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Bacterial meningitis and meningococcal septicaemia are
important causes of preventable morbidity and mortality
in the UK. Around 900 cases of adult bacterial menin-
gitis are reported each year, primarily caused by Neisseria
meningitidis and Streptococcus pneumoniae. In addition,
almost 500 adult cases of meningococcal septicaemia
without meningitis are reported annually. The intro-
duction of a meningococcal serogroup C conjugate vac-
cine to the UK national immunisation programme has
had a dramatic impact on the number of cases of ser-
ogroup C disease N. meningitidis [1,2]. However, the
serogroup B meningococcus is the commonest cause of
bacterial meningitis in the UK and the annual numbers
of serogroup B-related cases of meningococcal septicae-
mia have been rising recently (PHLS data). The sero-
group C conjugate vaccine does not protect against
serogroup B disease, and despite numerous efforts to
exploit known alternative meningococcal antigens and
novel antigens discovered as a result of the serogroup B
genome sequencing project and immunological screening-
based techniques [3—5], a specific vaccine is unlikely to
be widely available in the near future. Although con-
jugate pneumococcal vaccines appear potent in children
[6], their efficacy in preventing meningitis in older adults
is unproven. It is important to recognise that any new
childhood vaccination programme will not lead to a
reduction in the incidence of adult disease in the short
term (the extent will depend on age groups immunised
and herd immunity). This may lead to an upward shift in
age distribution of bacterial meningitis and meningo-
coccal septicaemia. Clinicians will therefore need to
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remain vigilant for the possibility of cases of meningitis
and septicaemia.

Potential improvements in the way we identify and
manage patients who may have meningitis or septicae-
mia have been identified for all levels of healthcare [7].
These range from awareness of the disease in the com-
munity through to the interface with primary care and
emergency departments to the management by specialist
paediatricians and physicians [8—12]. Such studies have
focused largely on meningitis and septicaemia in child-
hood where the majority of cases occur. In paediatric
practice, the formulation of management algorithms
[13,14], targeted postgraduate training and a greater
willingness to refer critically ill patients to specialist
centres is thought to have had a significant impact on
mortality, particularly amongst septicaemic cases
[15,16]. In contrast, the mortality amongst otherwise fit
young adults remains higher than amongst younger
children [2,7]. Clinical management appears to vary
considerably between centres.

To address this issue, in 1999 the British Infection
Society (BIS) published consensus guidelines for the
management of acute bacterial meningitis in immuno-
competent adults [17]. Most adults with bacterial
meningitis or meningococcal septicaemia present to
clinicians with little experience of these conditions. Early
recognition, stabilisation and institution of specific
therapeutic measures are crucial to patient outcome.
Although characteristic features such as fever, head-
ache, vomiting, signs of meningeal irritation, shock, with
or without a petechial rash, are easy to recognise, in the
early stages, the clinical features of meningitis or
meningococcal septicaemia are often non-specific and
require a high index of suspicion [18,19]. Depending on
whether septicaemia or meningitis predominates, the
major clinical management problems may differ con-
siderably and although patients with these conditions
may appear relatively well at presentation, they may
deteriorate rapidly even after commencing appropriate
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antibiotics. Decisions on which and when interventions
should be performed can be extremely difficult and often
require early involvement of the critical care team. We
have therefore formulated a management algorithm for
use in emergency departments, medical admission units
and medical wards which are based on the BIS con-
sensus guidelines. The algorithm focuses specifically on
minimising delays in diagnosis and administration of
antibiotics, appropriate use of monitoring, investiga-
tions, critical care facilities and management of the
complications of the disease, primarily shock and raised
intracranial pressure. There is a strong emphasis on
seeking senior advice in the context of these complica-
tions and important warning signs (see algorithm). We
have also clarified when a lumbar puncture (LP) can be
used safely. In recent years there has been a dramatic
move away from performing LPs in patients presenting
with suspected meningitis [20]. Indeed it is essential to
be aware of the specific and well accepted contra-
indications to LP in patients with meningitis (see algo-
rithm). In the absence of contraindications, information
gained from LP may optimise management. If a LP can be
performed and IV antibiotics administered within 30 min
of initial assessment without compromising patient
safety, a significant therapeutic delay will be avoided. LP
provides confirmation of the diagnosis, yields vital data
regarding aetiology and antibiotic sensitivities and pro-
vides important prognostic information [7]. Although not
ideal [21], in the event that antibiotic therapy precedes LP
or that LP is deferred until the patient has been stabilised,
the procedure may remain diagnostic [22]. This algo-
rithm emphasises that a CT brain scan should only be
used when appropriate and that if there are no clinical
contraindications to LP, a CT scan is not necessary
beforehand [23]. Clinically significant raised ICP cannot
be ruled out by brain CT and it is hazardous to transport
patients to a CT scanner until they have been adequately
stabilised [18,23,24]. A CT scan may be useful in identi-
fying dural defects predisposing to meningitis.

When considering bacterial meningitis and menin-
gococcal septicaemia, it is helpful to understand the
essential pathogenic processes that mediate these dis-
eases. These aspects have been comprehensively
reviewed elsewhere [25-28]. It is important to recognise
that this algorithm does not address meningitis and
septicaemia in the immunocompromised host or the
management of possible viral meningitis/encephalitis. In
both cases, while some of the basic principles apply,
further specialist advice will be required. New treatments
for shock and meningitis are continuously emerging
[29-31] and as yet their place in routine management
is uncertain. For example, corticosteroid therapy for

bacterial in adults remains contentious [7,18,32]. A
large multi-centre European trial of dexamethasone for
adults with bacterial meningitis has recently been repor-
ted in which dexamethasone treatment was associated
with a reduction in the risk of death and disability but not
deafness [31]. We have recommended dexamethasone
with or just before the first dose of antibiotics for bacterial
meningitis, particularly where pneumococcal disease is
suspected (see algorithm). It is our intention to update the
algorithm on a regular basis to accommodate new
evidence and new practices as they arise.
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