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Meningitis



Meningitis

• General: Inflammatory disease of leptomeninges. Infectious spread via 
hematogenous, or contiguous spread (sinusitis, otitis media, trauma, 
surgery), or retrograde transport up nerve. 

• Etiology: Adults: S. pneumonia, N. meningitides, H. influenza …. Listeria in 
elderly. 

• Clinical: 

1. Fever, nuchal rigidity, headache.

2. Lethargy, but intact sensorium (vs encephalitis).

3. Others: Seziures, focal deficits, maculopapular rash.

4. Kernigs sign: inability to extend knees with patient supine and hip flexed.

5. Brudziniski sign: Leg flexion when passive flexion of neck. 



Meningitis

• Diagnosis: Lumbar puncture (CSF findings are diagnostic). Blood 
cultures should also be obtained. 

• Lumber puncture ??? 

• When CT is needed before CT?

1. Previously performed to rule out  ICP in fear of herniation. 

2. So if there is a history of mass lesion or stroke, new onset of 
seizure, papilledema, focal neurological deficit, abnormal 
consciousness, or immunocompromised (HIV). 



General Principles:
- Empiric antibiotics: start immediately after LP is performed, Adjust once culture/ 

sensitivity are resulted. 
- Steroids: Indicated in (HiB, controversial w/ S. pneumonia), thus will decrease 

complications. 
- Contact PPX: For meningiococcus (Rifampin or ceftriaxone).  
- Adults: Vancomycin + ceftriaxone, Add Ampicillin if > 50 y/o, Dexamethasone if 

(pneumococcus). 
- Aseptic: Observe, consider Acyclovir if HSV suspected. 



Complications

• Hearing loss.

• Seizers.

• Intellectual disability.

• Hydrocephalus. 

• Brain abscess. 



Q: 24 YO female, presented with headache, fever, & deterioration

in level of consciousness, brain  CT was free, the L.P s (values

shows high WBS, LOW glucose).

Q1: what is the Dx?

Acute meningitis.

Q2: give 2 lines of treatment.

IV antibiotics , Anti-pyretics .

Q3: give one major complication.

brain abscess,  seizure, encephalitis .
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Herpes Zoster
• Reactivation of VZV (must have had virus previously), usually seen at ages 

>50 y/o. 

• Severe pain (neuritis) and vesicular rash in dermatomal distribution. 

• Complications: 

1. Post herpetic neuralgia. 

2. VZV ophthalmicus or oticus, which can lead to blindness or hearing loss. 

• Treatment: Acyclovir or Valcyclovir (if within 72 hours of symptoms or new 
lesions still appearing). 

• Only contagious for those without VZV in past or immunocompromised. 

• Recurrent disease is more common in immunocompromised.  







HIV (AIDS)





Highly active antiretroviral therapy (2 of the three)
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