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MENINGITIS AGUDA EN ADULTOS

RESUMEN
La meningitis es una emergencia medica
Paso: 1 Si existe el diagnostico debe 
hacerse
a.RMI o TAC con contraste en tiempo de 

fase retardada
b.Punción lumbar según el contexto 

clínico e imágenes
c.Tratamiento empírico inmediato según 

los factores clínicos datos de riesgo
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A 20-year-old man presents to the emergency department in early June

complaining of 6 hours of fever, headache, and pain on flexion of his

neck. He underwent renal transplantation 1 year ago. On examination

he is febrile and has meningismus. There is a slight erythematous

maculopapular rash on his chest. The neurological examination is normal

with the exception of meningismus. Blood cultures are obtained. The

patient is treated with dexamethasone 10 mg intravenously followed

by cefepime 2 grams intravenously, vancomycin 1 gram intravenously,

and ampicillin 3 grams intravenously. Over the course of an hour, he

becomes increasingly lethargic and has a focal motor seizure with

secondary generalization. Acyclovir 10 mg/kg and doxycycline 100 mg

are added to the empiric regimen. Head computed tomographic (CT)

scan is normal. Spinal fluid analysis demonstrates an opening pressure of

320 mm H2O, 1000 white blood cells per mm3 with a predominance of

polymorphonuclear leukocytes, a glucose concentration of 10 mg/dL, and a

protein concentration of 100 mg/dL. Gram’s stain of CSF demonstrates

gram-positive lancet-shaped diplococci in pairs. Ampicillin, acyclovir, and

doxycycline are discontinued.
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Comment. Empiric therapy of bacterial meningitis is based on the

possibility that a penicillin- and cephalosporin-resistant strain of

S. pneumoniae is the causative organism of the meningitis and

should include a combination of either a third- or fourth-generation

cephalosporin plus vancomycin. The patient is an organ transplant

recipient and thus is at risk for L. monocytogenes meningitis. Ampicillin

is added to the empiric regimen until the results of the Gram’s stain are

known. When the patient has a focal seizure, empiric therapy for HSV

encephalitis is added. As it is June, the possibility of a tick-borne bacterial

infection, either Rocky Mountain spotted fever or an ehrlichia infection,

should be considered in the differential diagnosis and empiric therapy

with doxycycline initiated until another diagnosis is made. Once

the antimicrobial sensitivities of the organism are available, the antibiotic

regimen is modified.



Meningitis aguda en adultos, vista global
edad: >1m, Dur: <4 semanas
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Fuentes de meningitis
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Fuentes de meningitis 
S. Pneumonia y N. Menigitidis
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Otras fuentes de meningitis Pneumoccócica
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Meningitis infrecuentes

HAEMOFILUS 
INFLUENZA

COCO-BACILO
GRAM -

PSEUDOMONA 
AERUGINOSA

BACILO 
GRAN -

LISTERIA 
MONOCITÓGENES

COCO BACILO 
GRAM +

ESTAFILOCOCOS
COCOS GRAM +

KLEBSIELLA
BACILO 
GRAM -

E. COLI
BACILO 
GRAM - ENTEROBACTER

COCO O BACILO
GRAM -



FACTORES QUE PREDISPONEN A MENINGITIS y RECURRENCIAS

Overturf GD. 
Indications for the immunological evaluation of 
patients with meningitis. 
Clin Infect Dis 2003;36:189–194.

Look for antibody and complement deficiencies 
in every patient with bacterial meningitis,
even those who have no known predisposing 
immunodeficiency.



FACTORES QUE PREDISPONEN A MENINGITIS

Properdina o factor P



Huesped/Agente en meningitis

Valvula de Ommaya}
Riezgo de adquirir 

Estafilococo Coagulasa neg
Estafilococo Aureus



Variedad de deficiencia inmune y duración



Variedad de deficiencia inmune celular



Variedad de deficiencia inmune humoral
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Case 1-2

A 46-year-old man presents for evaluation of 

recurrent bacterial meningitis. He is presently 

not symptomatic, but on three occasions  Over 

the past year he has had fever, headache, stiff 

neck, and lethargy. He has no history of head 

trauma except for being hit in the head with  a 

baseball during a Little League game  as a child. 

He has no history of Surgery and no chronic 

medical   conditions, nor is he an alcoholic. 

