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Abstract
Background: Hyperglycemia has been associated with unfavorable outcome in several disorders, but few data
are available in bacterial meningitis. We assessed the incidence and significance of hyperglycemia in adults with
bacterial meningitis.
Methods: We collected data prospectively between October 1998 and April 2002, on 696 episodes of
community-acquired bacterial meningitis, confirmed by culture of CSF in patients >16 years. Patients were
dichotomized according to blood glucose level on admission. A cutoff random non-fasting blood glucose level of
7.8 mmol/L (140 mg/dL) was used to define hyperglycemia, and a cutoff random non-fasting blood glucose level
of 11.1 mmol/L (200 mg/dL) was used to define severe hyperglycemia. Unfavorable outcome was defined on the
Glasgow outcome scale as a score <5. We also evaluated characteristics of patients with a preadmission diagnosis
of diabetes mellitus.
Results: 69% of patients were hyperglycemic and 25% severely hyperglycemic on admission. Compared with nonhyperglycemic patients, hyperglycemia was related with advanced age (median, 55 yrs vs. 44 yrs, P < 0.0001),
preadmission diagnosis of diabetes (9% vs. 3%, P = 0.005), and distant focus of infection (37% vs. 28%, P = 0.02).
They were more often admitted in coma (16% vs. 8%; P = 0.004) and with pneumococcal meningitis (55% vs. 42%,
P = 0.007). These differences remained significant after exclusion of patients with known diabetes. Hyperglycemia
was related with unfavorable outcome in a univariate analysis but this relation did not remain robust in a
multivariate analysis. Factors predictive for neurologic compromise were related with higher blood glucose levels,
whereas factors predictive for systemic compromise were related with lower blood glucose levels. Only a
minority of severely hyperglycemic patients were known diabetics (19%). The vast majority of these known
diabetic patients had meningitis due to Streptococcus pneumoniae (67%) or Listeria monocytogenes (13%) and they
were at high risk for unfavorable outcome (52%).
Conclusion: The majority of patients with bacterial meningitis have hyperglycemic blood glucose levels on
admission. Hyperglycemia can be explained by a physical stress reaction, the central nervous system insult leading
to disturbed blood-glucose regulation mechanisms, and preponderance of diabetics for pneumococcal meningitis.
Patients with diabetes and bacterial meningitis are at high risk for unfavorable outcome.
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Background
Hyperglycemia has been reported to be associated with
poor outcome in several infectious and neurological disorders, such as sepsis, stroke and severe head injury. [1-4]
In bacterial meningitis, one study showed no association
between hyperglycemia on admission and mortality, but
this study was retrospective and involved low numbers of
patients.[5] Acute hyperglycemia has been associated with
an increase of circulating cytokine concentrations and
with an impaired ability to oppose infection.[6] Intensive
insulin therapy has shown to prevent morbidity and
reduce mortality in critically ill patients.[7,8] In addition,
it has been shown to have strong anti-inflammatory
effects which could be of potential importance in patients
with severe bacterial meningitis.[9]
In this nationwide prospective cohort study we assessed
the prevalence and prognostic value of hyperglycemia on
admission in patients presenting with communityacquired bacterial meningitis. We also evaluated characteristics of patients with a preadmission diagnosis of diabetes mellitus.

