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	TA190
	Pemetrexed for the maintenance treatment of

non-small-cell lung cancer
	People who have received pemetrexed in combination with cisplatin as first-line chemotherapy cannot receive pemetrexed maintenance treatment.

· Pemetrexed is recommended as an option for the maintenance treatment of people with locally advanced or metastatic non-small-cell lung cancer other than predominantly squamous cell histology if disease has not progressed immediately following platinum-based chemotherapy in combination with gemcitabine, paclitaxel or docetaxel.
	NICE state that this guidance is for acute care only.
NICE state that this guidance does not impact on PbR.

NICE state that the cost of implementing this guidance is £13,000 for the first year and £27,000 recurrent cost after 5 years, based on 100,000 population.
	Nov 2012
	

	CG101
	Chronic obstructive pulmonary disease
	This is an update of NICE clinical guideline 12
Diagnose COPD

· A diagnosis of COPD should be considered in patients over the age of 35 who have a risk factor (generally smoking) and who present with exertional breathlessness, chronic cough, regular sputum production, frequent winter ‘bronchitis’ or wheeze.

· The presence of airflow obstruction should be confirmed by performing post-bronchodilator spirometry. All health professionals involved in the care of people with COPD should have access to spirometry and be competent in the interpretation of the results.

Stop smoking

· Encouraging patients with COPD to stop smoking is one of the most important components of their management. All COPD patients still smoking, regardless of age, should be encouraged to stop, and offered help to do so, at every opportunity.

Promote effective inhaled therapy

· In people with stable COPD who remain breathless or have  exacerbations despite use of short-acting bronchodilators as required, offer the following as maintenance therapy:

· if forced expiratory volume in 1 second (FEV1) ≥ 50% predicted: either long-acting beta2 agonist (LABA) or long-acting muscarinic antagonist (LAMA) 

· if FEV1 < 50% predicted: either LABA with an inhaled corticosteroid (ICS) in a combination inhaler, or LAMA.

· Offer LAMA in addition to LABA + ICS to people with COPD who remain breathless or have exacerbations despite taking LABA + ICS, irrespective of their FEV1.

Provide pulmonary rehabilitation for all who need it

· Pulmonary rehabilitation should be made available to all appropriate people with COPD including those who have had a recent hospitalisation for an acute exacerbation.

Use non-invasive ventilation

· Non-invasive ventilation (NIV) should be used as the treatment of choice for persistent hypercapnic ventilatory failure during exacerbations not responding to medical therapy. It should be delivered by staff trained in its application, experienced in its use and aware of its limitations.

· When patients are started on NIV, there should be a clear plan covering what to do in the event of deterioration and ceilings of therapy should be agreed.

Manage exacerbations

· The frequency of exacerbations should be reduced by appropriate use of inhaled corticosteroids and bronchodilators, and vaccinations.

· The impact of exacerbations should be minimised by:

· giving self-management advice on responding promptly to the symptoms of an exacerbation

· starting appropriate treatment with oral steroids and/or antibiotics

· use of non-invasive ventilation when indicated

· use of hospital-at-home or assisted-discharge schemes.

Ensure multidisciplinary working

· COPD care should be delivered by a multidisciplinary team.
	CG 12 impacted on primary and acute care, so this guideline does likewise.
NICE state this guidance impacts on PbR.

No costing information is available on the NICE website at the time this summary is produced.
	t.b.c.
	

	CG102
	Bacterial meningitis and meningococcal septicaemia 


	NOTE: Table 1 (referred to below) appears at the end of this summary document.

Symptoms and signs of bacterial meningitis and meningococcal septicaemia

· Consider bacterial meningitis and meningococcal septicaemia in children and young people who present with the symptoms and signs in table 1. 

· Be aware that: 

· some children and young people will present with mostly non-specific symptoms or signs and the conditions may be difficult to distinguish from other less important (viral) infections presenting in this way 

· children and young people with the more specific symptoms and signs are more likely to have bacterial meningitis or meningococcal septicaemia and the symptoms and signs may become more severe and more specific over time. 

