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Summary Background: The Thwaites and Lancet scoring systems have been used in the rapid
diagnosis of tuberculous meningitis (TBM). However, brucellar meningoencephalitis (BME) has
similar characteristics with TBM. The ultimate aim of this study is to infer data to see if BME
should be included in the differential diagnosis of TBM when these two systems suggest the
presence of TBM.
Method: BME and TBM patients from 35 tertiary hospitals were included in this study. Overall
294 adult patients with BME and 190 patients with TBM were enrolled. All patients involved in
the study had microbiological confirmation for either TBM or BME. Finally, the Thwaites and
Lancet scoring systems were assessed in both groups.
Results: The Thwaites scoring system more frequently predicted BME cases (n Z 292, 99.3%)
compared to the TBM group (n Z 182, 95.8%) (P Z 0.017). According to the Lancet scoring sys-
tem, the mean scores for BME and TBM were 9.43 � 1.71 and 11.45 � 3.01, respectively
(P < 0.001). In addition, TBM cases were classified into “probable” category more significantly
compared to BME cases, and BME cases were categorized into the “possible” category more
frequently.
Conclusions: When the Thwaites or Lancet scoring systems indicate TBM, brucellar etiology
should also be taken into consideration particularly in endemic countries.
ª 2015 Elsevier Ltd. All rights reserved.
Table 1 Thwaites scoring system.

Score

Age (years)

�36 2
<36 0

WBC (103/ml)

�15,000 4
<15,000 0

History of illness (days)

�6 �5
<6 0

CSF total WBC (103/ml)

�900 3
<900 0

CSF % neutrophils

�75 4
<75 0

WBC: White blood cell count; CSF: Cerebrospinal fluid.
1. Introduction

Brucellosis is an endemic disease in the Mediterranean, the
Balkans, the Persian Gulf, the Middle East, and in Central
and South America [1e3]. Brucellar meningoencephalitis
(BME) is not an infrequent form of brucellosis and is one of
the leading causes of chronic CNS infections together with
tuberculous meningitis (TBM) [1,4]. Although the diagnosis
of BME is relatively easy [5], the diagnosis of TBM is chal-
lenging as culture is very slow and non-culture diagnostic
methods lack sensitivity [6]. For this reason, two prediction
systems, Thwaites and Lancet, have been developed in the
rapid diagnosis of TBM. Since BME has similar characteris-
tics with TBM [4,7,8], these two prediction systems may
have the potential to misdiagnose brucellar CNS disease as
TBM. The distinction of both entities is of outmost impor-
tance as the duration of therapy and types of regimens
differ. In addition, the use of antituberculous medications
like rifampin, quinolones or aminoglycosides, which are the
major therapeutic choices in the treatment of brucellosis
[1], may further complicate the course of BME due to
inadequate therapeutic optimization. Therefore, we plan-
ned this multicentric study including the largest BME case
series ever published to assess the place of these two
prediction systems in BME and to provide comparison with
TBM. To the best of our knowledge, this is the first study in
literature addressing this issue. The ultimate aim of this
study is to infer data if BME should be included in the dif-
ferential diagnosis of TBM when these two systems suggest
the presence of TBM.

2. Methods

BME and TBM patients from 35 tertiary hospitals were
included in this study. A standard questionnaire was sent to
the participant centers and the data were collected by
using a computer database. The Institutional Review Board
of Istanbul Fatih Sultan Mehmet Training and Research
Hospital approved the study protocol. Overall 294 adult
patients with BME (study group) were enrolled. The inclu-
sion criteria were all of the following: (i) the presence of
clinical symptoms consistent with either meningitis or
meningoencephalitis (ii) the presence of typical cerebro-
spinal fluid (CSF) findings consistent with meningitis, (iii)
the presence of positive culture or serological tests for
brucellosis in the blood or in the CSF, (iv) the absence of an
alternative neurological diagnosis.

The control group comprised adult TBM patients
selected from the Haydarpasa studies’ database [6].
Eligible 190 TBM patients out of 507 total cases in the
database with all of the parameters for Thwaites and
Lancet scoring systems were enrolled. Inclusion criteria to
Haydarpasa studies were clinical evidence of meningitis
and microbiological confirmation of TBM. The microbiolog-
ical confirmation included culture, polymerase chain
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reaction (PCR) analysis, and Ehrlich-Ziehl-Neelsen staining
from the CSF.

