers‟ view is that
it remains to be seen whether, in a
condition causing purpura fulminans
(such as meningococcal sepsis), a
treatment such as activated protein C
might have more benefit than in a
heterogeneous group of septic
children. This was the basis of the
research recommendation included
in the consultation draft. However, on
balance, the guideline developers
agree that this research
recommendation is not a high priority
and so it has been deleted
The guideline developers recognise
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University of
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University of
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25.34

FULL

6.1

105

25.35

FULL

6.1

106

SH

University of
Southampton

25.36

FULL

6.1

106

SH

University of
Southampton

25.37

FULL

6.1

106

SH
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immunological follow up of children with
all cause bacterial meningitis and sepsis,
which is an emerging field. New and
poorly understood innate defects are
found in some children, although as for
complement deficiency these cases are
rare. The field of clinical immunology
would not progress without such
investigations and this section seems to
avoid all discussion of this steadily
emerging field. One recent example is
“Very late-onset group B Streptococcus
meningitis, sepsis, and systemic
shigellosis due to interleukin-1 receptorassociated kinase-4 deficiency. Krause
JC, Ghandil P, Chrabieh M, Casanova JL,
Picard C, Puel A, Creech CB. Clin Infect
Dis. 2009 Nov 1;49(9):1393-6”.
line 35 aciclovir NOT acyclovir
line 3 cefotaxime in neonates <7days
50mg/kg TWICE a day, 7-21days old
50mg/kg THREE times a day, >21days –
18years, 50mg/kg FOUR times a day
rather than three times a day as stated.
line 14 cefotaxime, in neonates <7days
50mg/kg TWICE a day, 7-21days old
50mg/kg THREE times a day, >21days –
18years, 50mg/kg FOUR times a day
rather than three times a day as stated;
amoxicillin 50mg/kg FOUR TIMES A DAY,
not daily as stated.
line 15 ampicillin 50MG/KG four times
daily, not 125mg as stated.

Developer’s Response
Please respond to each comment
that this is an important area for the
future but it was not prioritised as a
clinical question for this guideline

Thank you. This has been changed
as suggested
The dosages have been removed
from the recommendation

The dosages have been removed
from the recommendation

The NICE guidelines manual states
that recommendations should not
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line 18 needs a dose for vancomycin
15mg/kg every 8 hours to start and adjust
according to trough levels (range 1015mg/l)

Developer’s Response
Please respond to each comment
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

126 of 155

Type

SH

Stakeholder

University of
Southampton

Order
No

25.39

Document

FULL

Section
No

6.1

PageNo

106

Comments
Please insert each new comment in a new
row.

line 19 50mg/kg FOUR times a day

Developer’s Response
Please respond to each comment
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
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Comments
Please insert each new comment in a new
row.

SH

University of
Southampton

25.40

FULL

6.1

106

line 20 amoxicillin 50mg/kg FOUR TIMES
A DAY, ampicillin 50MG/KG four times
daily

SH

University of
Southampton

25.41

FULL

6.1

106

add a line in the recommendations about
giving 128overed128i, including doses.

Developer’s Response
Please respond to each comment
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
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Type

SH

Stakeholder

University of
Southampton

Order
No

25.42

Document

FULL

Section
No

6.2

PageNo

113

Comments
Please insert each new comment in a new
row.

line 5 cefotaxime in neonates <7days
50mg/kg TWICE a day, 7-21days old
50mg/kg THREE times a day, >21days –
18years, 50mg/kg FOUR times a day
rather than three times a day as stated

Developer’s Response
Please respond to each comment
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
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SH

Stakeholder

University of
Southampton

Order
No

25.43

Document

FULL

Section
No

6.2

PageNo

113

Comments
Please insert each new comment in a new
row.

line 9 amoxicillin 50mg/kg four times a
day, ampicillin 50mg/kg four times daily

Developer’s Response
Please respond to each comment
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
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Comments
Please insert each new comment in a new
row.

SH

University of
Southampton

25.44

FULL

6.2

113

line 10 need a dose for gentamicin, use
BNFc 2009 recommendations for multiple
daily dose regime

SH

University of
Southampton

25.45

FULL

6.2

113

line 24 cefotaxime in neonates <7days
50mg/kg TWICE a day, 7-21days old
50mg/kg THREE times a day, >21days –
18years, 50mg/kg FOUR times a day
rather than three times a day as stated

Developer’s Response
Please respond to each comment
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
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Type

SH

Stakeholder

University of
Southampton

Order
No

25.46

Document

FULL

Section
No

6.2

PageNo

113

Comments
Please insert each new comment in a new
row.

line 25 amoxicillin 50mg/kg FOUR TIMES
A DAY, ampicillin 50MG/KG four times
daily

Developer’s Response
Please respond to each comment
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
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SH

SH
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Document
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PageNo

Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each comment

University of
Southampton
University of
Southampton
University of
Southampton

25.47

FULL

119

spelling of extravasation

Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
Thank you. This has been corrected

25.48

FULL

119

space between should be

Thank you. This has been corrected

25.49

FULL

124

state that noradrenaline and adrenaline
infusions must be given centrally

University of
Southampton

25.50

NICE

10

Why is first bolus not saline or HAS, as
detailed above

The guideline clinical questions did
not address the route of
administration. Healthcare
professionals should follow local or
national protocols for this
The GDG interpretation of the
evidence notes that there was lack of
evidence and the GDG‟s consensus
recommendations were reached on
the basis of their clinical experience.
There will be a large number of
children with exposure to the first
bolus of fluid and this fluid should be
the least costly fluid with appropriate
evidence to support its effectiveness
(although there is little available
evidence here). Saline is used most
widely in current practice and is
considerably cheaper than human
albumin solution. Once further

1.4.2.3
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Comments
Please insert each new comment in a new
row.