Spinal  Fluid analysis  each time has 

demonstrated an increased opening pressure, a 

polymorphonuclear pleocytosis, a decreased 

glucose  concentration in the range of 0 mg/dL

to 20 mg/dL, and an increased protein 

concentration. Prior to each episode of 

meningitis he has been treated with oral 

antibiotics for a sinusitis. 

The CSF Gram’s stain and bacterial culture 
have always been  negative. A broad-range 
polymerase chain reaction  (PCR) has not  
been available in the hospitals where he has 
been  hospitalized.  On examination, he is 
awake and alert. No evidence of   rhinorrhea
is present. 
There is a mild left sixth nerve palsy, but  
findings from the neurological examination 
are otherwise  normal. An isotope 
cisternogram, obtained to determine if  
there is a dural sinus fistula, is normal. 
Laboratory testing  demonstrates a C2  
deficiency and hypogammaglobulinemia.

Comment. Complement levels and  

immunoglobulin levels  should be part of the

evaluation of every patient with bacterial 

meningitis. These patients should also be 

vaccinated with both the  pneumococcal and

meningococcal vaccines, and  their antibody 

levels should be  monitored



CLINICA
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Criterios dsm-5
DELIRIO

• A) Disturbio en la atencion (por ejemplo reduccion de la 
abilidad para mantener, focalizar o enforcar la atencion o 
cambios patologicos de atencion) y del estado de alerta o del 
conocimiento

• B) El disturbio se desarrolla en periodos cortos de tiempo
(horas o dias no semanas ni meses) , que representa la 
cambios de la atencion y del  conocimiento y tienden a 
fluctuar en severidad durante el transcurso del dia

• C) Un  trastorno de cognicion se agrega (Deficit de memoria, 
desorientacion, lenguaje, deficit de abilidad visuoespacial, o 
de percepcion)

• Los disturbios A y C no son explicados por otro trastorno
preexistente, establecido, y desorden neurocognitivo
envolucrado y no ocurre en el contexto de una reduccion
severa del despertar tal como el cuadro de coma.



DELIRIO

• El delirio sino se trata la cusa suele progresar 
desde la desorientación en tempo luego de 
lugar y finalmente en cuando a persona. 

• Causas múltiples.
– Vasculitis

– Encefalitis

– Porfiria intermitente aguda, IRC, Hepática. 

– Infartos hemisféricos derechos

– Toxico-metabólicos: Abstinencia alcohólica, 
Atropínicos, 

– Medicaciones: BZP



obnubilación

• Del latín: ¨Golpear contra algo o 
embotar

• Significa: torpeza mental

• Menos interés por el medio que lo 
rodea, y responde lentamente a los 
estímulos externos pero 
correctamente

• Puede haber mayor somnolencia



estupor

• Del latín: aturdido: 

• Es un estado de sueño profundo y 
persistente, el paciente no puede ser 
despertado, solo a estímulos enérgicos

• Diferencias: 

–Mutismo psiquiátrico catatonia

–Trastorno somatoformo



coma

• Definición: Del griego: “trance”, o sueño 
profundo, 

• Es un estado en la cual el  paciente no 
puede ser despertado incluso con 
estímulos intensos o dolorosos, las 
puesta puede ser de defensa pero no 
localiza el  punto de estimulo. 

• Es importante recordar que la respuesta 
motora es la conciencia y puede haber 
conciencia sin respuesta motora. 
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ESTUDIOS EN MENINGITIS 



TRATAMIENTO EMPIRICO 
INMUNOCOMPETENTE MAYOR MENOR DE 1 MES



TRATAMIENTO EMPIRICO 
INMUNOCOMPETENTE MAYOR MENOR DE 1 MES



TRATAMIENTO EMPIRICO 
INMUNOCOMPETENTE ≥ 1 mes y ≥ 50 años



TRATAMIENTO EMPIRICO 
INMUNOCOMPETENTE ≥ 50 años



TRATAMIENTO EMPIRICO 
INMUNOCOMPETENTE ≥ 50 años



TRATAMIENTO EMPIRICO 
INMUNODEPRIMIDO CUALQUIER EDAD



TRATAMIENTO MENINGITIS BACTERIANA AGUDA EN ADULTOS



TRATAMIENTO EN MENINGITIS BACTERIANA AGUDA
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