
BACTERIAL MENINGITIS AND SEPTICAEMIA GUIDELINES

Morbidity and mortality associated with bacterial meningitis
and septicaemia maybe reduced by primary, secondary and

tertiary prevention. Vaccination is a primary prevention method
available for some meningococcal disease and Hib. The vaccine
for meningococcal disease is effective only for types A arid C. Its use
is indicated when there is a threat of an epidemic arid for those
travelling to countries with high meningitis rates.

Effective vaccines are now available to prevent Hib infection. These
can be given to children aged two months to five years, and it is
expected Hib vaccination will he placed on the National Health and
Medical Research Council irnmunisation schedule from July 1993.
These vaccines have dramatically reduced the incidence of Hih
infection in America and Finland,

Secondary prevention is available for Hib and meningococcal
disease. This involves the use of chemoprophylaxis in close contacts
of the case, as soon as possible after exposurn. The definitions for
close contacts are outlined in the Infectious I)is;.nsn Manual held
by each Public Health Unit.

Tertiary prevention is aimed at the early identification
and management of cases of bacterial meningitis and septicaemia.
Reports from England indicate early treatment of suspected cases
of meningoceceal disease with henzylpenicillin reduces its
mortahityh This has led health authorities in the United Kingdom,
New Zealand and Victoria to recommend that general practitioners
carry benzylpenicillin in their emergency bags and give this
parenterally when nieningococcal disease is suspected.

The Bacterial Meningitis and Septicaemia Advisory Committee was
formed by the NSW Health Department to develop guidelines for
early diagnosis and management of bacterial meningitis and
septicaemia. The literature on tertiary prevention was reviewed and
experts in the area were consulted. Data on meningococcal deaths
for the period June-October 1991 were reviewed.

Recommendations for improving early diagnosis arid management
were developed for groups likely to see people with these diseases,
specifically parents and carers of young children, GRe and
Emergency Department staff. The guidelines are as follows:

Early identification by parents and carers
To improve all parents and carers' awareness of bacterial meningitis
and septicaemia, child care centre staff should:

• know the principles for reducing transmission of infectious
diseases; and

• have information leaflets on meningitis and Haeosoph (tar
influenzae type b disease that can he distributed to parents.

To improve parents and carers' knowledge of the early symptoms
and signs of meningitis and septicaemia after the case has attended
a child care centre, staff should:

• know they are infectious and potentially lethal diseases;

• know the early symptoms and signs that may present in
children; and

• give parents of exposed children a letter outlining their
child's exposure and the relevant information leaflet.

To improve parents' knowledge of the early symptoms and signs
of bacterial meningitis and septicaemia after their child has been
exposed. PHU staff should:

• I give parents the relevant information leaflet.

To ensure that parents appropriately seek further medical advice
after their child has been discharged from an Emergency
Department or from a doctors surgery, doctors should:

• advise parents of the slnnptoms and signs that would
indicate a deterioration requiring further treatment. These
should be written instructions. The information page on
fever (page 43) in The Personal Health Record The Blue
Booki is ideal.

Identification by general practitioners
and appropriate refen-al

To improve early identificatien of patients with meningitis or
septicaemia, GPs should have:

• I an overview of the early symptoms and signs that occur in

bacterial meningitis antI septicaemia, in particular the non-
specific nature of these in young children and the need for
a high index of suspicion in these patients; and

• simple guidelines for assessing the severity of illness
in a child.

Where diagnosis is not clear at the first consultation, the GP
should consider reviewing the patient within a few hours.

To improve early treatment, GPs should:

• have bencylpenicillin available at all times, either in the
emergency drug (doctor's bag) supplies or at their surgeries;
and

• administer benrylpenicillin immediately to all patients
with suspected meningococcal septicaemia or meningitis.

To improve transfer of suspected cases to hospital, GPs should:

• notify the admitting officer at the local hospital of
impending transfer; and

• organise the most efficient transport available for
patient transport.

Institution of early treatment and investigation by
emergency department staff
People presenting to emergency centres may be presenting
for the first time or may have been referred.

To improve early identification and treatment, staff should:

• note the severity of illness and inform attending doctors.
Advice from the referring doctor should he used in this
assessment;

• institute treatment with benzylpermicillin immediately
in cases of severe illness, even befbre lumbar puncture or
blood cultures are taken. In other cases, institute treatment
with benzylpenicillin immediately after the investigations
have been per-formed, before results become available;

• be aware that a CT scan is not routinely indicated
in a case of suspected meningitis. When there is suspected
herniation, including progressive loss of consciousness,
pupillary changes, absent oculocephalic reflexes and
abnormalities in posture and respiratory pattern, lumbar
puncture may complete coning. In these cases, blood
cultures should be taken and antibiotics commenced
immediately, before the CT scan;

• be aware that diagnosis may still be mode on gram stain
and culture of biopsied skin lesions, or by antigen detection.
Supportive evidence may be obtained by growth of
meningococci from a throat swab;

• admit any patient who has a clifldrential diagnosis
of bacterial meningitis or septicaemia, unless this has been
excluded by investigation in the Emergency Department;
and

• provide written guidelines to patients or their parents on
discharge from Emergency Departments to ensure they
know the symptoms and signs of a deterioration requiring
further medical advice.

To improve control measures, hospital Chief Executive Officer-s
should:

• notify the Medical Officer of Health (MOHI in their Ares er
Region as soon as a case of Hib or meningococcal disease is
diagnosed. The MOH can be contacted through the Public
Health Unit. All PHUs have after-hours contact
arrangements.
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