· Recognise shock (see table 1) and manage urgently in secondary care. 

· Healthcare professionals should be trained in the recognition and management of meningococcal disease. 

Management in the pre-hospital setting

· Primary care healthcare professionals should transfer children and young people with suspected bacterial meningitis or suspected meningococcal septicaemia to secondary care as an emergency by telephoning 999. 

Diagnosis in secondary care

Investigation and management in children and young people with petechial rash 

· Give intravenous ceftriaxone immediately to children and young people with a petechial rash if any of the following occur at any point during the assessment (these children are at high risk of having meningococcal disease):

· petechiae start to spread

· the rash becomes purpuric

· there are signs of bacterial meningitis (see table 1)

· there are signs of meningococcal septicaemia (see table 1)

· the child or young person appears ill to a healthcare professional. 

Polymerase chain reaction

· Perform whole blood real-time polymerase chain reaction testing (EDTA sample) for N meningitidis to confirm a diagnosis of meningococcal disease. 

Lumbar puncture

· In children and young people with suspected meningitis or suspected meningococcal disease, perform a lumbar puncture unless any of the following contraindications are present:

· signs suggesting raised intracranial pressure

· reduced or fluctuating level of consciousness (Glasgow Coma Scale score less than 9 or a drop of 3 or more) 

· relative bradycardia and hypertension

· focal neurological signs

· abnormal posture or posturing

· unequal, dilated or poorly responsive pupils

· papilloedema

· abnormal ‘doll’s eye’ movements 

· shock (see table 1)

· extensive or spreading purpura

· after convulsions until stabilised

· coagulation abnormalities

· coagulation results (if obtained) outside the normal range

· platelet count below 100 x 109/litre

· receiving anticoagulant therapy

· local superficial infection at the lumbar puncture site

· respiratory insufficiency (lumbar puncture is considered to have a high risk of precipitating respiratory failure in the presence of respiratory insufficiency). 

Management in secondary care

Fluids for bacterial meningitis

· Do not restrict fluids unless there is evidence of:

· raised intracranial pressure, or 

· increased antidiuretic hormone secretion. 

Intravenous fluid resuscitation in meningococcal septicaemia

· In children and young people with suspected or confirmed meningococcal septicaemia:

· if there are signs of shock give an immediate fluid bolus of 20 ml/kg sodium chloride 0.9% over 5–10 minutes. Give the fluid intravenously or via an intraosseous route and reassess the child or young person immediately afterwards 

· if the signs of shock persist, immediately give a second bolus of 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% solution over 5–10 minutes

· if the signs of shock still persist after the first 40 ml/kg:

· immediately give a third bolus of 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% solution over 5–10 minutes 

· call for anaesthetic assistance for urgent tracheal intubation and mechanical ventilation

· start treatment with vasoactive drugs

· be aware that some children and young people may require large volumes of fluid over a short period of time to restore their circulating volume

· consider giving further fluid boluses at 20 ml/kg of intravenous or intraosseous sodium chloride 0.9% or human albumin 4.5% solution over 5–10 minutes based on clinical signs and appropriate laboratory investigations including urea and electrolytes

· discuss further management with a paediatric intensivist.

Long-term management

Long-term effects of bacterial meningitis and meningococcal septicaemia

· Offer children and young people with a severe or profound deafness an urgent assessment for cochlear implants as soon as they are fit to undergo testing (further guidance on the use of cochlear implants for severe to profound deafness can be found in 'Cochlear implants for children and adults with severe to profound deafness' [NICE technology appraisal 166]). 
· Children and young people 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: 

· hearing loss (with the child or young person having undergone an urgent assessment for cochlear implants as soon as they are fit)

· orthopaedic complications (damage to bones and joints)

· skin complications (including scarring from necrosis)

· psychosocial problems

· neurological and developmental problems

· renal failure. 
	NICE state that this guidance is for primary and acute care.
NICE state that this guidance does not impact on PbR.