Methods
The Dutch Meningitis Cohort Study is a prospective
nationwide observational cohort study of 696 adults with
community-acquired bacterial meningitis in the Netherlands, carried out between October 1998 and April 2002.
Inclusion and exclusion criteria have been described
extensively elsewhere.[10] In summary, all patients were
aged over 16 years and had cerebrospinal fluid (CSF) culture proven bacterial meningitis. In total, 696 episodes of
community-acquired bacterial meningitis occurred in 671
patients; 25 patients had a second episode of bacterial
meningitis. Informed consent was obtained from participating patients or their legally authorized representatives.
Information, including blood glucose values, was collected by means of a case record form. Neurological examination was performed on discharge and the patient's
outcome was classified as unfavorable (defined by a Glasgow Outcome Scale score of 1 to 4 points at discharge) or
favorable (a score of 5).[10,11] The Glasgow Outcome
Scale is a well-validated measurement scale with scores
varying from 1 (indicating death) to 5 (good recovery).[12] The study was performed in accordance with the
Dutch privacy legislation and was approved by our ethics
committee. Written informed consent to use data made
anonymous was obtained from the patient (if possible) or
from the patient's legal representative.
The criteria of the American Diabetes Association were
used to define hyperglycemia in non-fasting blood samples.[13] In these guidelines non-fasting blood glucose
levels of >7.8 mmol/L (>140 mg/dL) are defined as
"hyperglycemia" and ≥ 11.1 mmol/L (>200 mg/dL) as
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diabetic values (in our paper referred to as "severe hyperglycemia"). We did not measure glycosylated hemoglobin
(HbA1C) in our patients and had no information on formal glucose tolerance testing.
For the comparison of non-normally distributed variables
nonparametric testing, Mann-Whitney U, χ2, or Fisher
exact tests were used. We used logistic regression analysis
to calculate OR and 95% CI to assess the strength of the
association between potential risk factors and unfavorable
outcome or hyperglycemia. Based on previous research
and pathophysiological interest, 10 most relevant risk factors for outcome or blood glucose levels were
selected.[14] Although the median percentage of missing
values for individual variables in our study was low (2%),
data were complete on all potential predictors in 408 out
of 696 episodes (59%). Complete case analysis would
potentially hamper the power of the multivariate models
and, in addition, might lead to biased results. Therefore,
we used the multiple imputation method to replace each
missing value with a set of plausible values that represent
the uncertainty about the right value to impute. By repeating this process several times, the uncertainty in the precision is properly taken into account.[15] The final
estimates of the multivariate model were obtained by
combining the results of 10 rounds of imputations. Analyses were also performed on the non-imputed dataset; in
all presented analyses point estimates were similar as
using the nonimputed dataset, with somewhat wider confidence intervals. Population description is done with
medians and interquartile ranges (IQR). All analyses were
performed using SAS software, version 9.11 (SAS Institute) and a 2-tailed P value below 0.05 was considered as
significant.

Results
Serum blood glucose levels were measured on admission
in 682 of 696 episodes (98%). Hyperglycemia was present
in 470 episodes (69%; Table 1), including severe hyperglycemia in 171 (25%). Two patients had a blood glucose
level <4 mmol/L (<72 mg/dL); both patients had a
preadmission diagnosis of diabetes. Patients with hyperglycemia were older than non-hyperglycemic patients and
were more likely to have a preadmission diagnosis of diabetes. On the other hand, only a minority of the severely
hyperglycemic patients were known diabetics (19%).
Before admission, seizures were more often present
among hyperglycemic patients as compared with nonhyperglycemic patients; however, this was not true for
severe hyperglycemia.
On admission, patients with hyperglycemia were more
likely to have a distant focus of infection (Table 1), mainly
otitis or sinusitis. When patients with a preadmission
diagnosis of diabetes were excluded, no association was
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Table 1: Features in adults with and without hyperglycemia or severe hyperglycemia

Hyperglycemia glucose in mmol/L (mg/dL)

Age
Seizures
Distant infection focus
*
Diabetes
Immunocompromised
GCS <14
GCS <8 (coma)
DBP < 60 mmHg
HR > 120 bpm
T >38.0
Focal neurologic
deficits#
S. pneumoniae
CSF white cell count
<1000
Platelet cell count
Positive blood culture
Unfavorable outcome
Mortality

Severe hyperglycemia glucose in mmol/L
(mg/dL)

<7.8 (140)
(n = 212)

≥ 7.8 (140)
(n = 470)

P

<11.1 (200)
(n = 511)

≥ 11.1 (200)
(n = 171)

P

44 (24–64)
2/206 (1%)
60/212 (28%)

55 (37–68)
29/447 (7%)
175/470 (37%)

<0.001
0.001
0.02

48 (29–65)
20/493 (4%)
155/511 (30%)

