Case Conference

Brain Abscess- Pathogenesis

m Hematogenous Spread —

usually multiple abscesses located in the distribution of MCA

= Chronic pulmonary infections
Skin infections
Pelvic infections

Intraabdominal infections

Esophageal dilation and endoscopic scler f esophageal varices

Bacterial endocarditis

ases (most common in chi

® No primary site or underlying condition can be identified in

20 to 40 petrcent of patients with brain abscess

Brain Abscess- Microbiology

® Anaerobic pathogens
® anaerobic streptococci
® Bacteroides spp. (including B. fragilis)
m Prevotella melaninogenica
® Propionibacterium
m Fusobacterium
m Eubacterium
/eillonella
m Actinomy
m > usually from normal mouth flora ~
intraabdominal or pelvic infections

Brain Abscess- Pathogenesis

m Direct Spread- usually a single abscess
m Subacute and chronic otitis media and mastoiditis
- inferior temporal lobe and cerebellum
m Frontal or ethmoid sinuses = frontal lobes

m Dental infection = usually the frontal lobes

Brain Abscess- Microbiology

icrobiologic pathogens in brain abscesses, according to major primary source of infectio

Source of infection Pathogens

Brain Abscess- Microbiology

m Aerobic pathogens
m viridans streptococci
m Streptococcus milleri
® microacrophilic streptococci
m Streptococcus pneumont.
® S. aureus = trauma or a neurosurgical procedure
m Klebsiella pneumoniae = “Metastatic Infection”
m Pseudomonas spp.
m Escherichia coli

m Proteus spp.




Brain Abscess — Clinical Manifestation

= Nonspecific
m Headache -- localized to the side of the abscess
® Neck stiffness - 15 9 of patients
= Changes in mental status (lethargy progressing to coma)

miting — [ICP sign

Brain Abscess — Image

Brain Abscess -- Treatment

m Duration of therapy -- usually 4 to 8 weeks

m The neurosurgeon needs to be contacted at the
time of initial diagnosis of a brain abscess.

Exception © when a brain abscess occurs in the

setting of bacteremia.

Brain Abscess — Diagnosis

m Contrast brain CT-- a focal area of hypodensity
surrounded by ring enhancement with
sutrounding edema .

MRI T1WI -- capsule that enhances surrounding a
hypodense center and surrounded by a hypodense
area of edema

MRI T2WI -- a hyperintense central area of pus
surrounded by a well-defined hypointense capsule
and a hyperintense surrounding area of edema

e ________________________________________|
Rapid empiric of brain

Empiric antibiotics
mmediately begin empiric antiblotics following sterotactic or apen blopsy/aspiration to abtain a specimen for Gram stain,
culture, and pathology.

The antibiotic regimen is dependent on Gram stain, if available, and the likely source of abscess.

Origin of abscess Treatment regimen
Oral, ctogenic, or | Matronicazols (15 mg/kg IV a5 a loading dose, followed by 7.5 mg/kg IV e i ght hours) PLUS
sinus source sither peniclilin G (20 to 24 million units per day IV In six squal d d

cral facus, or caftriaxane (2 § [V avery 42 hours) or cefotaxime (2
for & suspected 5inus or otogenic source

g IV avery four to six hours)

Hematogencus vancomycin® (30 mg/kg IV daily in two equally divided doses sdjusted per renal funcyion) for
spread wmpiric covarage of methicillin-resistant Staphylococcus aureus

Metronidazole may be acded for anaerobic coverage

Postoperative Vancomycin® (30 mg/kg IV dally in two equally divided doses adjusted per renal function) PLUS
neurcsurgical withar ceftazidima (2 g IV every ight hours) oF cefepima (2 § IV avary sight hours)
patients

Panatrating trauma | Vancomycin® (30 mg/kg IV daily in two equally divided doses adjusted per renal function) PLUS
either ceftriaxone (2 g IV every 12 hours) or cefotaxime (2 g IV every four to six hours)

Glucocorticoids

Glucocorticolds should be used when substantial mass effect can be demonstrated on Imaging and the mental status is
significantly cepressed,

Dexamathasone Is sdministared ot & loading dese of 10 mg 1V fallowed by 4 mg every six hours.

n-sensitive 5.

Brain Abscess -- Treatment

m Needle aspiration

m preferable since reduced neurologic sequelae
® surgical excision

m Traumatic brain abscesses

= Encapsulated fungal brain abscesses

® Multiloculated abscesses




Brain Abscess -- Prognosis

m Published mortality rates range from zero t
m Poor prognostic factor :
= Rapid pr on of the infection be
hospitalization
m Severe mental status changes on admission

m Stupot ot coma (60 to 100 % mortality)

® Rupture into the ventricle (80 to 100 % mortality)

Brain Abscess — S.intermedius

W piridans group streptococct
m Etiology * oral infections, poor oral health, and
dental interventions or oral prophy

m Bacterial invasion of the orofacial veins was then
followed by pathogen distribution via the angular
and ophthalmic vein to the cavernous sinus
resulting in brain abscesses.

Case report: brain and liver abscesses caused by oral infection
with Streptococcus intermedius
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Ohgan abscesses are a rare and Iife-th sly disseminated

MRI-> Brain Consult dentis
) abscess P luded ENT ~ > periodondi
Known liver Tinfection and IE (smear @ S. intermedius)
E (by TEE) -> teeth extraction

Back to our patient...

4/11 B/C & pus culture >
Streptococcus intermedius 4 /13 Urine culture >

Coagulase negative Staphylococcus

4/15 A

g 4/18 Remove pi
1.Normal chamber size and wall thickness

4/14 consult

Il motion abnormality
h mild AR
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4. Mitral annulus calcification with moderate MR
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. Mild TR

Thanks for your attention |



