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1. HEBMBEEX  (tuberculous meningitis : ToM)
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Fig. 1 Neuroradiological findings of secondary cerebral infarction associated with tuberculous

meningitis.

46-years old male patients with tuberculous meningitis. Mild right hemiparesis was presented
during the anti-tuberculosis therapy. The axial section of his cranial CT scan (A) show low den-
sity areas in left cerebral white matter (white arrow). His carotid artery angiography (B) demon-
strated aortic stenosis in carotid artery and middle cerebral artery (black arrow). He was treated
by corticosteroid and aspirin based on anti-tuberculosis therapy and his symptoms were disap-

peared.

HAKRFENRLRMREAR 08 (T173-8610  HBUHRHURE X K411 LT 30—1)

(ZA+H : 201245 7 25 H)



52 : 836

FRER#ESE  52%11% (2012 11)

o T

Fig. 2 Brain abscess due to Zygomycetes (Mucor).
52-years old male patient with brain abscess. In his past history, he is uncontrollable condition of

diabetes mellitus. Mild right-sided hemiparesis and headache presented on his admission. His con-

scious level was alert. His enhanced cranial CT scan (A) and gadolinium-contrast MRI (B) demon-

strated massive lesions with enhancement.

His macroscopic pathological finding shows brain abscess (C). Microscopic finding is detected Mu-

cor (D).
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Abstract

Recent trend in subacute meningitides

Satoshi Kamei, M.D.
Division of Neurology, Department of Medicine, Nihon University School of Medicine

Recent clinical management of subacute meningitis is reviewed. Tuberculous meningitis (TbM) and fungal
meningitis are the commonest cause of subacute meningitis. Since the delayed treatment in these meningitides is
strongly associated with poor outcome, these clinical managements are required to be neurological emergency.
Recent clinical guidelines of these meningitides recommended new therapeutic managements.

Treatment for ThM should consist of 4 drugs (isoniazid, rifampicin, pyrazinamide, ethambutol) for 2 months
followed by 2 drugs (isoniazid, rifampicin) for at least 10 months. Adjunctive corticosteroids should be given to all
non-HIV patients with TbM, regardless of disease severity.

Treatment for CNS Cryptococcosis and Candidiasis with non-HIV infected and non-transplant hosts is lipid
formulation of Amphotericin B combined with flucytosine for at least 4 weeks for induction therapy. This 4-week
induction therapy is reserved for patients with meningoencephalitis without neurological complications and CSF
yeast culture results that are negative after 2 weeks of treatment. Then, the consolidation with fluconazole for 8
weeks is started. Voriconazole is recommended for the primary treatment of CNS Aspergillosis including menin-
gitis.

If the diagnosis is made early, if clinicians adhere to the basic principles of these guidelines, and if the underly-
ing disease is controlled, these meningitides could be managed successfully in the most of patients.

(Clin Neurol 2012;52:885-888)
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