59 (45–70)
11/160 (7%)
80/171 (47%)

<0.0001
0.2
<0.001

6/210 (3%)
26/211 (12%)
127/211 (60%)
17/211 (8%)
32/201 (16%)
27/212 (13%)
154/200 (77%)
67/212 (32%)

40/466 (9%)
83/470(18%)
342/469 (73%)
77/469(16%)
29/457 (6%)
48/470 (10%)
357/465(77%)
161/470 (34%)

0.005
0.09
0.001
0.004
<0.001
0.3
1.0
0.5

14/506 (3%)
62/510 (12%)
327/510 (64%)
58/510 (11%)
58/490 (12%)
53/511 (10%)
380/496 (77%)
162/511 (32%)

32/170 (19%)
47/171 (28%)
142/170 (84%)
36/170 (21%)
3/168 (2%)
22/171 (13%)
131/169 (94%)
66/171 (39%)

<0.001
<0.001
<0.001
0.002
<0.001
0.4
0.8
0.1

88/212 (42%)
58/197 (29%)

256/470 (55%)
76/436 (17%)

0.007
0.001

228/511 (45%)
104/474 (22%)

116/171 (68%)
30/159 (19%)

<0.001
0.4

175 (121–237)
121/178(68%)
65/212 (31%)
38/212 (18%)

189 (147–240)
276/424 (65%)
163/470 (35%)
102/470 (22%)

0.03
0.5
0.3
0.3

180 (139–236)
295/447(66%)
156/511 (31%)
96/513 (19%)

198 (150–253)
102/155 (66%)
72/171 (42%)
44/169 (26%)

0.02
1.0
0.008
0.05

Numbers are number/number assessed (percentage) or median (interquartile range) unless otherwise indicated. GCS denotes Glasgow Coma
Scale, DPB diastolic blood pressure, HR hear rate, T bodily temperature (grade Celsius), CSF cerebrospinal fluid. * Defined as otitis/sinusitis or
pneumonia. #Defined as cranial nerve palsies, aphasia, monoparesis or hemiparesis

found with otitis or sinusitis (P = 0.14), although there
was such an association for severely hyperglycemic
patients (P = 0.004). Patients with hyperglycemia were
more likely to present with a change in mental status or in
a coma. This difference remained significant after exclusion of diabetic patients (change in mental status: 72% vs.
60%, P = 0.003). Lumbar puncture was performed in all
episodes and CSF culture yielded S. pneumoniae in a
higher proportion of episodes with hyperglycemia as
compared with normal glucose levels. Interestingly,
patients with hyperglycemia were less likely to present
sign of systemic compromise: smaller proportions presented with a diastolic blood pressure <60 mm Hg, or CSF
white blood cell counts <1000 cells/mm3, and they had
higher platelet counts. CSF glucose levels were measured
in 617 patients (89%) and correlated with blood glucose
levels (Pearson's, P < 0.001). Median glucose CSF/serum
ratio was 0.09 (IQR, 0.02–0.31) for patients with favorable outcome (GOS score 5, n = 459), and 0.05 (IQR, 0.01–
0.21) for patients with unfavorable outcome (GOS score
< 5, n = 237; P = 0.01). No statistically significant difference in glucose CSF/serum ratio was seen between
patients who died (n = 143) and those who survived (n =
553, P = 0.24).
The overall number of patients with an unfavorable outcome was 228 (33%). Mortality was significantly higher