NICE state that this guideline is unlikely to result in a significant change in resource use in the NHS.
	t.b.c.
	

	PH25
	Prevention of cardiovascular disease
	This guidance contains 24 recommendations. It is not possible to summarise them effectively within this document. Please refer to http://guidance.nice.org.uk/PH25/QuickRefGuide/pdf/ for the full quick reference guide.
The guidance complements, but does not replace, NICE guidance on: smoking cessation and prevention and tobacco control, physical activity, obesity, hypertension and maternal and child nutrition. It will also complement NICE guidance on alcohol misuse.

The recommendations cover the following:

Policy

· Salt

· Saturated Fats

· Trans Fats

· Marketing and promotions aimed at children and young people
· Commercial interests

· Product labelling

· Health impact assessment

· Common agricultural policy

· Physically active travel

· Public sector catering

· Guidelines

· Take-aways and other food outlets

· Monitoring

Recommendations for practice

· Good practice Principles

· Preparation

· Programme Development

· Resources

· Leadership

· Evaluation

· Children and young people

· Public sector food provision

· Physical activity

· Health impact assessments of regional and local plans and policies

· Take-aways and other food outlets

· Nutrition training
	The guidance is for government, the NHS, local authorities, industry, and all those whose actions influence the population’s cardiovascular health. This includes commissioners, managers and practitioners working in local authorities and the wider public, private, voluntary and community sectors.
NICE state that this guidance does not impact on PbR.

The costs of implementation will vary according to each PCT and depend on the extent to which current initiatives and programmes are in place. A flexible costing structure for regional programmes using the Heart of Mersey cost per capita has been produced to help PCTs estimate the cost impact of changes to regional policies. For PCTs with high levels of deprivation, costs could be significant; however these areas are also likely to experience the most benefits and highest potential savings.
	t.b.c.
	

	PH26
	Quitting smoking in pregnancy and following childbirth
	Recommendation 1 Identifying pregnant women who smoke and referring them to NHS Stop Smoking Services – action for midwives

Who should take action?

· Midwives (at first maternity booking and subsequent appointments).

What action should they take?

· Assess the woman’s exposure to tobacco smoke through discussion and use of a CO test. Explain that the CO test will allow her to see a physical measure of her smoking and her exposure to other people’s smoking. Ask her if she or anyone else in her household smokes. To help interpret the CO reading, establish whether she is a light or infrequent smoker. Other factors to consider include the time since she last smoked and the number of cigarettes smoked (and when) on the test day. (Note: CO levels fall overnight so morning readings may give low results.)

· Provide information (for example, a leaflet) about the risks to the unborn child of smoking when pregnant and the hazards of exposure to secondhand smoke for both mother and baby. Information should be available in a variety of formats.

· Explain about the health benefits of stopping for the woman and her baby. Advise her to stop – not just cut down.

· Explain that it is normal practice to refer all women who smoke for help to quit and that a specialist midwife or adviser will phone and offer her support. (Note: a specialist adviser needs to offer this support to minimise the risk of her opting out.)

· Refer all women who smoke, or have stopped smoking within the last 2 weeks, to NHS Stop Smoking Services. Also refer those with a CO reading of 7 ppm or above. (Note: light or infrequent smokers should also be referred, even if they register a lower reading – for example, 3 ppm.) If they have a high CO reading (more than 10 ppm) but say they do not smoke, advise them about possible CO poisoning and ask them to call the free Health and Safety Executive gas safety advice line on: 0800 300 363.

· Use local arrangements to make the appointment and, in case they want to talk to someone over the phone in the meantime, give the NHS Pregnancy Smoking Helpline number: 0800 1699 169. Also provide the local helpline number where one is available.