SH

University of
Southampton

25.51

NICE

1.2.1.4

14

See above - States give parenteral
prehosp antibiotics to all cause bact
meningitis – this is not what is detailed in
full guideline evidence but error is
consistent in recommendation in full and
NICE versions.
(the wording of this suggests all cause
bacterial meningitis should be managed
with antibiotics in the community prior to
assessment and LP. This is potentially
dangerous and may lead to non-diagnosis
and potential undertreatment of nonmeningococcal bacterial meningitis.The
evidence for community antibiotics is for
meningococcal infections, not for all cause
bacterial meningitis and this would
represent a significant change in practice.
Should this read “meningococcal
meningitis or meningococcal
septicaemia”?)

SH

University of
Southampton

25.52

NICE

1.3.1.4

16

As above – conflicts with FULL version
page 58 line 23 in the most seriously ill
children – as stated in evidence summary,

Developer’s Response
Please respond to each comment
resuscitation is to take place there is
a different weight placed on the
human albumin solution
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you for your comment. This
recommendation has been changed
as follows to increase clarity:
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Type

SH
SH

Stakeholder

University of
Southampton
University of
Southampton

Order
No

Document

25.53

NICE

25.54

NICE

Section
No

1.3.5.2 &
1.3.5.4
1.3.8.6

PageNo

18
& 19
22

Comments
Please insert each new comment in a new
row.
normal/low WCC and CRP in children with
suspected sepsis may indicate rapidly
progressive disease whereas this
sentence does not indicate this potential
urgency. The sentence in the meningitis
section page 72 line 32 is far clearer.

Are the same!
Merge with 1.3.8.2 to increase clarity and
avoid confusion as detailed above

Developer’s Response
Please respond to each comment

In a child or young person with an
unexplained petechial rash and fever
(or history of fever) but none of the
high-risk clinical manifestations
• treat with intravenous ceftriaxone
immediately (see Section 6.1) if the
CRP and/or white blood cell count
(especially neutrophil count) is raised
as this indicates an increased risk of
having meningococcal disease
• be aware that while a normal CRP
and normal white blood cell count
mean meningococcal disease is less
likely, they do not rule it out. The
CRP may be normal and the white
blood cell count normal or low even
in severe meningococcal disease
• assess clinical progress by
monitoring vital signs (respiratory
rate, heart rate, blood pressure
conscious level, temperature),
capillary refill time, and oxygen
saturations. Carry out observations at
least hourly over the next 4–6 hours
to determine the likelihood of the
child or young person having
meningococcal disease
• if doubt remains, treat with
antibiotics and admit to hospital
Recommendation 1.3.5.5 has been
deleted
The NICE style is for
recommendations to stand alone and
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Comments
Please insert each new comment in a new
row.

SH

University of
Southampton

25.55

NICE

General

General

Check doses as detailed above

SH

University of
Southampton

25.56

NICE

1.4.1.5

23

As above - vancomycin is known to have
poor CNS penetration despite adult
literature on use in penicillin
resistance/intermediate resistance.
Rifampicin would be a sensible alternative
here as theoretically a far better CNS

Developer’s Response
Please respond to each comment
not to combine clinically different
scenarios in a single
recommendation
The NICE guidelines manual states
that recommendations should not
include drug dosages and that
readers of NICE guidelines are
expected to refer to the summary of
product characteristics (SPC) for
details of dosages. Dosages may be
included in recommendations only if
there is evidence that a particular
drug is often prescribed at the wrong
dosage, or clear evidence about the
effectiveness of different dose levels.
The NICE guideline development
process does not permit dosages
quoted in the British National
Formulary for Children (BNFc) to be
regarded as „evidence‟, but evidence
that comes from published studies
reviewed for the guideline can be
used to inform recommendations
provided that the developers highlight
in a footnote to the recommendation
any differences from the SPCs.
These principles are followed in the
revised guideline
The guideline developers searched
for evidence in relation to rifampicin
in both the pre-hospital and hospital
settings, but no evidence was
identified. The GDG consensus was
that vancomycin is the recommended
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Comments
Please insert each new comment in a new
row.
penetration and good activity against
resistant pneumococci – and this is
mentioned elsewhere in the full guideline
eg p 109 line 18

SH

University of
Southampton

25.57

NICE

1.4.2.1

26

NICE D&V guideline refers to fever
guideline for assessment and
management of shock (although
addresses in part), but does give
assessment of dehydration.

