STEP-WISE APPROACH FOR TREATING MENINGITIS

A SIMPLIFIED PROTOCOL FOR EFFECTIVE TREATMENT

COMMUNITY ACQUIRED MENINGITIS (CAM) HEALTHCARE ASSOCIATED VENTICULITIS & MENINGITIS (HCAVM)

Refers to acute inflammation of the leptomeninges and subarachnoid space, Refers to infections of the meninges or ventricular system that occur as
acquired outside healthcare settings, predominantly caused by bacterial complications of neurosurgical procedures or central nervous system devices,
pathogens. CAM presents with a spectrum of symptoms, including fever, such as external ventricular drains (EVDs), ventriculoperitoneal (VP) shunts, or
headache, neck stiffness (classical triad),altered mental status and photophobia. intracranial pressure monitors. These infections are typically caused by

nosocomial pathogens, most commonly coagulase-negative staphylococci,

*Indications for NCCT brain prior to LP- Staphylococcus aureus (including MRSA), gram-negative bacilli (e.g., Pseudomonas,

e Immunocompromised
e History of CNS disease
e New onset seizures

MENINGITIS

Acinetobacter) and occasionally fungi. The clinical presentation may be subtle due
to sedation or concurrent neurological pathology. Diagnosis often relies on CSF

analysis (obtained via the device or LP) & neuroimaging.

Ix:-
e Blood Culture
e FBC, CRP
e NCCT brain*

e Lumbar Puncture

e Papilledema
e Altered consciousness- GCS <12/15 Differentiate
* Focal neurological deficit CAM or HCAVM

Ix:-
e Blood culture

e CSF sample from the
device (e.g. :- EVD tap)

e Full Blood Count

e CRP

Viral Meningitis Bacterial Meningitis

acyclovir IV 10mg/kg q8h ceftriaxone IV 2g q12h OR
cefotaxime IV 2g q8h

+

Head trauma - ceftriaxone IV 2g q12h OR

—’ .
Basilar skull fracture cefotaxime IV 2¢g q8h

dexamethasone IV 8-10 mg q6h for 2-4 days .

(Give with the first dose or 15 minutes before
the antibiotic/ if dexamethasone is not
available don't delay giving antibiotics)

vancomycin ISmg/kg q12h

Penetrating trauma vancomycin 15mg/kg q12h
Post neurosurgery j—b +
CSF shunt ceftazidime IV 2g q8h OR

If patient is having following, If patient is clinically If patient is having history of meropenem IV 2g q8h

suspect Listeria Meningitis deteriorating / lowering recurrent ear infection / history
e Pregnant women GCS/ presence of new of mastoiditis
 History of alcoholism focal neurological signs

e Gram positive rods in CSF

gram stain Switch to

Signs of brain stem ceftazidime IV 2g q8h

involvement or long tract Table 01
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