Letterkenny University Hospital - LUH Antimicrobial Prescribing Policy/Guidelines: Suspected

Bacterial Meningitis

Suspected Bacterial Meningitis

1. The most important aspect of treatment of suspected or confirmed bacterial meningitis is to commence antibacterial therapy IMMEDIATELY .

2. IV Chloramphenicol is available in the Emergency Department and in the Pharmacy Department (unlicensed room). Meropenem may be an
alternative to chloramphenicol in patients with a history of penicillin anaphylaxis, as recommended in Irish guidelines, with close monitoring for
cross-sensitivity. Please discuss with Microbiology.

3. See footnote on use of Dexamethasone.

4. Discuss with Microbiology - essential if risk factors for M. tuberculosis (alcohol, homelessness, immunocompromised host, recent immigration
from area of high incidence, recent contact with tuberculosis) or if history of neurosurgery, head trauma or if device-related infection e.g. central
nervous system shunt, ventricular drain or other.

5. Risk factors for Listeria monocytogenes meningitis in adults include patients who are immunocompromised, have chronic illness such as alcohol
dependency, diabetes, and malignancy or age over 60.

6. Viral meningitis (as distinct from encephalitis) generally does NOT require anti-viral treatment. Discuss with Microbiology.

7. See_Appendix 4 for management of contacts.
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Note: Up to date European and worldwide data on resistance can be found via the_European Centre for Disease
Prevention and Control website . Or please consider a discussion with Microbiology if recent travel.
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b Consider adjunctive treatment with dexamethasone IV 0.15mg/kg every 6 hours for four days (particularly if Pneumococcal or Haemophilus influenzae
meningitis suspected in adults), preferably starting before or with first dose of antibiotic , but no later than 12 hours after starting antibiotic.
Discontinue dexamethasone if a diagnosis other than bacterial meningitis is subsequently made. Discontinue dexamethasone if bacterial meningitis
with an organism other than Streptococcus pneumoniae or H. Influenzae is confirmed.
b For haemodynamically unstable patients with sepsis, and unresponsive to fluid and inotrope resuscitation, give low dose hydrocortisone - 50mg IV 6
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