SH

University of
Southampton

25.58

NICE

1.4.3.1

30

See above

SH

University of
Southampton

25.59

NICE

1.4.4.2

31

There is no evidence for the use of low
dose corticosteroid replacement in
paediatric sepsis apart from in the context
of clinical trials – this is acknowleged in
the full guideline. This statement should
only refer to “vasopressor resistant shock
on paediatric intensive care”. See JAMA
reviews Annane et al June 2009 as
above.

Developer’s Response
Please respond to each comment
drug in the situation where there is a
possibility of resistant pneumococci
as the paediatric clinical experience
is with this drug. Vancomycin is
currently included as the drug of
choice in the three main textbooks of
paediatric infectious disease and in
the literature on this subject. The
clinical experience with rifampicin in
children has mostly been its use in
addition to vancomycin where there
is cephalosporin resistance
This recommendation states that the
reader should refer to the NICE
diarrhoea and vomiting in children
guideline for the assessment of
shock and dehydration. That
guideline does provide detailed
recommendations on how to assess
shock and dehydration. The
recommendation does not therefore
refer to the NICE fever guideline
The guideline developers are unable
to tell from the comment exactly what
point the stakeholder wished to make
The systematic review by Annane et
al (2009) is not included in the
guideline because it was published
after the guideline searches were
completed, although in fact the
conclusions of the review are the
same as those of the earlier
systematic review (Annane et al,
2004)
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Document
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PageNo

Comments
Please insert each new comment in a new
row.
Why is there no algorithm? The MRF
algorithm has almost identical
recommendations (minor variations) and
could easily be modified to be as
evidenced based (using this guideline) as
possible.

SH

University of
Southampton

25.60

NICE

General

General

PR

NETSSC-HTA
(Ref 1)

8.01

Full

general

41

Line 43. Authors did not test that „ALL‟
symptoms, please re-phase this to reflect
the evidence.

PR

NETSSC-HTA
(Ref 1)

8.02

Full

general

224

Does the cost-effectiveness analysis only
consider the secondary care costs of
administration to true cases when in
hospital? What about the costs involved
with:
Primary care, false positives or false
negatives.

PR

NETSSC-HTA
(Ref 1)

8.03

Full

general

52

Line 33. Please review the evidence
grading of Reference 52. The following is
taken from Hahne et al 2006 “
“We must be cautious in drawing
conclusions from this systematic
review of the effects of antibiotic treatment
before admission on
survival from meningococcal disease”
They go on...

Developer’s Response
Please respond to each comment
The guideline developers produced a
draft algorithm which was available
on the NICE website during the
consultation period. The NICE editors
will be producing the final algorithm
for the quick reference guide and the
guideline developers will incorporate
as much of this into the full guideline
as possible
This text has been rephrased to state
that each of the recorded signs and
symptoms was observed significantly
more frequently in children with
bacterial meningitis
Thank you. The model uses a cost
minimisation approach to compare
the cost effectiveness of three
antibiotics. This treatment will occur
almost entirely within a secondary
care setting and the guideline
developers believe that any such
primary costs are independent of the
choice of antibiotic and are not
therefore important to an incremental
analysis
The evidence level for this review
has not been changed. Five of the
studies included in the published
systematic review reported data for
people who were given only oral
antibiotics (i.e. no parenteral
antibiotics) before admission. In
these studies, the oral antibiotics
were usually given because of
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Comments
Please insert each new comment in a new
row.
“Therefore we consider that the observed
beneficial effect of oral antibiotics on
survival is strongly
confounded by severity, and we cannot
conclude that the positive
effect is genuine.”
In light of this, please amend lines 33 to
48.

PR

NETSSC-HTA
(Ref 1)

8.04

Full

general

53

Line 8, please see comment above, this
too is an observational study.

PR

NETSSC-HTA
(Ref 1)

8.05

Full

general

208

Forest plot H.10. Please explain the
heterogeneity and consider the implication
of including the Lebel studies. Suggest
re-fit with a random effects model.

Developer’s Response
Please respond to each comment
suspected respiratory tract infection,
rather than suspected meningococcal
disease. As the population of interest
in this guideline is children and young
people with suspected bacterial
meningitis or meningococcal disease,
data relating to oral antibiotics are
not reported in the guideline text.
This has been clarified in the full
guideline
This is a cohort study (a type of
observational study). The technical
team believe it is a well conducted
study, and therefore the NICE
guidelines manual suggests an
evidence level of 2+
The order of the forest plots in
Appendix H has been revised so that
it corresponds to the order in which
the corresponding clinical questions
are presented in the main text of the
full guideline; forest plot Figure H.10
from the draft guideline is now Figure
H.18. Heterogeneity in this figure is
due mainly to the Odio 1991 study.
This is the only study which included
cases with confirmed bacterial
meningitis (based on laboratory
diagnosis from culture or
cerebrospinal fluid findings). Most of
the other studies included children
with suspected bacterial meningitis.
The inclusion of the Lebel studies
contributes very little (3%) to the
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Type

PR

Stakeholder

NETSSC-HTA
(Ref 1)

Order
No

8.06

Document

Full

Section
No

general

PageNo

212

Comments
Please insert each new comment in a new
row.

Forest plot H.17, please explain
heterogeneity as the effect size could be
stated to be invalid. Fit by random effects.

