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CG61. Irritable bowel syndrome
in adults: diagnosis and manage-
ment of irritable bowel syn-
drome in primary care.
NICE has revised its recommendations for
drug treatment in this update of its 2008
guideline on the management of IBS in
adults. It has added treatment with lina-
clotide (Constella) for individuals who have
had constipation for at least 12 months but
have not been helped by optimal or maxi-
mum tolerated doses of previous laxatives
from different classes, with follow up at
three months. 

A tricyclic antidepressant is now a 
second-line option if laxatives, lop-
eramide or antispasmodics have not
helped. Treatment should begin with a
once-nightly low dose (5–10mg equiva-
lent of amitriptyline, increasing if needed
to a maximum of 30mg) and reviewed reg-
ularly. If a tricyclic is ineffective, an SSRI
may be offered instead. Adverse effects
should be taken into account when offer-
ing these drugs. People taking an antide-
pressant to treat pain or discomfort
should be followed up at four weeks then
every 6–12 months.

NICE notes that in practice tricyclic 
antidepressants are prescribed at 
higher doses but that adherence is low 
due to adverse effects. The Guideline
Development Group believe that a low-dose
antidepressant could be the treatment of
choice for IBS but there is insufficient evi-
dence to back this up. NICE also notes that
a selective noradrenaline reuptake inhibitor
could be effective for pain.

NG3. Diabetes in pregnancy:
management of diabetes and its
complications from preconcep-
tion to the postnatal period.
This update to the 2008 guideline on 
gestational diabetes (CG63) incudes new
recommendations on diagnosis and treat-
ment, technologies for monitoring blood 
glucose and blood ketones, targets for 
glycaemic control and diagnosing continu-
ing glucose intolerance after delivery.

A new section deals with the impor-
tance of planning pregnancy and contra-
ception, for which oral contraceptives 
are an option. When planning pregnancy,
contraception should continue until 
good glucose control is achieved (HbA1c

<48mmol/mol, 6.5 per cent if possible) and
pregnancy should be avoided until HbA1c is
<86mmol/mol, 10 per cent. Women should
be made aware that glucose-lowering treat-
ment will be reviewed and of local provision
of support. Isophane insulin remains the
long-acting insulin of first choice but insulin
detemir (Levemir) and insulin glargine
(Lantus) may be considered when good 
control is established before pregnancy.

Detailed advice on testing, diagnosis
and monitoring (including self-monitoring)
is included. For women found to have ges-
tational diabetes and whose fasting plasma
glucose level is <7mmol/L, the first step of
treatment is healthy eating and appropriate
exercise. If this does not achieve the agreed
target for glycaemic control, metformin (or,
alternatively, insulin) is the drug of first
choice. Insulin may be added if mono -
therapy with metformin is unsuccessful.

When fasting plasma glucose level is
>7mmol/L, or when there are complica-
tions such as macrosomia or hydramnios,
insulin (with or without metformin) with 
exercise and diet is recommended. For all
women, glibenclamide is an alternative to
insulin or when metformin is unsuitable.

Latest guidance updates

Visit Prescriber online
at Prescriber.co.uk
The Prescriber website provides an easy-to-use
search function and visitors have free access to
all articles published since 2006.

In addition there are up-to-date news items,
CPD, blogs, Ask Prescriber and diary dates.

www.prescriber.co.uk



Much of the management during and
immediately after delivery is unchanged but
new recommendations cover the possibility
of developing type 2 diabetes. Follow up
and referral should then follow NICE 
guidance on preventing type 2 diabetes
(PH38, 2012). 

TA329. Infliximab, adalimumab
and golimumab for treating
moderately to severely active
ulcerative colitis after the failure
of conventional therapy.
This technology appraisal updates and
replaces older guidance on infliximab
for subacute manifestations of ulcera-
tive colitis (UC; TA140, 2008) and adal-
imumab (Humira) for the treatment 
of severe UC (TA262, 2012), which 
was terminated. 

When conventional therapy has not
worked or is not suitable, NICE now recom-
mends infliximab, adalimumab or goli-
mumab (Simponi) for adults with moderate
to severe UC, and infliximab for children or
young people aged 6–17 with severe UC.
The recommendation for golimumab is con-
ditional on a patient access scheme that
provides the 50mg and 100mg doses for
the same price.

NICE heard from clinicians and
patients with moderate to severe UC that
conventional treatment with steroids and
azathioprine is limited by adverse effects
and the risk of relapse after discontinua-
tion. TNF-alpha inhibitors can induce long-
term remission and are now a standard
treatment throughout Europe, delaying or
avoiding the need for surgery. In the UK,
they are usually reserved for patients
whose disease is refractory to or depend-
ent on steroids.

NICE concluded that the cost per QALY
for adalimumab compared with conven-
tional therapy was £50,600. It also found
that adalimumab offered a greater QALY
gain at lower cost than infliximab or goli-
mumab. For children, the cost per QALY
gained with infliximab versus conventional
therapy exceeded £60,000. Both figures are
above the normal value for money threshold
but NICE had many reservations about the
economic modelling, noting that it had not
fully captured the negative impact of surgery
on quality of life and concluding that the
benefits of treatment were underestimated. 

TA330. Sofosbuvir for treating
chronic hepatitis C.
Two new technology appraisals recommend
sofosbuvir (TA330) and simeprevir (TA331)
for use as part of a combined regimen to
treat chronic hepatitis C (HCV).

Sofosbuvir (Sovaldi) is recommended
in combination with peginterferon 
alfa and ribavirin for all patient with HCV
genotype 1, for patients with HCV3 who
are treatment-naïve, who have cirrhosis,
or who for whom other treatment is unsat-
isfactory, and for those with HCV 4, 5 or 6
who have cirrhosis. It is also recom-
mended in combination with ribavirin for
patients with HCV2 if they are treatment-
naïve and they cannot have interferon, or
prior treatment was unsuccessful; and for
those with HCV3 if they have cirrhosis but
can’t take interferon. Sofosbuvir/ribavirin
is not recommended for infection by
HCV1, 4, 5 or 6.

Clinical experts told NICE that sofos-
buvir is a valuable new treatment, espe-
cially for “people who have previously
been treated but did not have a sustained
virological response, in people whose
condition has relapsed, or in people who
have become re infected after treat-
ment”. NICE agreed that most people
with HCV would get some benefit from it,
noting that the figures for the cost effec-
tiveness of the recommended combina-
tions were probably underestimates
because they did not take account of
reduction in the risk of HCV transmission
and loss of cognition.

TA331. Simeprevir in combina-
tion with peginterferon alfa and
ribavirin for treating genotypes
1 and 4 chronic hepatitis C. 
Simeprevir (Olysio) is recommended in com-
bination with peginterferon alfa and rib-
avirin as a possible treatment for adults
with HCV 1 or 4. It is better tolerated than
telaprevir (Incivo) and boceprevir (Victrelis)
and a course of treatment lasts 12 weeks
rather than 24. 

Combined treatment with simeprevir
offers a greater gain in QALYs at lower 
cost than telaprevir and boceprevir and the
additional cost per QALY compared with
peginterferon alfa/ribavirin alone fell well
below the £20,000–£30,000 value for
money threshold.
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