· If her partner or others in the household smoke, suggest they contact NHS Stop Smoking Services. If no one smokes, give positive feedback.

· At the next appointment, check if the woman took up her referral. If not, ask if she is interested in stopping smoking and offer another referral to the service.

· If she accepts the referral, use local arrangements to make the appointment and give the NHS Pregnancy Smoking Helpline number: 0800 1699 169. Also provide the local helpline number where one is available.

· If she declines the referral, accept the answer in an impartial manner, leave the offer of help open. Also highlight the flexible support that many NHS Stop Smoking Services offer pregnant women (for example, some offer home visits).

· If the referral was taken up, provide feedback. Review at subsequent appointments, as appropriate.

· Where appropriate, for each of the stages above record smoking status, CO level, whether a referral is accepted or declined and any feedback given. This should be recorded in the woman’s hand-held record. If a hand-held record is not available locally, use local protocols to record this information.
Recommendation 2 Identifying pregnant women who smoke and referring them to NHS Stop Smoking Services – action for others in the public, community and voluntary sectors

Who should take action?

· Those responsible for providing health and support services for the target group of women. This does not include midwives (see recommendation 1). It does include:
· GPs, practice nurses, health visitors and family nurses

· obstetricians, paediatricians, sonographers and other members of the maternity team (apart from midwives)

· those working in youth and teenage pregnancy services, children’s centres and social services

· those working in fertility clinics, dental practices, community pharmacies and voluntary and community organisations.

What action should they take?

· Use any appointment or meeting as an opportunity to ask women if they smoke. If they do, explain how NHS Stop Smoking Services can help people to quit and advise them to stop.

· Offer those who want to stop a referral to NHS Stop Smoking Services.

· Use local arrangements to make a referral. Record this in the hand-held record. If a hand-held record is not available locally, use local protocols to record this information.

· Give the NHS Pregnancy Smoking Helpline number in case they want to talk to someone over the phone in the meantime: 0800 1699 169. Also provide the local helpline number where one is available.

· Those with specialist training should provide pregnant women who smoke with information (for example, a leaflet) about the risks to the unborn child of smoking when pregnant. They should also provide information on the hazards of exposure to secondhand smoke for both mother and baby and on the benefits of stopping smoking. Information should be available in a variety of formats.

Recommendation 3 NHS Stop Smoking Services – contacting referrals

Who should take action?

· NHS Stop Smoking Services specialist advisers.

What action should they take?

· Telephone all women who have been referred for help. Discuss smoking and pregnancy and the issues they face, using an impartial, client-centred approach. Invite them to use the service. If necessary (and resources permitting), ring them twice and follow-up with a letter. Advise the maternity booking midwife of the outcome.

· Attempt to see those who cannot be contacted by telephone. This could happen during a routine antenatal care visit (for example, when they attend for a scan).

· Address any factors which prevent the women from using smoking cessation services. This could include a lack of confidence in their ability to quit, lack of knowledge about the services on offer, difficulty accessing them or lack of suitable childcare. It could also include a fear of failure and concerns about being stigmatised.

· If women are reluctant to attend the clinic, consider providing structured self-help materials or support via the telephone helpline. Also consider offering to visit them at home, or at another venue, if it is difficult for them to attend specialist services.

· Send information on smoking and pregnancy to those who opt out during the initial telephone call. This should include details on how to get help to quit at a later date. Such information should be easily accessible and available in a variety of formats.

Recommendation 4 NHS Stop Smoking Services – initial and ongoing support

Who should take action?

· NHS Stop Smoking Services specialist advisers.

What action should they take?

· During the first face-to-face meeting, discuss how many cigarettes the woman smokes and how frequently. Ask if anyone else in the household smokes (this includes her partner if she has one).

· Provide information about the risks of smoking to an unborn child and the benefits of stopping for both mother and baby. 

