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Dear ESGIB members, in this Christmas 2022 edition 

of the ESGIB newsletter  we will provide an update of 

our activ

i

ties and look forward to ECCMID 2023 in  

Copenhagen. We will inform you  on a new research 

project you can join and an onsite course in 2023 in 

Amsterdam. Continuous attention for infections of 

the central nervous system remains important, as it is 

our mission to bring together clinicians and  

researchers with an interest in infections of the brain. 

Year evaluation 2022 

This year was the firs t  since COVID19 that we were 

able to meet in person again. During ECCMID in Lis-

bon the sessions on Subacute and chronic meningitis 

and Tuberculous meningitis were well-attended, and 

we had a very productive scientific pre-ECCMID ESGIB 

meeting. A total of 9 articles were published with 

ESGIB mentioned as affiliations of the authors, of 

which several were performed with ESCMID funding 

(See last page). Over 20 new members have regis-

tered with ESGIB this year! 

Introduction Stephen Leib 

Being trained an Internist and infectious diseases physician, today I direct the institute for infectious 

diseases at the University of Bern, Switzerland. My research focuses on studying the mechanisms of 

brain damage in experimental models of brain infections. I am still hoping that one day this will lead 

to bette

r

 treatment options in patients. In my free time, I do beekeeping and spend time with my 

family. What I really love about ESCMID is being among friendly like-minded people, our enthusias-

tic talks at after-meeting get-togethers and our joint culinary adventures at the various meeting 

ESGIB course Amsterdam  

“Diagnostic and therapeutic approach to  

patients with CNS infection s ” 

From 5-7 October an onsite clinically oriented course 

on neurological infections will be organised by ESGIB 

in Amsterdam. The course will start with an afternoon 

focussed on clinical recognition of CNS infections and 

ancillary investiga t io ns. Furthermore, there will be 

case based workshops given by international experts.  

 

 

 

 

 

 

 

 

Day 2 will be centred around specific CNS infections, 

while day 3 is all about treatment and sequelae.  

Participants will be able to discuss interesting cases 

and/or their clinical and research observations in an 

interactive set-up. A social programme will be  

arranged for Friday night to increase the interaction 

with other participants. Link: ESCMID: ESCMID Onsite 

Courses and Workshops  



• Infection focale du SNC => cavité néoformée

• Physiopathologie

• Cérébrite localisée (J1-J3)

• Collection (J4-J7)

• Capsule hypervascularisée (J8-J10)

• Etiologies : pyogènes, mycobactéries, champignons, 

parasites

• Pathologie rare :

• Incidence <1 cas / 100 000 hab. / an

• Plus importante chez immunodéprimés

Abcès cérébraux

MC Brouwer et al. Curr Opin Infect Dis 2016



Traumatisme crânien, neurochirurgie Infection ORL

Dissémination hématogène: 30-35%
(endocardite, cardiopathie congénitale, foyers dentaires ou pulmonaires, 

shunts artério-veineux pulmonaires => Rendu Osler)

MC Brouwer et al. New Eng J Med 2014

Infection par contiguïté: 50%

Inconnue

????

15-20%

Physiopathologie



◼ Meta-analysis (1935-2012) 
➢ 6,700 cases with microbiology

➢ Polymicrobial 25%

1. streptococci

2. staphylococci

3. strict anaerobes

4. Enterobacterales

Microbiology (1)

Brouwer MC et al. Neurology 2014



Microbiology (2)

Bodilsen J et al. Brain 2022



Microbiology (3)

*Severe immune-compromise was defined as solid organ transplant recipients, haematological malignancies, or immune-suppressive 

treatment. Please note differences in y-axis. Adopted with permission from Bodilsen et al, Brain, 2020, https://doi.org/10.1093/brain/awac312.

https://doi.org/10.1093/brain/awac312


Microbiology - Summary

Source Pathogens

Ear, nose and 

throat

- Otitis

- Mastoiditis

- Paranasal sinusitis

Oral streptococci

Strict anaerobes

- Prevotella sp.

- Bacteroides sp.

Enterobacterales

Dental infections Polymicrobial

Oral streptococci

Strict anaerobes

Actinomycetes

Trauma / 

Neurosurgery

Staphylococci

(primarily S. aureus)

Streptococci

Enterobacterales

Cardiovascular S. aureus

Streptococci

Immunodepression Pathogens

HIV Toxoplasmosis

Tuberculosis

Cryptococcosis

Haematological

malignancies

Aspergillus sp.

Nocardiosis

Listeriosis

Mucorales sp.

Solid organ

transplant

Nocardiosis

Aspergillus sp.

Listeriosis

Toxoplasmosis

Immunosuppresive

agents (including

corticosteroids)

Listeriosis

Nocardiosis

Aspergillus sp. 



Clinical presentation (1935-2010)

Brouwer MC et al. Neurology 2014



Clinical presentation - contemporary

Bodilsen J et al. Brain 2022

Only 50% of patients present with fever !



Investigations (1935-2010)

Brouwer MC et al. Neurology 2014



Investigations (1935-2010)

Brouwer MC et al. Neurology 2014



Investigations - contemporary

Bodilsen J et al. Brain 2022



P Tattevin et al. New Engl J Med 2002

Risk and diagnostic yield of lumbar

puncture in patients with brain abscess
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Temporal: 25%

◼ In text books:
➢ Otitis => temporal, cerebellum

➢ Paranasal sinusitis => frontal, temporal

➢ Dental infections => frontal, temporal

Brain abscess location
Parietal: 33%

Frontal: 44%

Deep brain, brain stem: 17%

Occipital: 19%

Cerebellum: 8%
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Diagnostic de certitude / risques mineurs 

Documentation microbiologique

Drainage, réduction inoculum

Diminution effet de masse

=> Indication large, dés que lésion > 10 mm

+ indispensable pour lésion > 25 mm

Ponction-aspiration stéréotaxique

J Bodilsen et al. Clin Microbiol Infect 2024



Prélèvements précieux => procédures écrites



Effet de masse ?

