2003 ID q12 and 13
12. A 20 year old dairy farmer presents with neck stiffness and fevers to 39.  The provisional diagnosis is of meningitis.  A LP shows increased neutrophils.  He is given ceftriaxone and improves clinically.  No growth on culture.  What is the best drug to continue?

a) Ceftriaxone

b) Doxycycline

c) Penicillin

d) Ciprofloxacin

e) Metronidazole

Answer C (Antibiotic guidelines)

The empirical therapy for meningitis is Ceftriaxone + Penicillin (to cover Listeria). The question is ambiguous. You ADD penicillin, not continue. Ceftriaxone needs to be CONTINUED!
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  Empirical therapy of meningitis (organism or susceptibility not yet known)


 

Empirical therapy that covers the most common pathogens should be instituted. Benzylpenicillin or amoxy/ampicillin may be omitted in patients aged between 3 months and 15 years because it is added to cover Listeria monocytogenes which is resistant to cephalosporins, and this infection is unlikely in patients in this age group unless they are immunosuppressed. 

	1
	cefotaxime (child: 50 mg/kg up to) 2 g IV, 6-hourly for 7 to 10 days 

	 
	OR

	1
	ceftriaxone (child: 100 mg/kg up to) 4 g IV, daily OR (child: 50 mg/kg up to) 2 g IV, 12-hourly 7 to 10 days 

	 
	PLUS EITHER

	1
	benzylpenicillin (child: 60 mg/kg up to) 1.8 to 2.4 g IV, 4-hourly for 7 to 10 days 

	 
	OR

	2
	amoxy/ampicillin (child: 50 mg/kg up to) 2 g IV, 4-hourly for 7 to 10 days.


 

Vancomycin should be added if Gram-positive diplococci are seen, to ensure that penicillin and/or cephalosporin intermediate and/or resistant Streptococcus pneumoniae isolates are adequately covered prior to the availability of susceptibility results. Vancomycin should be considered if neutrophils are present, but organisms are not seen and if viral meningitis or meningococcal disease are unlikely.

	 
	vancomycin (child: 15 mg/kg up to) 500 mg IV, 6-hourly [Note]. 


 

Vancomycin should be ceased if an organism other than a pneumococcus is isolated or if a penicillin-susceptible pneumococcus (MIC <0.125 mg/L) is isolated.

Choose one of the regimens below once the organism has been identified and susceptibility results are available. If no organism is identified continue the empirical regimen for 10 days.

 
13. A 30 year old man presents with fever, confusion and dysphasia.  A LP shows increased lymphocytes, increased protein with low normal glucose.  What is the next best test to confirm the dx of HSV encephalitis?

a) MRI

b) EEG

c) Viral PCR

d) Brain biopsy

e) PET
Answer C (Uptodate)

CLINICAL FEATURES – Focal neurologic findings are usually acute (<1 week in duration) and include altered mentation, altered level of consciousness, focal cranial nerve deficits, hemiparesis, dysphasia, aphasia, ataxia, or focal seizures [1,18]. Over 90 percent of patients will have one of the above symptoms plus fever [1]. Later, patients may become seriously impaired, with diminished comprehension, paraphasic spontaneous speech, impaired memory, and loss of emotional control

Laboratory abnormalities – While normal cerebrospinal fluid (CSF) can occur early in the course of the disease, examination of the CSF typically shows a lymphocytic pleiocytosis, increased number of erythrocytes (in 84 percent of patients), and elevated protein [12]. Low glucose is uncommon and may point to an alternative diagnosis

Imaging studies typically shown temporal lobe lesions, including mass effect, that are often predominantly unilateral [1,22]. Cranial CT scans of the brain have only 50 percent sensitivity early in the disease, and the presence of abnormalities is generally associated with severe damage and poor prognosis [1]. By contrast, MRI is the most sensitive and specific imaging method for HSV encephalitis, especially in the early course of the disease [23]. In general, focal radiographic findings are found more often in older patients

Focal EEG findings occur in >80 percent of cases, typically showing prominent intermittent high amplitude slow waves (delta and theta slowing), and, occasionally, continuous periodic lateralized epileptiform discharges in the affected region [25,26]. Many EEG findings, however, are nonspecific.

DIAGNOSIS – Brain biopsy was considered to be the only definitive test for the diagnosis of herpes encephalitis and was the gold standard against which newer methodologies were measured. HSV-1 antibody and antigen detection in the CSF has been used as well. Polymerase chain reaction (PCR) based assays are currently considered to be the best test and avoid an invasive procedure such as brain biopsy.

Polymerase chain reaction – PCR based assays rapidly and noninvasively detect HSV DNA in the CSF of affected patients [11,24,27,34]. The test has extremely high sensitivity (98 percent) and specificity (94 to 100 percent). Detection of HSV DNA in CSF by PCR has become the standard for the diagnosis of HSV encephaliis.