· Address any concerns she and her partner or family may have about stopping smoking and offer personalised information, advice and support on how to stop.
· If partners or other family members are present at the first face-to-face meeting, encourage those who smoke to quit. If they smoke but are not at the meeting, ask the pregnant woman to suggest they contact NHS Stop Smoking Services and provide her with contact details (for example, telephone and address card). This is an edited extract from a recommendation that appears in ‘Smoking cessation services’ NICE public health guidance 10. It does not constitute a change to the original recommendation.

· Provide the woman with intensive and ongoing support (brief interventions alone are unlikely to be sufficient) throughout pregnancy and beyond. This includes regularly monitoring her smoking status using CO tests. The latter may encourage her to try to quit – and can also be a useful way of providing positive feedback once a quit attempt has been made.

· Biochemically validate that the woman has quit on the date she set and 4 weeks after. Where possible, use urine or saliva cotinine tests, as these are more accurate than CO tests and can detect exposure over the past few days rather than hours. When carrying out these tests, check whether the woman is using nicotine replacement therapy (NRT) as this may raise her cotinine levels. Note: no measure can be 100% accurate. Some people may smoke so infrequently – or inhale so little – that their intakes cannot reliably be distinguished from that due to passive smoking.

· If the woman says that she has stopped smoking, but the CO test reading is higher than 10 ppm, advise her about possible CO poisoning and ask her to call the free Health and Safety Executive gas safety advice line on: 0800 300 363. However, it is more likely that she is still smoking and any further questions must be phrased sensitively to encourage a frank discussion.

· If she stopped smoking in the 2 weeks prior to her maternity booking appointment, continue to provide support, in line with the recommendations above and NHS Stop Smoking Services practice protocols.

· Record the method used to quit smoking, including whether or not she received help and support. Follow up 12 months after the date she set to quit.

· Establish links with contraceptive services, fertility clinics and ante- and postnatal services so that everyone working in those organisations knows about local NHS Stop Smoking Services. Ensure they understand what these services offer and how to refer people to them.

Recommendation 5 Use of NRT and other pharmacological support

Who should take action?

· NHS Stop Smoking Services.

What action should they take?

· Discuss the risks and benefits of NRT with pregnant women who smoke, particularly those who do not wish to accept other help from NHS Stop Smoking Services. Use only if smoking cessation without NRT fails. If they express a clear wish to receive NRT, use professional judgement when deciding whether to offer a prescription.
· Only prescribe NRT for use once they have stopped smoking (they may set a particular date for this)5. Only prescribe 2 weeks of NRT for use from the day they agreed to stop. Only give subsequent prescriptions to women who have demonstrated, on re-assessment, that they are still not smoking

· Advise pregnant women who are using nicotine patches to remove them before going to bed.
· Neither varenicline or bupropion should be offered to pregnant or breastfeeding women.
Recommendation 6: NHS Stop Smoking Services – meeting the needs of

disadvantaged pregnant women who smoke

Who should take action?

· NHS Stop Smoking Services

What action should they take?

· Ensure services are delivered in an impartial, client-centred manner. They should be sensitive to the difficult circumstances many women who smoke find themselves in. They should also take into account other sociodemographic factors such as age and ethnicity and ensure provision is culturally relevant. This includes making it clear how women who are non-English speakers can access and use interpreting services.
· Involve these women in the planning and development of services.
· Ensure services are flexible and coordinated. They should take place in locations – and at times – that make them easily accessible and should be tailored to meet individual needs.
· Collaborate with the family nurse partnership pilot and other outreach schemes to identify additional opportunities for providing intensive and ongoing support. (Note: family nurses make frequent home visits.)

· Work in partnership with agencies that support women who have complex social and emotional needs. This includes substance misuse services, youth and teenage pregnancy support and mental health services.

Recommendation 7 Partners and others in the household who smoke

Who should take action?

· NHS Stop Smoking Services.

What action should they take?

· Provide clear advice about the danger that other people’s tobacco smoke poses to the pregnant woman and to the baby – before and after birth.

