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Dear Editor:
Prof Gelabert-Gonzalez et al. have raised some valid points.
We agree that surgery should always be considered for brain
abscesses.

However, it is widely accepted that, in some circumstan-
ces, medical treatment alone can be successful. These in-
clude children with a short duration of illness, with no signs
of raised intracranial pressure, with either a solitary abscess
less than 2 or 3 cm [1, 2] and those with multiple small
abscesses, especially where the causative agent has been
identified [1].

Two children in our series did not have surgery due to the
perceived risk outweighing the benefit: one was a 3-week-
old baby with a small abscess in the internal capsule fol-
lowing pneumococcal meningitis and the other was a pre-
term infant with a large abscess following Enterbacter
cloacae meningitis who was symptomatic since birth. For
both these children, the pathogen was known and, therefore,
diagnostic aspiration was unnecessary, and medical treat-
ment was assessed as likely to succeed.

Regarding the duration of treatment, we recognise
that children in our series received considerably longer
courses of antibiotics than have been recommended in
the recent literature. The centre involved has adopted a
cautious approach to management of such significant

infections, which historically have significant mortality
and still carry significant morbidity. This approach has
involved careful monitoring of inflammatory markers,
and neuroimaging and antibiotics were often been con-
tinued until these were normal. The difference between
the duration of treatment for the group that did and did
not undergo surgery reflects the fact that the majority of
those that did not have surgery were deemed to be
improving without the need for surgical intervention
and, as such, required less treatment. Children with
BA or SDE were jointly managed by the neurosurgeons
and the paediatric infectious diseases team, and the
duration of treatment was decided on an individual
patient basis.

The hospital does have an empiric antibiotic policy,
recommending which antibiotics to use but not the
duration of treatment. This was referenced in the article
but not explicitly described. One of the drivers for
reviewing the management of these infections at our
centre was precisely this question of the duration of
treatment, in order to compare our prescribing with that
in the literature. The results highlight the need for local
and national paediatric guidelines.

There is no consensus on the best antibiotic management
of brain abscesses in children, and our aim in publishing our
experience was to aid in the discussions about how these
infections should be managed in the future. We would
welcome further discussion on this matter.
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