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1  Introduction 

Meningitis and encephalitis are important causes of preventable morbidity and 
mortality in the UK.  

Despite the introduction of a meningococcal serogroup C conjugate vaccine resulting 
in a dramatic decrease in incidence, there are around 900 cases of adult bacterial 
meningitis reported each year, primarily as a result of Neisseria meningitides 
(serogroup B) and Streptococcus pneumonia.  

Encephalitis is reported to have an incidence of between 1 and 10 per 100,000 in 
adults and is most commonly related to HSV. Immunocompromised patients are at 
particular risk and there is a bimodal age specific incidence with peaks in the young 
and elderly. 

 

2  Guideline scope 

This guideline applies to the management of patients with suspected meningitis and 
encephalitis who are managed on ward 18. Clearly it cannot be exhaustive, providing 
a summary of care rather than acting as a substitute for specialist input and  
knowledge. 

 

3  Evidence Review and Evaluation 

Evidence for management of meningitis was reviewed from Consensus Guidelines 
published by the British Infection Association (BIA – formerly British Infection 
Society). 

Evidence for management of suspected viral encephalitis was reviewed from the 
recent guidelines published by the Association of British Neurologists and the British 
Infection Association.  

 

4  Guideline 

 

 

 

 

Meningitis 

 



 

 

 

 

 

 

 



Encephalitis 

 

Diagnosis 

 The constellation of a current or recent febrile illness with altered 
behaviour, cognition, personality or consciousness or seizures should 
raise the possibility of encephalitis or other CNS infection. (A, II) 

 Clinical features such as sub-acute presentation, orofacial dyskinesia, 
choreoathetosis, faciobrachial dystonia, intractable seizures or 
hyponatraemia may suggest an antibody-mediated encephalitis. (B,II) 

 

Lumbar puncture 



 All patients should have an LP as soon as possible, unless there is a 
contraindication (A, II) 

 CSF investigations should include 

o Opening pressure (A,II) 

o WCC,RCC, microscopy, C+S (A,II) 

o Protein + glucose (A,II) 

o Virology as appropriate (usually CSF PCR for HSV1+2, VZV and 
enteroviruses) (B,II) 

o Mycobacterium tuberculosis when indicated (A,II) 

 If there are signs of raised ICP, a CT scan should be performed as 
soon as possible (A,II). An LP should follow this, unless the imaging 
reveals an alternative diagnosis, significant brain shift or tight basal 
cisterns.(B,III) 

 If a CT is not needed prior to LP, imaging (ideally MRI)  should be 
undertaken afterwards (A,II) 

 

Other tests 

 

 Throat and rectal swabs for enterovirus should be considered and 
swabs sent from vesicles if present (B,II). 

 All patients should have an HIV test (A,II) 

 An EEG is not required in all patients (A,II). An EEG can be used if 
there are motor changes or non-convulsive seizures are suspected. 
(B,II) 

 Brain biopsy has no place in the initial assessment of suspected acute 
viral encephalitis. It may be required, however, in rare cases of 
diagnostic uncertainty (B,II) 

 

Treatment 

 

 IV aciclovir (10mg/kg tds) should be started if the initial investigations 
suggest viral encephalitis or if the patient is very unwell or 
deteriorating. (A,II) 

 If the first CSF microscopy is normal but the clinical suspicion of HSV 
or VZV encephalitis remains, aciclovir should still be started whilst 
further investigations are awaited (A,II).  

 The dose of aciclovir should be reduced in patients with pre-existing 
renal impairment (A,II) 

 In proven HSV encephalitis, IV aciclovir should be continued for 14-21 
days (A,II) followed by a repeat LP to confirm the CSF is negative for 



HSV by PCR (B,II).  If the CSF is positive, Iv aciclovir should continue 
until CSF HSV PCR is negative (B,II) 

 Corticosteroids should not currently be used outwith research trials for 
HSV encephalitis 

 VZV encephalitis is treated with aciclovir at a dose of 10-15mg/kg tds 
with or without steroids. There is a stronger argument for steroids if 
there is a vasculitic component (B,II) 

 CNS CMV infections should be treated with ganciclovir, valganciclovir, 
foscarnet or cidofovir (A,II) 

 All patients with proven VGKC complex or NMDA receptor antibody-
associated encephalitis should have screening for neoplasm as early 
immune suppression and tumour removal results in improved 
outcomes. (B,II) 

 

Management setting 

 

 There should be access to neuroimaging (MRI and CT) under general 
anaesthetic if needed,  and neurophysiology (EEG), which may mean 
transfer to the RVI from other units (B,III) 

 Patients may also require transfer to the RVI when a diagnosis is not 
rapidly established or a patient fails to improve (B,III) 

 

5. Audit 

These guidelines should be regularly audited using the National encephalitis 
guideline audit tool. 
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