· Recommend not smoking around the pregnant woman, mother or baby. This includes not smoking in the house or car. • Offer partners who smoke help to stop using a multi-component intervention that comprises three or more elements and multiple contacts. Discuss with them which options to use – and in which order, taking into account. 

· their preferences
· contra-indications and the potential for adverse effects from pharmacotherapies such as NRT

· the likelihood that they will follow the course of treatment

· their previous experience of smoking cessation aids.

· Do not favour one medication over another. Together, choose the one that seems most likely to succeed taking into account the above.
Recommendation 8 Training to deliver interventions

Who should take action?

· Commissioners of NHS Stop Smoking Services.

· Maternity services.

· Professional bodies and organisations.

· NHS Centre for Smoking Cessation and Training.

· Other providers of smoking cessation training which meets the national standard.

What action should they take?

· Ensure all midwives who deliver intensive stop-smoking interventions (one-to-one or group support – levels 2 and 3) are trained to the same standard as NHS stop-smoking advisers. The minimum standard for these interventions is set by the NHS Centre for Smoking Cessation and Training. They should also be provided with additional, specialised training and offered ongoing support and training updates.

· Ensure all midwives who are not specialist stop-smoking advisers are trained to assess and record people’s smoking status and their readiness to quit. They should also know about the health risks of smoking and the benefits of quitting – and understand why it can be difficult to stop. In addition, they should know about the treatments that can help people to quit and how to refer them to local services for treatment. (Acquisition of this knowledge and skill set is part of level 1 training in brief stop-smoking interventions10. Please note, midwives are not advised to carry out brief interventions with pregnant women. However, they are advised to use these skills to initiate a referral to NHS Stop Smoking Services.) Ensure midwives and NHS stop-smoking specialist advisers who work with pregnant women:

· know how to ask them questions in such a way that encourages them to be open about their smoking 

· always recommend quitting rather than cutting down

· have received accredited training in the use of CO monitors.

· Ensure brief stop-smoking interventions (level 1) and intensive one-to-one and group support to stop smoking (levels 2 and 3) are incorporated into pre- and post-registration midwifery training and midwives’ continuing professional development, as appropriate. 

· Ensure all healthcare and other professionals who work with the target group are trained in the same skills – and to the same standard – as those required of midwives who are not specialist smoking cessation advisers. This includes: GPs, practice nurses, health visitors, obstetricians, paediatricians, sonographers, midwives (including young people’s lead midwives), family nurses and those working in fertility clinics, dental facilities and community pharmacies. It also includes those working in youth and teenage pregnancy services, children’s centres, social services and voluntary and community organisations.

· Ensure all the healthcare and other professionals listed in the previous bullet:

· know what support local NHS Stop Smoking Services offer and how to refer the women being targeted

· understand the impact that smoking can have on a woman and her unborn child

· understand the dangers of exposing a pregnant woman and her unborn child – and other children – to secondhand smoke.

· Ensure all training in relation to smoking and pregnancy addresses the:

· barriers that some professionals may feel they face when trying to tackle smoking with a pregnant woman (for example, they may feel that broaching the subject might damage their relationship)

· important role that partners and ‘significant others’ can play in helping a woman who smokes and is pregnant (or who has recently given birth) to quit. This includes the need to get them to consider quitting if they themselves smoke.
	NICE state that this guidance is for primary and acute care. 
NICE state that this guidance does not impact on PbR.

NICE state that costs may be incurred by local authorities and schools, depending on what activity they already do in this area.
NICE state that based on the calculations a saving of £17,000 could be achieved if 9% of all the pregnant women who smoke quit smoking during pregnancy per 1000 pregnant women.

	t.b.c.
	

	IPG348
	Extracranial to intracranial bypass for intracranial atherosclerosis
	This document replaces previous guidance on high-flow interposition extracranial to intracranial bypass (interventional procedure guidance 73).

