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sequelae can have profound effects on
the lives of patients’ families as well 
as the patients themselves and it is
therefore important to identify them so
that appropriate treatment and support
may be offered.
Notably careful assessment of

hearing, cognition and mental health
must be performed with any adverse
findings addressed.38,39 If this has not
been carried out prior to discharge
arrangements should be made by the
GP. Specific NICE guidance exists to
support  management for all adults who
have suffered a critical illness and may
have spent time in critical care.40

All patients with bacterial meningitis
should be offered a hospital follow-up
appointment within six weeks of
discharge though GPs may pick up
previously missed adverse sequelae
requiring earlier assessment. Patients
and families should be encouraged to
seek support early if needed and should
be provided with contact details of
support and advocacy organisations,
see Useful information box, p30.
Many patients feel well at discharge

from hospital and do not realise that
they may not be able to return to all their
normal duties and activities straightaway.
Fatigue, headaches, sleep disorders and
emotional problems are often reported
in the weeks and months after discharge.15
Support from hospital clinicians and »

•500 mg for adults
•250 mg for children aged 5-12 years
• 125 mg for children aged 1 month to 
4 years
Rifampicin is only recommended for

those unable to take ciprofloxacin at a
dose of 600 mg twice daily for two days.
Of note, even after the use of

prophylaxis, close contacts remain at
additional risk for at least six months. It is
therefore important that GP records of
all close contacts are annotated to flag
up this risk. Where contact has been
with a case caused by a vaccine
preventable serogroup, close contacts
should be offered vaccination.35

Haemophilus influenzae type b 
WhileH. influenzae meningitis is
uncommon in adults, if infection is
caused by a type b strain then in
addition to close contacts receiving
prophylaxis as above, vaccination
should be given to all previously
unvaccinated household contacts under
ten years of age. Furthermore, in
households where an at-risk individual
resides, all household contacts should
receive prophylactic rifampicin.

Pneumococcal infection
Close contacts of pneumococcal
meningitis are not at increased risk and
as such antibiotic prophylaxis is not
required. 

FOLLOW-UP
Most patients will fully recover. However,
the sequelae of bacterial meningitis and
meningococcal disease can be
disabling. Problems are more likely to
occur in pneumococcal meningitis than
in meningococcal meningitis.7,36 These
problems may arise through direct
neurological injury, or from tissue and
organ damage secondary to sepsis.
Headaches are frequently reported.37
Both physical and psychological

These groups include: those over 60
years of age, patients with alcoholism,
diabetes, malignancy or those who are
on immunosuppressive therapy.30
Anti-listerial antibiotics are not

routinely recommended for 
pre-hospital antibiotics as although
Listeria monocytogenes is 
more common in these groups, 
S. pneumoniae is still by far the most
frequent organism seen. 
Return from travel (within the past six

months) in an area of known penicillin-
resistant pneumococcus will prompt the
addition of vancomycin or rifampicin. 
Chloramphenicol is recommended

where there is a clear history 
of anaphylaxis to penicillins or
cephalosporins.
In proven meningococcal meningitis

or sepsis ceftriaxone, cefotaxime or
high-dose benzylpenicillin is
recommended. There is mounting
evidence that shorter courses of
treatment for meningitis, especially
meningococcal, are not associated with
a poor outcome.31-33 If patients are slow
to respond they may be given slightly
longer courses. 
Treatment should be discontinued

after day 5 where patients have
recovered. Similarly, treatment can be
stopped for patients with a typical
petechial/purpuric meningococcal rash
but no identified organism who have
recovered after day 5. 
Finally in patients with pneumococcal

disease who have recovered, treatment
can be stopped after ten days. Normally,
treatment is with ceftriaxone, cefotaxime
or high-dose benzylpenicillin if the
organism is susceptible.

Viral meningitis
While some physicians will treat herpes
meningitis with aciclovir or valaciclovir,
there is currently no evidence to support
the use of antivirals in viral meningitis.
Simple supportive measures and
reassurance should be the mainstay of
treatment.

Prophylaxis and secondary prevention
Meningitis is a notifiable disease and all
cases must be reported. Secondary care
will normally do this. The local health
protection team will arrange prophylaxis
for relevant contacts.34 Treatment will
differ according to aetiology.

Meningococcal infection
A single dose of ciprofloxacin is
recommended for close contacts i.e.
those living in the same household
within the previous seven days and
others such as ‘mouth kissing contacts.’

Table 4

Empirical antibiotic choices (adapted from The UK joint specialist societies guideline on
the management of meningitis and meningococcal sepsis in immunocompetent adults3)

Adults < 60 years of age

Adults ≥60 years of age

Preferred choice
Cefotaxime 2 g 6 hourly
OR
Ceftriaxone 2 g 12 hourly

Cefotaxime 2 g 6 hourly
OR
Ceftriaxone 2 g 12 hourly
AND
Amoxicillin 2 g 4 hourly

Alternative
Chloramphenicol 25 mg/kg 6 hourly

Chloramphenicol 25 mg/kg 6 hourly
AND
Co-trimoxazole 10-20 mg/kg (of the
trimethoprim component) in four
divided doses

‘Sleep disorders,
fatigue, headaches,
and emotional
problems are often
reported in the
weeks and months 
after discharge’