Developer’s Response
Please respond to each comment
overall heterogeneity. Figure H.18
now shows the results of fitting a
random effects model. All references
to the results of the analysis have
been updated in the full guideline
(see main text, Section 6.7 and Table
6.2). Even fitting a random effects
model did not change the
conclusions of the analysis, or the
recommendations derived from the
evidence
The order of the forest plots in
Appendix H has been revised so that
it corresponds to the order in which
the corresponding clinical questions
are presented in the main text of the
full guideline; forest plot Figure H.17
from the draft guideline is now Figure
H.7. Heterogeneity in this figure is
due mainly to the two outlying studies
(Barson 1985, Odio 1986), although
there was still moderate
heterogeneity (41%) when a
sensitivity analysis without these two
studies was carried out. This can be
attributed to the use, across the
remaining studies, of different drugs
(cefotaxime or cextriaxone),
inconsistent populations (e.g. cases
with a proven diagnosis or cases in
which diagnosis was based on
symptoms and signs) as well as
varying age ranges. Figure H.7 now
shows the results of fitting a random
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Comments
Please insert each new comment in a new
row.

PR

NETSSC-HTA
(Ref 1)

8.07

Full

general

224

Please update the resource unit cost to
using 2009 data

PR

NETSSC-HTA
(Ref 1)

8.08

Full

general

47

Lines 33 to 44. The GDG interpretation
should be highlighted as speculative. For
example, the GDG are linking child age
with cold hands in an non randomized
study, where shock is a likely confounder.

Developer’s Response
Please respond to each comment
effects model. All references to the
results of the analysis have been
updated in the full guideline (see
main text, Section 6.1). Even fitting a
random effects model did not change
the conclusions of the analysis, or
the recommendations derived from
the evidence
Thank you. Guideline development is
a lengthy process and some of the
costs may be a little outdated at
consultation as a result. We have
updated all unit costs based on data
prior to 2008. However, we do not as
yet have data on our preferred price
indices for 2009 (HCHS – Hospital
and community services) and
therefore we have only updated 2008
costs where 2009 costs are available
The guideline developers agree that
shock is likely to be a confounding
factor between cold hands and age.
The GDG interpretation of the
evidence, however, links the duration
of illness (not the age of the child)
with cold hands as follows:
In the early stages of illness the
majority of children experience pain
in the extremities, paleness (mottled
or pallid appearance, or cyanosis)
and cold extremities (despite the
presence of fever). Clinical features
vary with the age of the child: infants
are less likely to have symptoms and
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PR

NETSSC-HTA
(Ref 1)

8.09

Full

general

51

PR

NETSSC-HTA
(Ref 1)

8.10

Full

general

122

PR

NETSSC-HTA
(Ref 1)

8.11

Full

general

170

Comments
Please insert each new comment in a new
row.

Chapter 4 – There is little or no high
quality evidence here. The GDG have
over stated the evidence they have found
within this chapter, this has resulted in
including and spending too much text
describing old, retrospective cohort
studies. This is in contrast to Chapter 6
(sections 1 & 2) which Only includes the
highest quality RCTs. Please review
Chapter four and re-align this body of
evidence.
Line 8. This conclusion is not justified. A
lack of clinical effectiveness does not
conclude comparability.

Lines 47 to Page 171 Lines 55. The GDG
is well justified to state that reference 191

Developer’s Response
Please respond to each comment
signs of meningism, extremity pain or
haemorrhagic rash, whereas older
children and young people are more
likely to have meningism, confusion,
haemorrhagic rash, or extremity pain
The guideline developers have used
the best available evidence to
answer each of their clinical
questions. For pre-hospital antibiotics
(Chapter 4) there was very little
evidence in relation to the population
of interest in the guideline, whereas
the body of evidence for antibiotics
after admission was much larger and
so more recent studies became the
focus in that section (see Chapter 6)
Thank you for this comment. We
agree that an absence of evidence
does not imply comparability and we
are not concluding that it does.
Rather with the available evidence
the guideline developers did not feel
able to assess the relative clinical
effectiveness of the alternatives and
therefore assumed equivalence in
order to make a recommendation.
However, a „what-if‟ cost
effectiveness analysis was also
undertaken to reflect the limitations of
the current evidence and that the
alternatives were not necessarily
equivalent
Thank you for this comment which
discusses the narrative summaries of
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is important. However, this should be
reflected in the text to a greater degree.
Ref 191 demonstrates good study design,
on a reasonably sized recent UK
population.
Throughout page 170 the GDG provides a
more rounded appreciation of „other‟
relevant data. However, this should be
succinct and more drawn from ref 191 in
comparison

PR

NETSSC-HTA
(Ref 1)

8.12

Full

general

92

Line 19. Ref 86 is using data from 1975.
Can these can be used ? This is very old
data

PR

NETSSC-HTA
(Ref 1)

8.13

Full

general

123

Lines 12 onwards. The GDG state (rightly
so) throughout this section that the
evidence is sketchy. Please re-phase this
in the guidance.