Risque de rupture intraventriculaire ?



CRANIECTOMIE large, DECOMPRESSIVE

(ou si empyème sous-dural associé)

-hémisphérique

-ouverture large dure-mère (H)

-pas de plastie synthétique

-volet en nourrice ou cranioplastie secondaire

-repositionnement précoce 



Antibiothérapie

Préalable: VIH & hémocultures pour tous !

Timing ?

Rapidement (<24 h, ESCMID 2023), si possible après ponction 

NB. Ne pas attendre si altération conscience, sepsis …..

Désescalade ?

Possible, si pathogène(s) identifié(s) et prélèvements fiables

Se méfier des anaérobies (fragiles, parfois ‘ratés’)

Durée ?

6 semaines si situation simple, évolution rapidement favorable 

(4 semaines pour métronidazole: fragilité anaérobies + EIG)

Relai per os ? Essai Européen en cours = ORAL

Seulement avec les bonnes molécules (absorption/diffusion SNC):

Rifampicine, FQ, TMP-SMX, METRONIDAZOLE, LINEZOLIDE

J Bodilsen et al. Clin Microbiol Infect 2024



PATIENT IMMUNOCOMPETENT

Infection « communautaire » (contiguïté / orig. indéterminée)

Céfotaxime : 2 g x 6 / jour IVL

(ou ceftriaxone 2 g x 2 / j IVL)

+

Métronidazole : 500 mg x 3/ j

Infection post-opératoire

Méropénème : 2 g x 3 / jour IVL 

(ou céfépime ou ceftazidime)

+

Linézolide 600 mg x 3/j 

(ou vancomycine, dose de charge puis IVSE fortes doses)

Antibiothérapie initiale

J Bodilsen et al. Clin Microbiol Infect 2024



PATIENT IMMUNODEPRIME

À discuter, toujours

Céfotaxime : 2 g x 6 / j IVL

(ou ceftriaxone 2 g x 2 / j IVL)

+

Métronidazole : 500 mg x 3/ j 

+ si transplanté d’organe solide / hémato :

- Cotrimoxazole fortes doses (Nocardia)

- Voriconazole avec monitoring (Aspergillus)

+ si patient VIH + 

- Cotrimoxazole fortes doses (si séro toxo+ & CD4<200/mm3)

- Antituberculeux si FDR (zone d’endémie, etc…)

Antibiothérapie initiale

J Bodilsen et al. Clin Microbiol Infect 2024



◼ Numerous studies on prognostic factors

➢ Patient ‘at baseline’
➢ Age > 65 years

➢ Charlson comorbidity index

➢ Immunosuppression

➢ The extent of disease by time of diagnosis
➢ Glasgow coma scale

➢ ICU admission

➢ Number / size of brain lesions

➢ Intraventricular rupture of brain abscess (IVROBA) 
➢ Sudden worsening of headache / neurological status / meningeal signs

➢ Catastrophic event => low survival & heavy sequels

Outcome (1)



Outcome (2)

Brouwer MC et al. Neurology 2014



Outcome (3)

Bodilsen J et al. Brain 2022



Take-home messages

◼ Screening of predisposing condition is key

➢ Source (ENT or dental infection, hematogeneous, trauma/neurosurgery)

➢ Underlying disease (HIV, etc.) 

◼ Diagnosis

➢ Headache 65%, fever 50%, neurological deficit 50%, triad 20% 

➢ Microbiology: oral streptococci / S. aureus / strict anaerobes / Enterobacterales

◼ Empirical treatment

➢ Immunocompetent community-acquired: 3G cephalosporin + metronidazole

➢ Immunocompromised: cotrimoxazole + voriconazole

◼ Outcome

➢ No or minor sequel, 80%

➢ Prognostic factors: 1. baseline status; 2. extent of the disease; 3. IVROBA 



Clinical suspicion	of	brain	abscess
Headache,	fever,	focal	neurologic	deficit,	seizures,	mental	status	changes,	etc.	

Brain	MRI readily available (<24	h)

YES NO

If	first	imaging	was	CT,	order	Brain	MRI
If	brain	MRI	not	suggestive,	look	for	other	diagnosis

Brain	imaging	compatible	with	brain	abscessNO

YES

Collect	40-60	mL	of	blood	cultures	before	initiation	of	antibacterial	treatment
HIV	test
Stereotactic	aspiration
- All	abscess	> 2.5	cm	
- If	no	abscess	> 2.5	cm,	at	least	one	of	those	> 1	cm	(the	most	accessible)
- Microbiology	tests:	routine	(aero	+	anaerobes)	+	molecular	biology	(PCR	16S	

rDNA,	if	negative)	+	others	if	risk	factors	(tuberculosis,	fungal,	etc.)	

Search	for	predisposing conditions

Contiguous spread	of	local	infection
- Otitis,	sinusitis
- Recent neurosurgery
- Recent cranial trauma

Conditions	at	risk of	hematogenous spread	
- Hereditary hemorrhagic telangiectasia
- Endocarditis
- Pulmonary infection
- Dental	infection

Empirical	antibacterial	treatment
Third	generation	cephalosporin	+	metronidazole

Urgent	CT	+	contrast-enhancement

R Sonneville et al. Clin Microbiol Infect 2017 J Bodilsen et al. Clin Microbiol Infect 2023


