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Therapeutic Challenges of Streptococcus pneumoniae Meningitis: 
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Background 

Pneumococcal menin�tis, caused by the bacteriumStreptococcus pneumoniae, is a medical emergency thataccounts for 70% of bacterial meningitis cases. Themanagement of this condition is complicated by theemergence of strains that show reduced sensitivity topenicillin, necessitating the use of third-generationcephalosporins and/or vancomycin for empirical treatment.Tliere have been few studies conducted in Africa that explore the management challenges associated with pneumococcal meningitis in adults, particularly in Morocco.
Objective 

Assessing treatment methods and mortality rates linked topneumococcal meningitis in Casablanca. 
Methods 

A retrospective descriptive study was conducted to includeadults admitted to the Infectious Diseases Department oflbnRochd University Hospital in Casablanca for Streptococcuspneumoniae meningitis between January 2021 and January2024. 
Resultats 

The diagnosis of meningococcal meningitis was confirmedthrou{h cerebrospinal fluid {CSF) culture in 12 patients(75% and by polymerase chain reaction (PCR) in 4 patients(25% . The S. pneumoniae strain isolated from the culturewas found to be sensitive to penicillin ceftriaxone,vancomycin, ciprofloxacin and clindamycin. The minimuminhibitoIT concentration (MIC) confirmed antibioticsusceptifiility in the CSF culture. Addittop.�lly, S. pne�oniae bactere�ia was asspci�ted withmen1ng1tts 1n 7 _ pattents. The main comphcatton washydrocephalus (l %). Ceftriaxone was the most commonlyused antibiotic for empirical treatment and was frequentlycombined with dexamethasone before the availability ofCSF culture sensitivicy testing. Vancomycin was added tothe initial treatment if the clinical condition did not improveafter 48 hours of therap_y. The overall mortality rateobserved in this study was 25%. 
Table 1: Antibiotic Susceptibility Profile ofCSF 255 Culture Antibiograms 
Antibiotic Ceftriaxone Vancom cine Ci rofloxacine Penicilline Clindam cine 

Profile S S S S S 

Legende : S: sensitive 

Discussion 

According to the guidelines from the Infectious DiseasesSociety of America {IDSA), the treatment for bacterialmeningitis begins with empirical antibiotic therapy, whichconsists of a third-generation cephalosporin comoined withvancomycin. The main determinant of the thera_peuticefficacy of vancomycin is the ratio of the area uncfer thecurve to the minimum inhibitory concentration (AUC/MIC).Hence, there is a need for antibiotic dosing to ensure a druglevel above the MIC during treatment, preferably 4 times theMIC of the target organism. 

Conclusion 

Although treatment of pneumococcal meningitis can followguidelines recommended by infectious disease societies, themortality rate is still 25%. In Africa, pro_per antibiotic dosingis essential in managing bacterial memngitis to ensure thattime-dependent antibiotics remain above the minimuminhibitory concentration. 
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