PR

NETSSC-HTA
(Ref 1)

8.14

Full

general

142

PR

NETSSC-HTA

8.15

Full

general

145

Lines 39-55. The cut off threshold has not
been defined within the guidelines.
Please succinctly present the evidence
that exists and is relevant to the UK. If
little does exist, we should state this as a
research recommendation.
Line 47. Have the GDG accounted for the

Developer’s Response
Please respond to each comment
the evidence. The guideline
developers believe that the GDG
interpretation of the evidence reflects
the greater weighting given to the
evidence in ref 191. The GDG
interpretation of the evidence notes
that on considering the evidence
regarding complement deficiency, the
GDG concluded that one study (ref
191) was most relevant to the UK
population
Also, the base-case prevalence
estimate in the health economic
model is based on the results
reported in this study
There was very little evidence
identified for this question and so all
available evidence was reported with
no restriction on year of publication
The GDG interpretation of the
evidence notes that there was lack of
evidence and the GDG consensus
recommendations were reached on
the basis of their clinical experience.
The lack of evidence cannot be
stated in the recommendation
The cut-offs have been defined in the
full guideline and they are based on
the trials reviewed for the guideline

The evidence is rated according to
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(Ref 1)

PR

NETSSC-HTA
(Ref 1)

8.16

Full

general

170
-171

PR

NETSSC-HTA
(Ref 1)

8.17

Full

general

45

Comments
Please insert each new comment in a new
row.
population when rating this evidence as
EL=+1. These are adult based studies
only

What is the rationale for including the
serogrouping in this subsection and more
importantly will the audience be able to
interpret and use this data?
Lines 31 to 36. This is a useful table, can
you include „other typical factors‟ that
were considered but not found significant,
please include 95% Cis.

Can lines 32 to 36 be clarified, these are
unclear and distracting
PR

NETSSC-HTA
(Ref 1)

8.18

Full

general

65

Table 5.7. This might be useful but is
unclear

PR

NETSSC-HTA

8.19

Full

general

142

Line 30-31. This is unclear, re-phase.

Developer’s Response
Please respond to each comment
the process specified by NICE. The
studies are rated according to the
methods and methodology used,
rather than the applicability of the
study to the clinical question. As the
study met the criteria for being
evidence level 1, it was rated as
such, even though the population
was not the population of interest.
This study was included as no
studies on children and young people
could be found. It is clarified in the
evidence statement that there was no
available evidence in children and
young people
Serogrouping is needed because
there is a greater risk of complement
deficiency in unusual serogroups
This table uses data reported in the
Nielsen (2001) study. The authors of
this study and other included studies
do not provide odds ratios for „other
typical factors‟, nor do they provide
the data needed to calculate the
odds ratios, and so these cannot be
included in the review
This text has been rephrased to
improve clarity
Thank you. The table and the
preceding text have been revised to
improve clarity
Thank you. This has now been
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8.20

Full

general

159

Lines 18 to 33. Specifically Line 32.
P<0.05, 0.99 vs 0.99. All of these
differences would be more interpretable if
they were presented as 95% CI. The
explicit comparison I‟ve shown does not
show direction of effect and will confuse
the readers i.e. 0.99 – 0.99 = 0!

PR

NETSSC-HTA
(Ref 1)

8.21

Full

general

171

Lines 27 to 43. Can the GDG review the
worth of including reference 195. It
appears to be highly biased and presents
findings in % based on very small
numbers. If the GDG insist on presenting
this data, can this be done in a succinct
and transparent way. The issue of
presenting % of low numbers persists
over the following pages, please include
the numbers in another format i.e 4/203.

PR

NETSSC-HTA
(Ref 1)

8.22

Full

general

209
onwards

Forest plots. Please present figures so
that the full width of the widest bands are
seen (change the scales). Note: this

Developer’s Response
Please respond to each comment
rephrased to improve clarity
The figures reported in the guideline
are taken directly from Koomen et al
(2005). The publication did not report
confidence intervals, only effect sizes
and p values. This has been clarified
in the text of the full guideline and the
evidence table
Although a statistically significant
difference between survivors and
controls was reported for pain scores
(i.e. the specific comparison
mentioned in the comment), the data
reported in the publication did not
provide enough significant figures to
determine the direction of effect. This
has now been clarified in the text of
the guideline and the evidence table
The guideline developers have
summarised the evidence that was
identified. The study ref 195 has
been given an evidence level of 3
because of the design; the NICE
guideline process does not include
rating + or – in this type of study. The
limitations of the study are clearly
stated in the narrative summary, and
the GDG interpretation of the
evidence notes that ref 191 was
given greatest weight in terms of its
relevance to the UK population
Thank you for your comment. The
scales for all forest plots now show
the full width of the confidence
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PR

NETSSC-HTA
(Ref 1)

8.23

Full

general

229
+231

PR

NETSSC-HTA
(Ref 1)

8.24

Full

general

230

PR

NETSSC-HTA
(Ref 2)

9.01

Full

General

general

PR

NETSSC-HTA
(Ref 2)

9.02

Full

1

6
-27

PR

NETSSC-HTA
(Ref 2)