· Current evidence on the efficacy and safety of extracranial to intracranial (EC–IC) bypass for intracranial atherosclerosis is inconsistent and remains limited in quantity and quality. Therefore, this procedure should only be used with special arrangements for clinical governance, consent and audit or research.

· Clinicians wishing to undertake EC–IC bypass for intracranial atherosclerosis should take the following actions.

· Inform the clinical governance leads in their Trusts.

· Ensure that patients and their carers understand the uncertainty about the procedure’s safety and efficacy in relation to symptom reduction and stroke prevention, and provide them with clear written information. 

· Audit and review clinical outcomes of all patients having EC–IC bypass for intracranial atherosclerosis.
· Patient selection for EC–IC bypass for intracranial atherosclerosis should be carried out by a multidisciplinary team with experience of managing patients with cerebral hypoperfusion syndromes who are undergoing this procedure. The team should include a neuroradiologist, neurologist/stroke physician and vascular neurosurgeon. The procedure should be done only by surgeons with specific training.

· NICE encourages further research into EC–IC bypass for intracranial atherosclerosis. Research studies should clearly define patient selection criteria and report symptomatic and quality of life outcomes. NICE is aware of current clinical trials involving this procedure and may review the procedure on publication of further evidence.
	Acute care only
	-
	

	IPG349
	Percutaneous occlusion of the left atrial appendage in non-valvular atrial fibrillation for the prevention of thromboembolism
	This document replaces previous guidance on percutaneous occlusion of the left atrial appendage for atrial fibrillation (interventional procedure guidance 181).
· Current evidence suggests that Percutaneous occlusion of the left atrial appendage (LAA) is efficacious in reducing the risk of thromboembolic complications associated with non-valvular atrial fibrillation (AF). With regard to safety, there is a risk of life-threatening complications from the procedure, but the incidence of these is low. Therefore, this procedure may be used provided that normal arrangements are in place for clinical governance, consent and audit.

· Patient selection should be carried out by a multidisciplinary team including a cardiologist and other appropriate clinicians experienced in the management of patients with AF at risk of stroke. Patients should be considered for alternative treatments to reduce the risk of thromboembolism associated with AF, and should be informed about these alternatives.

· Percutaneous occlusion of the LAA is a technically challenging procedure which should only be carried out by clinicians with specific training and appropriate experience in the procedure.

· This procedure should be carried out only in units with on-site cardiac surgery.

· Any device-related adverse events resulting from the procedure should be reported to the Medicines and Healthcare products Regulatory Agency (MHRA).
	Acute care only
	-
	

	IPG350
	Photodynamic therapy for Barrett's oesophagus
	This document replaces previous guidance on photodynamic therapy for high-grade dysplasia in Barrett’s oesophagus (interventional procedure guidance 82).
· Current evidence on the efficacy of photodynamic therapy (PDT) for patients with Barrett’s oesophagus with high-grade dysplasia (HGD) is adequate, provided that patients are followed up in the long term. There are no major safety concerns, although there is a risk of oesophageal stricture, and photosensitivity reactions are common. This procedure may be used in patients with Barrett’s oesophagus with HGD provided that normal arrangements are in place for clinical governance, consent and audit.

· Current evidence on the efficacy and safety of PDT in patients with Barrett’s oesophagus with either low-grade dysplasia (LGD) or no dysplasia is inadequate in quality and quantity, and the balance of risks and benefits is not clear. Therefore, for these patients, the procedure should be used only with special arrangements for clinical governance, consent and audit or research.

· Clinicians wishing to undertake PDT in patients with Barrett’s oesophagus with either LGD or no dysplasia should take the following actions.

· Inform the clinical governance leads in their Trusts.

· Ensure that patients and their carers understand the uncertainty about the procedure’s safety and efficacy and provide them with clear written information. 

· Audit and review clinical outcomes of patients with Barrett’s oesophagus other than HGD having PDT.

