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CG192. Antenatal and postnatal
mental health: clinical manage-
ment and service guidance. 
In this update to the 2007 guideline (CG45),
NICE has revised everything except its rec-
ommendations on service organisation. It
covers the recognition, assessment, care
and treatment of mental health in women
planning a pregnancy, during pregnancy
and up to one year after childbirth. This
includes ‘subthreshold symptoms’ as well
as mild, moderate and severe disorders.

Though most of the management dur-
ing preconception, pregnancy and the
postnatal period is usually provided
through secondary care or specialist serv-
ices, the guideline contains much that is
relevant to primary care. 

NICE reminds prescribers that no psy-
chotropic medication is specifically
licensed for use during pregnancy or while
breastfeeding; prescribing should there-
fore follow guidance from the GMC and the
woman’s informed consent should be doc-
umented. Discussions should cover how a
mental health problem and its treatment
or non-treatment might affect pregnancy
(and vice versa) and the possible impact
on the child and parenting. 

Information about treatment should
take into account the latest safety informa-
tion and the pros and cons of starting and
stopping treatment. NICE provides what
amounts to a checklist of the issues to be
addressed and how to address them. 

Detailed advice covers the patient’s
first contact with health services, sharing
information about mental health between
services, appropriate referral and assess-
ment and care planning. NICE makes spe-
cific recommendations on prescribing,
monitoring and managing the adverse
effects of antidepressants, benzodi-
azepines, antipsychotics, antiepileptic
drugs and lithium. Valproate should not be
prescribed. Promethazine is recommended
for women who have a severe or chronic
sleep problem though the BNF categorises
it as less suitable for prescribing. 

Breastfeeding should be encouraged
(unless the mother is treated with carba-
mazepine, clozapine or valproate) and

the infant should be monitored for
adverse effects.

NG1. Gastro-oesophageal reflux
disease: recognition, diagnosis
and management in children and
young people. 
Normal gastro-oesophageal reflux (GOR)
and gastro-oesophageal reflux disease
(GORD) are hard to tell apart and the detail
of distinguishing between the two, together
with identifying red flag symptoms (both
gastrointestinal and systemic), takes up the
first section of this clinical guideline – the
first with a new numbering system.

For infants, the initial treatment of
GOR or GORD is the same and focuses on
assessing feeding and adjusting the diet,
then introducing a thicker food or alginate
if necessary. Acid suppressing drugs
should not be offered to infants or chil-
dren when regurgitation occurs as an iso-
lated symptom. 

A four-week trial of an H2 antagonist
or a proton pump inhibitor (PPI) is recom-
mended for persistent heartburn, ret-
rosternal or epigastric pain, and for infants
and children who are unable to describe
their symptoms but have unexplained
feeding difficulties, distressed behaviour
or faltering growth. The choice between
the two classes of drugs depends on the
availability of formulations appropriate for
the child’s age, personal or carer prefer-
ence and cost. If symptoms do not resolve
or recur when treatment is stopped, the
child should be referred to a specialist. 

A PPI or H2 antagonist should be
offered to infants, children and young
people with endoscopy proven reflux
oesophagitis; repeat endoscopy may be
needed to guide subsequent treatment.
NICE states that the gastrokinetic agents
metoclopramide, domperidone and eryth-
romycin should not be offered as treat-
ments without seeking specialist advice
and considering their adverse effects.

The final two sections on management
set out the criteria for enteral feeding and
surgery when feeding strategies and med-
ical management have been unsuccessful.
In its recommendations for research,

NICE acknowledges that there is little reli-
able evidence to support its advice on
management in children and young peo-
ple with a neurodisability. Studies using
objective measures of reflux are needed
to provide information about the features
of GORD in this group. 

TA327. Dabigatran etexilate for
the treatment and secondary pre-
vention of deep vein thrombosis
and/or pulmonary embolism. 
NICE recommends dabigatran etexilate
(Pradaxa) as an option for treating and pre-
venting recurrent deep vein thrombosis
(DVT) and pulmonary embolism in adults.
In 2013, it recommended rivaroxaban
(Xarelto) for similar indications but exclud-
ing the treatment of DVT (TA287); guid-
ance on apixaban (Eliquis) for these
indications is expected in June. Both
rivaroxaban (TA170) and apixaban (TA245)
are recommended as options to prevent
DVT after knee or hip replacement.

However, these different recommenda-
tions for the new anticoagulants appear to
be founded in bureaucracy rather than evi-
dence. NICE found no difference between
dabigatran and rivaroxaban as acute treat-
ments, as combined treatment and preven-
tion of venous thromboembolism or in their
costs; and no difference between dabiga-
tran and warfarin in efficacy or rates of
major bleeding episodes. However, there
was insufficient evidence to determine the
effectiveness and safety of dabigatran in
patients with active cancer.

The advantage of dabigatran over war-
farin is that coagulation does not need to
be monitored during treatment. The cost of
monitoring INR strongly influences esti-
mates of dabigatran’s cost effectiveness
but it is difficult to quantify because the
structure and cost of NHS warfarin clinics
vary so much. Long-term treatment with
warfarin also reduces quality of life but
again it is difficult to quantify the difference.
Consequently, NICE could not determine
the cost per QALY gained with dabigatran
compared with warfarin but concluded it
was under or near the value for money
threshold of £20,000.
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