in severely hyperglycemic patients (26% vs. 19%, P =
0.05). This association remained significant after exclusion of patients with a preadmission diagnosis of diabetes
(40% vs. 30%, P = 0.03).
We performed a univariate analysis on the raw dataset,
followed by a multivariate regression analysis to identify
factors predictive for unfavorable outcome (Table 2). We
also included serum glucose in this model. We identified
several (known) factors for unfavorable outcome: S. pneumoniae as the causative microorganism, advanced age, a
low score on the Glasgow Coma Scale, the presence of a
focal neurologic deficit, a low platelet count and a low
CSF leukocyte count. In the multivariate analysis serum
glucose was no longer predictive of outcome.
As a next step we undertook a multivariate analysis of factors related to blood glucose levels. The following factors
were associated with a rise of serum glucose: a preadmission diagnosis of diabetes (an extra 5.30 mmol/L or 95.36
mg/dL of glucose if present), age (every year added an
extra 0.02 mmol/L or 0.31 mg/dL of glucose, P = 0.03),
the presence of a distant focus of infection (an extra 0.88
mmol/L or 15.77 mg/dL of glucose if present, P = 0.004),
the presence of immunocompromised states other than
diabetes (an extra 0.99 mmol/L or 17.84 mg/dL of glucose
if present, P = 0.03), diastolic blood pressure (every 1 mm

Page 3 of 7
(page number not for citation purposes)

BMC Infectious Diseases 2009, 9:57

http://www.biomedcentral.com/1471-2334/9/57

Table 2: Univariate and Multivariate analysis of factors associated with unfavorable outcome

Characteristic

Odds ratio (95% CI) (univariate)

P

Odds ratio (95% CI) (multivariate)

P

1.47 (1.35–1.62)
2.24 (1.23–4.11)
2.92 (1.76–4.90)

<0.0001
<0.01
<0.0001

1.16 (1.03–1.16)
0.96 (0.42–2.16)
1.15 (0.61–2.17)

0.01
0.9
0.7

2.26 (0.73–6.58)
1.00 (reference)
1.62 (1.09–2.44)
3.96 (2.51–6.31)
0.97 (0.92–1.01)
0.82 (0.78–0.86)
2.05 (1.48–2.84)
2.50 (1.80–3.48)
0.87 (0.69–1.07)
0.62 (0.50–0.76)
0.80 (0.75–0.85)

<0.01

4.95 (1.09–22.45)
1.00 (reference)
1.23 (0.75–2.01)
2.44 (1.35–4.43)
0.95 (0.90–1.01)
0.87 (0.81–0.93)
1.04 (0.67–1.63)
1.93 (1.28–2.90)
0.93 (0.75–1.16)
0.62 (0.48–0.81)
0.80 (0.74–0.87)

0.04

Age, yrs
Known diabetes
Immunocompromised, not diabetes
Heart rate
< 60 bpm
60–90 bpm
>90–120 bpm
>120 bpm
Diastolic blood pressure
Glasgow Coma Scale
Distant focus of infection*
Focal neurologic deficits#
Blood glucose
Log platelet count
Log CSF leukocyte count
Causative organism
S. pneumoniae
N. meningitidis
Other

<0.001
0.01
<0.001
<0.0001
<0.0001
0.001
<0.001
<0.001

7.65 (5.02–12.00)
1.00 (reference)
3.98 (2.22–7.17)

<0.0001
<0.001

0.4
0.003
0.09
<0.001
0.9
0.002
0.5
<0.001
<0.001

4.95 (2.69–9.12)
1.00 (reference)
2.38 (1.12–5.04)

<0.001
0.02

* Defined as otitis/sinusitis or pneumonia. # Defined as cranial nerve palsies, aphasia, monoparesis or hemiparesis. Bpm denotes beats per minute,
CSF cerebrospinal fluid.

Hg added an extra 0.15 mmol/L or 2.62 mg/dL of glucose,
P < 0.001), sum score on the Glasgow Coma Scale (every
decrease by one point added an extra 0.15 mmol/L or 2.77
mg/dL of glucose, P < 0.001) and CSF leukocyte count
(every 10-fold decrease added an extra 0.16 mmol/L or
2.86 mg/dL of glucose, P < 0.001). Platelet counts or infection with S. pneumoniae were not related to blood glucose
levels in this analysis
A preadmission diagnosis of diabetes was present in 46
patients (Table 3); 87% of these patients were hyperglycemic on admission and 70% were severely hyperglycemic.
The median age was 69 years and predisposing conditions

other than diabetes were present in a large proportion of
patients (39%). Patients had severe illness as reflected in
low levels of consciousness and high rates of focal neurologic deficits. Overall, the clinical presentation was not
"atypical" (i.e., lacking the "classical" clinical symptoms
of fever, headache and a decreased level of consciousness)
and the vast majority of patients had pneumococcal meningitis (67%). Other causative organisms were Listeria
monocytogenes (13%), group B streptococci (4%), and
Escherichia coli (2%). The rate of unfavorable outcome
among diabetic patients was high (52%).

