
incidence of herniation in patients with bacterial meningitis has been
reported to occur in as few as 1% to as many as 8% of cases.

Specific clinical features may provide clues to the diagnosis of
individual organisms and are discussed in more detail in specific
chapters devoted to individual pathogens. The most important of
these clues is the rash of meningococcemia, which begins as a
diffuse erythematous maculopapular rash resembling a viral
exanthem; however, the skin lesions of meningococcemia rapidly
become petechial. Petechiae are found on the trunk and lower
extremities, in the mucous membranes and conjunctiva, and
occasionally on the palms and soles.

■ DIAGNOSIS
When bacterial meningitis is suspected, blood cultures should be
immediately obtained and empirical antimicrobial and adjunctive
dexamethasone therapy initiated without delay (Table 138-1). The
diagnosis of bacterial meningitis is made by examination of the CSF
(Table 138-2). The need to obtain neuroimaging studies (CT or MRI)
prior to lumbar puncture (LP) requires clinical judgment. In an
immunocompetent patient with no known history of recent head
trauma, a normal level of consciousness, and no evidence of
papilledema or focal neurologic deficits, it is considered safe to
perform LP without prior neuroimaging studies. If LP is delayed in
order to obtain neuroimaging studies, empirical antibiotic therapy
should be initiated after blood cultures are obtained. Antibiotic
therapy initiated a few hours prior to LP will not significantly alter the
CSF WBC count or glucose concentration, nor is it likely to prevent
visualization of organisms by Gram’s stain or detection of bacterial
nucleic acid by polymerase chain reaction (PCR) assay.

TABLE 138-2 Cerebrospinal Fluid (CSF) Abnormalities in
Bacterial Meningitis


