884

mental status. The high prevalence of cervical spine disease in older
individuals may result in false-positive tests for nuchal rigidity.
Initial management can be guided by several considerations: (1)
Empirical therapy should be initiated promptly whenever bacterial
meningitis is a significant diagnostic consideration. (2) All patients
who have had recent head trauma, are immunocompromised,
have known malignant lesions or central nervous system (CNS)
neoplasms, or have focal neurologic findings, papilledema, or a
depressed level of consciousness should undergo computed tomography (CT) or magnetic resonance imaging (MRI) of the brain prior
to lumbar puncture (LP). In these cases empirical antibiotic therapy
should not be delayed pending test results but should be administered prior to neuroimaging and LP. (3) A significantly depressed

level of consciousness (e.g., somnolence, coma), seizures, or focal
neurologic deficits do not occur in viral meningitis; patients with
these symptoms should be hospitalized for further evaluation and
treated empirically for bacterial and viral meningoencephalitis. (4)
Immunocompetent patients with a normal level of consciousness,
no prior antimicrobial treatment, and a cerebrospinal fluid (CSF)
profile consistent with viral meningitis (lymphocytic pleocytosis
and a normal glucose concentration) can often be treated as outpatients if appropriate contact and monitoring can be ensured. Failure
of a patient with suspected viral meningitis to improve within 48 h
should prompt a reevaluation including follow-up neurologic and
general medical examination and repeat imaging and laboratory
studies, often including a second LP.
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Figure 164-1 The management of patients with suspected central nervous system (CNS) infection. ADEM, acute disseminated encephalomyelitis; AFB, acid-fast bacillus; Ag, antigen; CSF, cerebrospinal fluid; CT, computed tomography; CTFV, Colorado tick fever virus; CXR, chest x-ray;
DFA, direct fluorescent antibody; EBV, Epstein-Barr virus; HHV, human herpesvirus; HSV, herpes simplex virus; LCMV, lymphocytic choriomeningitis
virus; MNCs, mononuclear cells; MRI, magnetic resonance imaging; PCR, polymerase chain reaction; PMNs, polymorphonuclear leukocytes; PPD,
purified protein derivative; TB, tuberculosis; VDRL, Venereal Disease Research Laboratory; VZV, varicella-zoster virus; WNV, West Nile virus.
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