Table 3: Characteristics of diabetic patients with meningitis (n = 46)

Characteristics

value

Characteristics

Median age in years (IQR)
Symptoms <24 hours
Predisposing conditions
Distant focus of infection*
Otitis/sinusitis
Pneumonia
Symptoms and signs
Headache
Neck stiffness
Temperature >38°C
GCS <14
Score on GCS <8
Focal neurologic deficits#

69 (59–74)
30/45 (65%)

Laboratory features
CSF WBC <1000/mm3
Blood glucose ≥ 7.8 mmol/L (≥ 140 mg/dL)
Blood glucose ≥ 11.1 mmol/L (≥ 200 mg/dL)
Positive blood culture
Causative organism
S. pneumoniae
N. meningitidis
Listeria monocytogenes
Group B streptococci
Escherichia coli
Favorable outcome
Death

33/46 (72%)
15/46 (33%)
5/46 (11%)
33/41 (81%)
34/44 (77%)
38/46 (83%)
35/45 (78%)
14/44 (31%)
24/46 (52%)

value

10/46 (23%)
40 (87%)
32 (70%)
25/46 (57%)
31/46 (67%)
6/46 (13%)
6/46 (13%)
2/46 (4%)
1/46 (2%)
22/46 (48%)
15/46 (33%)