9.03

Full

3

40
-43 &
47
-49

Comments
Please insert each new comment in a new
row.
helps understand the cause of potential
heterogeneity. Eg H.17, this plot is:
unbalanced, demonstrating heterogeneity,
provides no understanding about the
variability. Please fix all figures.
Do not include 3D plots. This is a scientific
presentation of the data and they have no
place here.
Fig J2 and J3. These figures should both
have symbols on, (black and white
photocopying) J.3 is not helpful.
J2. Why do the „steps‟ vary for the three
groups? Surely they should either be
consistent with each other, or have
consistent step widths i.e. 1mg per 10kgs,
not 1 for first 10kg, then 1 for next 5kg and
1 for next 8 kgs.
The report systematically covers the areas
specified in the Scoping Exercise and the
commissioning documentation and does
this with care and due diligence.
The systematic stage by stage approach
adopted is clear amd logical but it could
disguise links between stages that may be
affected by technical or clinical changes in
practice.
(40-43: line 40, 49) Individual signs and
symptoms are specified but many signs
and symptoms are shared with other
conditions. A table has been constructed
expressing the probability of certain signs
and symptoms that might be clinically
observed but the % affected by each
symptom varies and leaves areas for

Developer’s Response
Please respond to each comment
intervals

Thank you. This will be amended at
the copy editing stage
Thank you. This will be amended at
the copy editing stage
The explanation of these „steps‟ is
given in a footnote on p.225.
Dosages are those suggested by the
GDG members

Thank you for your comment

The guideline developers have
adopted a pragmatic approach in
addressing the various areas
covered in the scope in the order
they would occur in the care pathway
The guideline developers agree that
there will always be doubt when
assessing a child or young person for
bacterial meningitis or
meningococcal septicaemia. The
healthcare professional should
already be considering bacterial
meningitis or meningococcal
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doubt. Clinical features are not able to
distinguish bacterial and viral meningitis.
Experience of some medical practitioners
is limited.

PR

NETSSC-HTA
(Ref 2)

9.04

Full

5.1

58

Line 45: In addition, as might be expected
if it is thought necessary to develop a
Guideline, some of the questions asked
fall into areas of uncertainty where there is
little available evidence that can be used
to answer the questions raised definitively.

PR

NETSSC-HTA
(Ref 2)

9.05

Full

5.1

59

Line 9/33: The evidence available is
sometimes very weak and subjective
„looks unwell‟. This is not the fault of
those compiling the Guideline but must be
recognised when the Guideline is
launched.

PR

NETSSC-HTA
(Ref 2)

9.06

Full

3.2

50

PR

NETSSC-HTA
(Ref 2)

9.07

Full

4
&5

49
-96

Research into signs and symptoms is
recommended- this is wide ranging and
shows the extent of the gap in knowledge
of this area.
Meningitis is a dread disease with high
mortality. Areas of uncertainty are
potentially critical. There are several
areas where this uncertainty presents a
worry:
Management and initial diagnosis in
Primary Care or in the community;
Transfer to secondary and tertiary care

Developer’s Response
Please respond to each comment
septicaemia at this stage (as
suggested in the NICE fever
guideline). The guideline developers
have emphasised in the
recommendations that alternative
diagnoses should be considered
Thank you for your comment. In
areas where there is little or no
evidence that is directly relevant the
guideline development group should
use their clinical or patient/carer
experience to form consensus
recommendations. This is specified
in the NICE guideline development
process
The term „looks unwell‟ has been
replaced by „appears ill to a
healthcare professional„ (or their
parents/carers, depending on the
context). This mirrors the terminology
used in other NICE guidelines, for
example the fever guideline
The guideline developers agree with
the comment and had already made
research regarding symptoms and
signs a key priority for research
Thank you for your comment. The
guideline developers have tried to
summarise the extent and quality of
evidence in relation to each of their
clinical questions and to comment on
the implications for formulating
recommendations in the sections
headed GDG interpretation of the
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Full

Full
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4

4
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49
-53

51

Comments
Please insert each new comment in a new
row.
facilities;
Diagnosis and Immediate care in hospital;

The first area of concern is in the
community where the clinical signs and
symptoms are shared by many other
illnesses – especially illnesses in
childhood

Developer’s Response
Please respond to each comment
evidence
Where further research was judged
to be necessary research
recommendations were included
The guideline developers agree with
this statement, which is why the
tables present a variety of symptoms
and signs

As the disease can develop to a critical
stage rapidly – within 4 hours those early
decisions are crucial.

The guideline developers want all
children and young people in whom
the disease is suspected to be
admitted to hospital as soon as
possible and their recommendations
reflect this

Some procedural support systems need to
be put in place for those who might be
suspected of having the disease but are
not thought at that stage to need
admission.
Lines 25-40: The delay in getting a patient
to secondary care is also of concern.
Some security was provided by the
administration of antibiotics on suspicion
of disease before hospital admission.
CMO 1999.

It is good clinical practice to review
the decision to admit to hospital is
there is any uncertainty about the
degree of suspicion
The guideline developers have
emphasised the importance of urgent
transfer to hospital throughout
Chapter 4. The guideline developers
have also highlighted this urgency in
the recommendations in this chapter
because there is insufficient evidence
available to ensure efficiency in the
administration of antibiotics on
suspicion of the disease before
hospital admission
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PR

NETSSC-HTA
(Ref 2)

9.10

Full

4

53

PR

NETSSC-HTA
(Ref 2)

9.11

Full

4

54
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Practice currently appears to suggest that
no antibiotic should be administered
before admission. It does not appear that
any evidence for this decision. Nor was
an attempt made to suggest provisos if
certain features were present e.g
advanced disease or likely time to
admission.