· Patient selection should be carried out by a multidisciplinary team experienced in the management of the condition.

· PDT for Barrett’s oesophagus should only be carried out by endoscopists with specific training in this procedure.

	Acute care only
	-
	

	IPG351
	Stapled transanal rectal resection for

obstructed defaecation syndrome
	This document replaces previous guidance on stapled transanal rectal resection for obstructed defaecation syndrome (interventional procedure guidance 169).

· Current evidence on the safety and efficacy of stapled transanal rectal resection (STARR) for obstructed defaecation syndrome (ODS) is adequate in the context of this condition, which can significantly affect quality of life. The procedure may therefore be used with normal arrangements for clinical governance, consent and audit.

· Stapled transanal rectal resection for ODS should be carried out only in units specialising in the investigation and management of pelvic floor disorders. Patient selection and management should involve a multidisciplinary team including a urogynaecologist or urologist and a colorectal surgeon experienced in this procedure.
	Acute care only
	-
	


CG102 Bacterial meningitis and meningococcal septicaemia

Table 1

Symptoms and signs of bacterial meningitis and meningococcal septicaemia
	Symptom/sign
	Bacterial meningitis (meningococcal meningitis and meningitis caused by other bacteria)
	Meningococcal disease (meningococcal meningitis and/or meningococcal septicaemia)
	Meningococcal septicaemia
	Notes

	Common non-specific symptoms/signs
	√
	√
	√
	

	Fever
	√
	√
	√
	Not always present, especially in neonates

	Vomiting/nausea
	√
	√
	√
	

	Lethargy
	√
	√
	√
	

	Irritable/unsettled
	√
	√
	√
	

	Ill appearance
	√
	√
	√
	

	Refusing food/drink
	√
	√
	√
	

	Headache
	√
	√
	√
	

	Muscle ache/joint pain
	√
	√
	√
	

	Respiratory symptoms/signs or breathing difficulty
	√
	√
	√
	

	Less common non-specific symptoms/signs
	
	
	
	

	Chills/shivering
	√
	√
	√
	

	Diarrhoea, abdominal pain/distension
	√
	√
	NK
	

	Sore throat/coryza or other ear, nose and throat symptoms/signs 
	√
	√
	NK
	

	More specific symptoms/signs
	
	
	
	

	Non-blanching rash
	√
	√
	√
	Be aware that a rash may be less visible in darker skin tones – check soles of feet, palms of hands and conjunctivae

	Stiff neck
	√
	√
	NK
	

	Altered mental state
	√
	√
	√
	Includes confusion, delirium and drowsiness, and impaired consciousness

	Capillary refill time more than 2 seconds
	NK
	√
	√
	

	Unusual skin colour
	NK
	√
	√
	

	Shock
	√
	√
	√
	

	Hypotension
	NK
	√
	√
	

	Leg Pain
	NK
	√
	√
	

	Cold hands/feet
	NK
	√
	√
	

	Back rigidity
	√
	√
	NK
	

	Bulging fontanelle
	√
	√
	NK
	Only relevant in children under 2 years

	Photophobia
	√
	√
	X
	

	Kernig’s sign
	√
	√
	X
	

	Brudzinski’s sign
	√
	√
	X
	

	Unconsciousness
	√
	√
	√
	

	Toxic/moribund state
	√
	√
	√
	

	Paresis
	√
	√
	X
	

	Focal neurological deficit including cranial nerve involvement and abnormal pupils
	√
	√
	X
	

	Seizures
	√
	√
	X
	

	Signs of shock

	· Capillary refill time more than 2 seconds

· Unusual skin colour

· Tachycardia and/or hypertension
	· Respiratory symptoms or breathing difficulty
· Leg pain

· Cold hands/feet
	· Toxic/moribund state
· Altered mental state / decreased conscious level

· Poor urine output

	√ - symptom/sign present

X – symptom/sign not present

NK – not known if a symptom/sign is present (not reported in the evidence)
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