* Defined as otitis/sinusitis or pneumonia. # Defined as cranial nerve palsies, aphasia, monoparesis or hemiparesis. IQR denotes interquartile rate,
GCS Glasgow Coma Scale, WBC white blood cell count
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Discussion
Our study shows that hyperglycemia is a very common
finding in patients presenting with bacterial meningitis.
One out of four patients in our cohort had severe hyperglycemia which was related with unfavorable outcome in a
univariate analysis (P = 0.008). However, the association
between glucose levels and unfavorable outcome did not
remain robust in a multivariate analysis.
Many of the factors predictive for unfavorable outcome
were also predictive for severe hyperglycemia on admission. High blood glucose levels seem to be an epiphenomenon of disease severity and physical stress, at least partly.
Factors predictive for systemic compromise are strong predictors of unfavorable outcome in adults with bacterial
meningitis.[8] This relation is comparable with any other
critical illness. However, some of the well known factors
predictive for unfavorable outcome in bacterial meningitis, such as low CSF white cell counts, low diastolic blood
pressure, and low thrombocyte counts, were not related to
high glucose serum levels. On the contrary, these factors
had an inverse relation with serum blood glucose levels.
This finding could not be explained by differences in causative bacterial agents between groups. Our results therefore emphasize the importance of the insult to the central
nervous system, rather than the systemic insult in patients
with bacterial meningitis, leading to disturbed blood-glucose regulation mechanisms. This effect has been
described previously in patients after stroke and might be
caused by effects on central autonomic control
sites.[16,17]
Diabetes was by far the strongest predictor for higher glucose levels on admission. The overall proportion of
patients with a pre-admission diagnosis of diabetes was
7%. However, this percentage might have been underestimated since many patients had diabetic blood glucose levels on admission. The incidence of diabetes among adults
with bacterial meningitis has been reported to be as high
as 39% in Taiwan.[18] The meningitis population in Taiwan differed markedly from our cohort with respect to the
causative organisms. In Taiwan, Klebsiella pneumoniae was
the most common causative organism in both diabetic
and non-diabetic patients, whereas no infection with S.
pneumoniae occurred in any of the diabetic patients. By
contrast, in our cohort S. pneumoniae was the most common causative microorganism and was significantly more
common in patients with hyperglycemia (55%) than in
patients without hyperglycemia (42%). Differences in
microbial epidemiology, innate immunity and health
care might account for these differences.
As in stroke, hyperglycemia could be a measure of previously unrecognized insulin resistance or diabetes.[19]
This idea is supported by the observation that predictors
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for hyperglycemia were also associated with diabetes
before admission: older age, other immunocompromise
than diabetes (use of immunosuppressive medication,
like corticosteroids), and a distant focus of infection.
The majority of patients with a pre-admission diagnosis of
diabetes had pneumococcal meningitis (67%). Diabetes
is a well known risk factor for invasive pneumococcal diseases. In the U.S. and some European countries, physicians are advised to vaccinate diabetic patients with the
23-valent pneumococcal polysaccharide vaccine [20-22].
The 23-valent pneumococcal polysaccharide vaccine
would have provided coverage for 87% of all causative
pneumococcal strains in the Dutch Meningitis Cohort
Study.[23] Vaccine efficacy however, is likely less than
60%[24] and no randomized controlled clinical trials
using this vaccine have yet been carried out in diabetic
patients to support this recommendation.
This study has several limitations. First, only patients who
had a positive CSF culture were included. Negative CSF
cultures are estimated to occur in 11 to 30% of patients
with bacterial meningitis.[10,25] No significant differences in clinical presentation have been reported between
culture-positive bacterial meningitis and those with culture-negative bacterial meningitis.[25,26] It is therefore
unlikely that this factor confounded our results. Second
but more importantly, we used a single random blood
glucose measurement on admission to define hyperglycemia. As can be seen in stroke[27] and subarachnoid hemorrhage[3], persistent hyperglycemia or persistently high
levels of fasting blood glucose may be more important
than hyperglycemia on admission and might have an
independent effect on outcome, which we were not able
to assess because follow-up blood glucose concentrations
were unavailable. We also did not measure glycosylated
hemoglobin (HbA1C) in our patients. This is an important limitation of our study. Finally, we have no data on
the adequacy of antihyperglycemic treatment and treatment-related hypoglycemia.
Although the exact nature of the relation between severe
hyperglycemia and outcome in bacterial meningitis
remains uncertain, data of previous studies including critically ill patients suggest that severe hyperglycemia should
be treated, also in adults presenting with bacterial meningitis. Based on these previous studies, we recommend
aiming for blood glucose levels below 10.0 mmol/L (180
mg/dL) throughout the clinical course, while trying to
avoid hypoglycemia. The increased risk of hypoglycemia
has been one of the major concerns put forward with
regard to intensive insulin therapy.[28] A recently published study even found an increased mortality and a
higher incidence of hypoglycemia in critically ill patients
who where treated with intensive glucose control as com-
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pared to those who were treated with conventional glucose control.[29] Although we were unable to assess the
frequency and severity of treatment-related hypoglycemia
in our cohort, hypoglycemia can be life threatening and
hypoglycemic symptoms are not easily recognized in
patients with acute bacterial meningitis. Severe hypoglycemia or prolonged hypoglycemia can lead to convulsions,
coma, and irreversible brain damage. In the single-center
prospective randomized controlled trials from Leuven,
the risk of hypoglycemia (glucose of ≤ 2.2 mmol/L or ≤ 40
mg/dL) increased from 0.8% to 5.1% in the surgical ICU
trial and from 3.1% to 18.7% in the medical ICU
trial.[7,8] In those ICU based trials, insulin adjustments
were based on measurements of blood glucose levels in
arterial blood, at one- to four-hour intervals, and doses
were administered by a team of intensive care nurses,
assisted by a study physician. The question arises whether
intensive insulin therapy is feasible, safe and effective
when implemented outside of the ICU, where most
patients with acute bacterial meningitis are managed. Previous studies have shown that control of hyperglycemia in
patients admitted to a stroke unit remains difficult.[19]
However, in light of the growing evidence of the detrimental effects of sustained hyperglycemia in other neurological diseases, physicians treating patients with bacterial
meningitis should play a more active role in the control of
blood glucose levels.