Studies undertaken for the Guideline
could find no evidence of the value of
antibiotic pre admission.
However the presumption of the Guideline
was to give antibiotics at the earliest
opportunity after probing for any history of

Developer’s Response
Please respond to each comment
Thank you for your comment. There
was a typographical error in the draft
guideline in these recommendations,
which has now been corrected. The
guideline now recommends:
- transferring children and young
people with suspected bacterial
meningitis without non-blanching
rash directly to secondary care
without giving parenteral antibiotics
- if urgent transfer to hospital is not
possible (for example, in remote
locations or adverse weather
conditions) administer antibiotics to
children and young people with
suspected bacterial meningitis as
recommended in Section 6.1
- in children with suspected
meningococcal disease (meningitis
with non-blanching rash or
meningococcal septicaemia)
give parenteral antibiotics
(intramuscular or intravenous
benzylpenicillin) at the earliest
opportunity, either in primary or
secondary care, but do not delay
urgent transfer to hospital to give the
parenteral antibiotics
Thank you for your comment
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NETSSC-HTA
(Ref 2)
NETSSC-HTA
(Ref 2)

9.12

Full

4

54

9.13

Full

5

general

PR

NETSSC-HTA
(Ref 2)

9.14

Full

5

75

PR

NETSSC-HTA
(Ref 2)

9.15

Full

general

75
&
213

PR

Comments
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row.
intolerance to them.
Research into the impact of pre-hospital
antibiotics is recommended.
On admission to hospital further
diagnostic uncertainties arise
compounded by the lack of sensitivity and
specificity of some diagnostic tests. The
Guideline addresses these matters with
care. Two issues arise: „is the disease
present?‟ „Is it bacterial disease or not?
In these cases support systems are in
place and treatment is not delayed whilst
confirmatory tests are being carried out or
analysed. The choice of test is clearly
stated to be a lumbar puncture as the
CSF obtained provides 100% diagnosis of
meningitis. Lumbar punctures are contraindicated in cases of very sick children
especially those with neurological
involvement. The guidance on this is
clearly set out.
This section is provided with a neat
economic markov chain model of different
testing scenarios. The options tested are
CSV, and PCR on every one, only PCR if
CSV is negative (there is a sensitivity
issue here) and all given PCRs assuming
there will be developments in the ease
and provision of real time PCRs.
By constraining the documentation into
the various blocks of information the
opportunity to assess the likely use of
PCRs on those not able to have lumbar

Developer’s Response
Please respond to each comment

Thank you for your comment
Thank you for your comment

Thank you for your comment

This would be introducing a level of
complexity with no clinical evidence

This would be extending the model to
a hypothetical situation that is
unlikely to be put into practice
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PR

NETSSC-HTA
(Ref 2)

9.16

Full

General

general

PR

NETSSC-HTA
(Ref 2)

9.17

Full

general

general

PR

NETSSC-HTA
(Ref 2)

9.18

Full

2.6

33
-37
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punctures and indeed replacing lumbar
punctures, which have a number of
important and dangerous sequelea, with
PCRs. An extension of the economic
model to encompass this might be very
interesting.
The results of PCR tests of CVS or other
blood or serum samples is also 100% but
may take longer to give a result unless
faster testing procedures for PCR for
meningitis are available. As it is likely that
such tests will become available – as for
MRSA and other organisms – some
mention of this possibility in the Guideline
would have seemed appropriate
especially as it provides the solution to
diagnosis of those for whom a lumbar
puncture is contra indicated. It may also
be a less invasive test for all cases if it
proves possible to have PCV tests rapidly
available
The choice of diagnostic test to used is
considered in depth with much analysis
being given to discussion of the
significance of levels reported from
various tests: reactive C protein etc,
The work is valid and has been carried out
in compliance with NICE‟s Guidelines
manual. Best quality evidence has been
sought although this is not very abundant
in this area and the sample size of studies
used is often small. These underpowered
studies are of limited use for predictive
purposes. The Guideline stresses the

Developer’s Response
Please respond to each comment

The guideline developers are making
recommendations based on currently
available tests but they agree that
new tests may be available shortly
and this might be considered in a
future update of this guideline

Thank you for your comment

Thank you for your comment
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importance of these issues.
Additional work has been called for on
most areas of uncertainty. Sometimes
research involving RCTs on elements of
the problems are requested or additional
systematic reviews. Whilst these may be
needed basic microbiological,
pharmaceutical and clinical studies are
also needed but these are called for in few
areas.

PR

NETSSC-HTA
(Ref 2)

9.19

Full

General

general

PR

NETSSC-HTA
(Ref 2)

9.20

Full

general

general

Where the choice of method – test or
therapy – is clearly not an issue then
decisions based on costs are rational and
valid. Cost-minimisation studies, however
well done, (and they are well constructed
in this Guideline), cannot however replace
scientific enquiry where it is unclear which
alternative might produce best results if
further work was undertaken.

