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Clinical guideline. Osteoarthritis:
care and management in adults.
CG177.
This update to the 2008 guideline includes
changes to decision-making and referral
thresholds for surgery, and new recommen-
dations about diagnosis and follow-up.
NICE had planned to revise the recommen-
dations on treatment with paracetamol,
etoricoxib (Arcoxia) and combinations of
NSAIDs with gastroprotective agents, but it
became clear during the consultation
phase that nothing short of a full review of
pharmacological management would suf-
fice. The MHRA is currently reviewing the
safety of over-the-counter analgesics and
NICE has put off its analysis until that is
complete. Until then, the 2008 recommen-
dations on prescribing are unchanged with
the exception of paracetamol. 

Evidence presented during the consul-
tation process showed that paracetamol is
less effective in relieving pain due to
osteoarthritis than had been thought,
prompting NICE provisionally to recommend
that it should not be offered as a treatment
option. Some stakeholders expressed con-
cern that removing para cetamol from the
treatment pathway would deprive patients
of a relatively safe drug and increase the
use of NSAIDs and opioids. Prescribers
should bear these points in mind when con-
sidering whether to prescribe paracetamol
in line with the 2008 guideline.

Clinical guideline. Psychosis and
schizophrenia in adults. CG178.
This guideline, an update of the 2009
document, covers the management of
schizo phrenia, schizoaffective disorder,
schizophreniform disorder and delusional
disorder in adults with onset before age
60. It should be used in conjunction with
CG36 on service user experience to
ensure that care is a partnership with
service users and their carers.
Management should be offered in an
atmosphere of hope and optimism. 

New recommendations include
greater involvement for carers, peer sup-
port programmes, the management of
metabolic effects of antipsychotics and
support to stop smoking, backed up by a
healthy lifestyle programme. 

Early intervention for people with a first
episode of psychosis should provide a full
range of pharmacological, psychological,
social, occupational and educational inter-
ventions; in such cases, GPs should not
initiate antipsychotic therapy except in con-
sultation with a psychiatrist. Treatment
involves an oral antipsychotic combined
with family intervention and cognitive
behavioural therapy. The choice of treat-
ment is made jointly with the service user,
taking adverse effects into account and
monitoring for metabolic effects.

The aim of subsequent management
is to promote recovery. Psychotic episodes

should be treated using an oral antipsy-
chotic and psychological interventions
with the additional option of arts thera-
pies. Antipsychotic treatment should be
reviewed annually and physical health
should be monitored. A poor response to
antipsychotic treatment, nonadherence
or intolerable adverse effects are among
the indications for re-referral to second-
ary care.

Oral antipsychotics are preferred but
a depot agent may be indicated if tackling
nonadherence is a priority or when the
service user requests it. The criteria for
prescribing clozapine (not responded
adequately to treatment with at least two
antipsychotics, including one second-gen-
eration agent) are unchanged from 2009.

Routine use of targeted, intermittent
maintenance strategies (medication only
during periods of incipient relapse or symp-
tom exacerbation) is not recommended but
it may be appropriate when a continuous
maintenance regimen is unacceptable or
maintenance therapy is contraindicated.

If the response to treatment is inade-
quate, the diagnosis, management and
possible contributory factors such as co-
morbid substance misuse should be
reviewed. If augmentation with a second
antipsychotic is indicated, this should be
trialled for 8–10 weeks with a drug that
does not exacerbate the adverse effects
of clozapine.
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