Conclusion
The majority of patients with bacterial meningitis have
hyperglycemic blood glucose levels on admission. Hyperglycemia can be explained by a physical stress reaction,
the central nervous system insult leading to disturbed
blood-glucose regulation mechanisms, and preponderance of diabetics for pneumococcal meningitis. Patients
with diabetes and bacterial meningitis are at high risk for
unfavorable outcome.

Competing interests

http://www.biomedcentral.com/1471-2334/9/57

Author Information
Correspondence: Diederik van de Beek, MD, PhD, Department of Neurology and Center of Infection and Immunity
Amsterdam (CINIMA), Academic Medical Center, University of Amsterdam, P.O. Box 22660, 1100DD Amsterdam,
The Netherlands (d.vandebeek@amc.uva.nl).

References
1.

2.
3.

4.
5.
6.

7.
8.
9.

10.
11.

12.
13.

The authors declare that they have no competing interests.

14.

Authors' contributions

15.

ES participated in the analysis and interpretation of the
data, and drafted the manuscript. WFW participated in the
analysis and interpretation of the data, and writing of the
manuscript. JdG participated in the data collection. NDK
participated in writing the manuscript. LS participated in
writing the manuscript. JBR participated in the analysis
and interpretation of the data, and writing the manuscript. DvdB concepted and designed the study, collected
the data, participated in the analysis and interpretation of
the data, and drafted the manuscript. All authors read and
approved the final manuscript.

16.

17.
18.

19.

Capes SE, Hunt D, Malmberg K, Pathak P, Gerstein HC: Stress
hyperglycemia and prognosis of stroke in nondiabetic and
diabetic patients: a systematic overview.
Stroke 2001,
32:2426-2432.
Jeremitsky E, Omert LA, Dunham CM, Wilberger J, Rodriguez A: The
impact of hyperglycemia on patients with severe brain
injury. J Trauma 2005, 58:47-50.
Kruyt ND, Roos YW, Dorhout Mees SM, Bergh WM van den, Algra
A, Rinkel GJ, et al.: High mean fasting glucose levels independently predict poor outcome and delayed cerebral ischaemia
after aneurysmal subarachnoid haemorrhage. J Neurol Neurosurg Psychiatry 2008, 79:1382-1385.
Rovlias A, Kotsou S: The influence of hyperglycemia on neurological outcome in patients with severe head injury. Neurosurgery 2000, 46:335-342.
Powers WJ: Hyperglycemia is not associated with mortality in
bacterial meningitis. Ann Neurol 1983, 14:82-83.
Esposito K, Nappo F, Marfella R, Giugliano G, Giugliano F, Ciotola M,
et al.: Inflammatory cytokine concentrations are acutely
increased by hyperglycemia in humans: role of oxidative
stress. Circulation 2002, 106:2067-2072.
Berghe G van den, Wouters P, Weekers F, Verwaest C, Bruyninckx
F, Schetz M, et al.: Intensive insulin therapy in the critically ill
patients. N Engl J Med 2001, 345:1359-1367.
van den Berghe G, Wilmer A, Hermans G, Meersseman W, Wouters
PJ, Milants I, et al.: Intensive insulin therapy in the medical ICU.
N Engl J Med 2006, 354:449-461.
Hansen TK, Thiel S, Wouters PJ, Christiansen JS, van den Berghe G:
Intensive insulin therapy exerts antiinflammatory effects in
critically ill patients and counteracts the adverse effect of
low mannose-binding lectin levels. J Clin Endocrinol Metab 2003,
88:1082-1088.
Beek D van de, de Gans J, Spanjaard L, Weisfelt M, Reitsma JB, Vermeulen M: Clinical features and prognostic factors in adults
with bacterial meningitis. N Engl J Med 2004, 351:1849-1859.
Weisfelt M, van de Beek D, Spanjaard L, Reitsma JB, de Gans J: Clinical features, complications, and outcome in adults with
pneumococcal meningitis: a prospective case series. Lancet
Neurol 2006, 5:123-129.
Jennett B, Bond M: Assessment of outcome after severe brain
damage. Lancet 1975, 1:480-484.
[Anon]: Diagnosis and classification of diabetes mellitus. Diabetes Care 2008, 31:S55-S60.
van de Beek D, de Gans J, Tunkel AR, Wijdicks EF: Communityacquired bacterial meningitis in adults. N Engl J Med 2006,
354:44-53.
Little RJA, Rubin DB: Statistical analysis with missing data 2nd edition.
Hoboken, N.J: Wiley; 2002.
Allport LE, Butcher KS, Baird TA, Macgregor L, Desmond PM, Tress
BM, et al.: Insular cortical ischemia is independently associated with acute stress hyperglycemia.
Stroke 2004,
35:1886-1891.
Mitchell AJ: Clinical implications of poststroke hypothalamopituitary adrenal axis dysfunction: A critical literature
review. J Stroke Cerebrovasc Dis 1997, 6:377-388.
Huang CR, Lu CH, Chang HW, Lee PY, Lin MW, Chang WN: Community-acquired spontaneous bacterial meningitis in adult
diabetic patients: an analysis of clinical characteristics and
prognostic factors. Infection 2002, 30:346-350.
Bruno A, Biller J, Adams HP Jr, Clarke WR, Woolson RF, Williams LS,
et al.: Acute blood glucose level and outcome from ischemic
stroke. Trial of ORG 10172 in Acute Stroke Treatment
(TOAST) Investigators. Neurology 1999, 52:280-284.