PR

NETSSC-HTA
(Ref 2)

9.21

Full

general

general

Failure to contemplate possible changes
to practice and management as new
faster testing procedures are used means
that the validity of the Guideline may be
questioned shortly.

PR

NETSSC-HTA

9.22

Full

Appendix l

210

The Markov Chain model Appendix 1 is

Developer’s Response
Please respond to each comment

The guideline developers considered
making a research recommendation
about the most effective dosages to
use for antibiotic treatment, but as
the dosages have been removed
from the recommendations in the
revised draft (except where there
was clear evidence for a particular
dosage in studies reviewed for the
guideline) this additional research
recommendation was not viewed to
be appropriate
Thank you for this comment. We
generally accept the point that is
being made here - that without
evidence of effectiveness the cost
effectiveness of alternatives cannot
be known. Nevertheless, we feel that
“what-if” analyses can be useful in
addressing scenarios in which the
alternatives would be cost effective.
This can be useful in underpinning
research recommendations and may
on occasion support decision making
based on expert opinion pending
further research
The guideline developers are making
recommendations based on currently
available tests but they agree that
new tests may be available shortly
and this might be considered in a
future update of this guideline
Thank you for this comment. With the
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PR

NETSSC-HTA
(Ref 2)

9.23

Full

Appendix
J, K & L

220
-247

PR

NETSSC-HTA
(Ref 2)

9.24

Full

general

general

PR

NETSSC-HTA
(Ref 2)

9.25

Full

general

general

PR

NETSSC-HTA

9.26

Full

general

general

Comments
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well constructed and very useful. More of
these models looking at some of the other
issues may have been a useful way of
showing the implications of alternatives.
The costing approach used in the cost
minimisation studies is competent –
ingredient based costing – is carefully
explained with values for the variables
provided.
As in the development of many Guidelines
the economic analysis arises from
committee suggestions. These are often
simplistic evaluative issues. It might be
more productive to allow economists, who
usually become well versed in the area
concerned, scope to explore other areas
using tools other than those of evaluation.
They might consider, for example, the
production function of treatment strategies
and more complex issues of management
and governance. Economists may be able
to contribute more effectively as analysts
rather than as technicians.
As far as possible the findings are based
on the evidence available. The evidence,
however, in some cases is contradictory
or non-existent.

When a lower grade of evidence is used

Developer’s Response
Please respond to each comment
available resources it is not possible
to model all decisions within the
guideline and the work done reflects
a prioritisation agreed with the GDG
Thank you for this comment

Thank you for your comment.
Guideline economists are
constrained to work according to the
methods laid down in the NICE
guidelines manual:
http://www.nice.org.uk/media/5F2/44/
The_guidelines_manual_2009__All_chapters.pdf

The guideline developers agree with
the comment. In this guideline, the
developers have summarised
contradictions and evidence gaps in
the evidence statements. The
guideline developers have taken into
consideration the inconsistency and
incompleteness of evidence as part
of the process of making
recommendations
Thank you for your comment

PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency,
and to promote understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has
received, and are not endorsed by the Institute, its officers or advisory committees.

153 of 155

Type

Stakeholder

Order
No

Document

Section
No

PageNo

(Ref 2)

PR

NETSSC-HTA
(Ref 2)
NETSSC-HTA
(Ref 2)

9.27

Full

general

general

9.28

Full

general

general

PR

NETSSC-HTA
(Ref 2)

9.29

Full

general

general

PR

NETSSC-HTA
(Ref 2)

9.30

Full

general

general

PR
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Full

general

general

PR
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its use is justified and explained in the text
and some guidance is given about its
value.
No overstatement is made of findings
presented.
Are any important limitations of the
evidence clearly described and
discussed? Yes, when there is a problem
it is described and the limitations of the
assumption made are discussed.
As mentioned before more stress should
be placed on obtaining good scientific
studies rather than placing the onus of
decision making on cost minimisation
studies, however well constructed, in
areas where there is some underlying
microbiological, pharmaceutical or clinical
issues that need to be addressed.

The findings are reported honestly and
clearly. The presentation of the Guideline
is concise and interesting. It gives enough
detail for the arguments to be understood
and evaluated.
The research recommendations subject to
the provisos made above about the
paucity of data in crucial areas and the
need for scientific multidisciplinary work
are clear and justified.

Developer’s Response
Please respond to each comment

Thank you for your comment
Thank you for your comment

Thank you for this comment. We
generally accept the point that is
being made here - that without
evidence of effectiveness the cost
effectiveness of alternatives cannot
be known. Nevertheless, we feel that
“what-if” analyses can be useful in
addressing scenarios in which the
alternatives would be cost effective.
This can be useful in underpinning
research recommendations and may
on occasion support decision making
based on expert opinion pending
further research
Thank you for your comment

Thank you for your comment
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A good piece of work but one that leaves
many areas were guidance is needed
bereft.

Developer’s Response
Please respond to each comment
Thank you for your comment. The
guideline developers recognise the
desirability of comprehensive
guidance covering all aspects of
clinical management and care that
might impact on children and young
people with bacterial meningitis or
meningococcal septicaemia. They
are, however, bound by the scope of
the guideline
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