Page 6 of 7
(page number not for citation purposes)

BMC Infectious Diseases 2009, 9:57

20.
21.
22.
23.
24.

25.
26.
27.

28.
29.

http://www.biomedcentral.com/1471-2334/9/57

Prevention of Pneumococcal Disease: Recommendations of
the Advisory Committee on Immunization Practices
(ACIP). MMWR 1997, 46:1-24.
The Pneumococcal Immunisation Programme For Older
People And Risk Groups. London, United Kingdom, Department
of Health; 2005.
Empfehlungen der Ständigen Impfkommission (STIKO) am
Robert Koch-Institut. Epidemiologisches Bulletin. Volume 30.
Berlin, Germany, Robert Koch-Institut; 2008:235-254.
Weisfelt M, de Gans J, van der Poll T, van de Beek D: Pneumococcal
meningitis in adults: new approaches to management and
prevention. Lancet Neurol 2006, 5:332-342.
Harboe ZB, Valentiner-Branth P, Benfield TL, Christensen JJ, Hjuler
T, Kaltoft M, et al.: Estimated effect of pneumococcal conjugate
vaccination on invasive pneumococcal disease and associated mortality, Denmark 2000–2005.
Vaccine 2008,
26:3765-3771.
Durand ML, Calderwood SB, Weber DJ, Miller SI, Southwick FS, Caviness VS Jr, et al.: Acute bacterial meningitis in adults. A review
of 493 episodes. N Engl J Med 1993, 328:21-28.
Sigurdardottir B, Bjornsson OM, Jonsdottir KE, Erlendsdottir H, Gudmundsson S: Acute bacterial meningitis in adults. A 20-year
overview. Arch Intern Med 1997, 157:425-430.
Baird TA, Parsons MW, Phanh T, Butcher KS, Desmond PM, Tress
BM, et al.: Persistent poststroke hyperglycemia is independently associated with infarct expansion and worse clinical
outcome. Stroke 2003, 34:2208-2214.
Merz TM, Finfer S: Pro/con debate: Is intensive insulin therapy
targeting tight blood glucose control of benefit in critically ill
patients? Crit Care 2008, 12:212.
Finfer S, Chittock DR, Su SY, Blair D, Foster D, Dhingra V, et al.:
Intensive versus conventional glucose control in critically ill
patients. N Engl J Med 2009, 360:1283-97.

Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2334/9/57/prepub

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 7 of 7
(page number not for citation purposes)