Thwaites scoring system included five clinical and labo-
ratory variables (Table 1). If the patient had a total score of
4 or less, the diagnosis was TBM. On the contrary, if the
score was higher than 4, then the patient was classified as
bacterial meningitis [9]. Accordingly, Lancet scoring system
included criteria for clinical, biochemical results for CSF,
cerebral imaging, and evidence of tuberculosis other than
CSF (Table 2). A score of 12 was assigned as “probable”,
6e11 as “possible”, and less than 5 were noted as negative
for TBM [10].

Since none of BME cases had acid-fast bacilli, culture or
PCR positivity for tuberculosis, these cases could be clas-
sified into possible or probable categories according to
Lancet scoring system. Accordingly, we included only defi-
nite TBM cases as the control group to prevent the inclusion
Table 2 Lancet scoring system.

Clinical criteria (maximum category score Z 6)
� Symptom duration of more than 5 days
� Systemic symptoms suggestive of tuberculosis (one or more of
gain in children), night sweats, or persistent cough for more th

� History of recent (within past year) close contact with an indiv
or a positive TST or IGRA (only in children <10 years of age)

� Focal neurological deficit (excluding cranial nerve palsies)
� Cranial nerve palsy
� Altered consciousness
CSF criteria (maximum category score Z 4)
� Clear appearance
� Cells: 10e500 per ml
� Lymphocytic predominance (>50%)
� Protein concentration greater than 1 g/L
� CSF to plasma glucose ratio of less than 50% or an absolute CSF
Cerebral imaging criteria (maximum category score Z 6)
� Hydrocephalus
� Basal meningeal enhancement
� Tuberculoma
� Infarct
� Pre-contrast basal hyperdensity
Evidence of tuberculosis elsewhere (maximum category score
� Chest radiograph suggestive of active tuberculosis: signs of tub
tuberculosis Z 4

� CT/MRI/ultrasound evidence for tuberculosis outside the CNS
� AFB identified or Mycobacterium tuberculosis cultured from an
lymph node, gastric washing, urine, blood culture

� Positive commercial M tuberculosis NAAT from extra-neural spe
Exclusion of alternative diagnoses

An alternative diagnosis must be confirmed microbiologically (by
serologically (e.g., syphilis), or histopathologically (e.g., lymp
that should be considered, dependent upon age, immune stat
pyogenic bacterial meningitis, cryptococcal meningitis, syphil
cerebral malaria, parasitic or eosinophilic meningitis (Angiost
toxocariasis, cysticercosis), cerebral toxoplasmosis and bacte
cerebral imaging)and malignancy (e.g., lymphoma)

TST: Tuberculin skin test. IGRA: Interferon-gamma release assay.
The individual points for each criterion (one, two, or four points) we
diagnostic value as defined in studies.
WBC: White blood cell count; CSF: Cerebrospinal fluid.
of meningoencephalitides other than TBM. For this reason,
we checked the distribution of TBM cases for possible or
probable categories, and ignored their microbiological
confirmation.

SPSS 22.0 program was used for statistical calculations.
Both groups were compared for Thwaites and Lancet
scoring systems by using ManneWhitney U test. According
to the categories of both scores two patient groups were
compared with chi-square test or Fisher’s exact test where
appropriate. The value of p < 0.05 was accepted as
significant.

3. Results

The mean age was 36.7 � 15.9 years and there were 135
(45.9%) females in the BME group (n Z 294). The CSF Rose-
Score

4
the following): weight loss (or poor weight
an 2 weeks

2

idual with pulmonary tuberculosis 2

1
1
1
1
1
1
1
1

glucose concentration less than 2.2 mmol/L 1

1
2
2
1
2

Z 4)
erculosis Z 2; miliary 2/4

2
other source-i.e., sputum, 4

cimen 4

stain, culture, or NAAT when appropriate),
homa). The list of alternative diagnoses
us, and geographical region, include:
itic meningitis, viral meningoencephalitis,
rongylus cantonesis, Gnathostoma spinigerum,
rial brain abscess (space-occupying lesion on

NAAT: Nucleic acid amplification test. AFB Z acid-fast bacilli.
re determined by consensus and by considering their quantified



Table 3 Mean, median values and categorical classifica-
tion of Thwaites scores.

Study group
(Neurobrucellosis)

Control group
(TBM)

p

n Z 294 n Z 190

Median score
(IQR)

�3 (�5 to �3) �3 (�5 to 0) 0.001a

Mean � SD score �3.11 � 2.30 �2.09 � 3.11
Diagnostic

classification
0.017b

TBM 292 (99.3%) 182 (95.8%)
Bacterial

meningitis

2 (0.7%) 8 (4.2%)

TBM: Tuberculous meningitis, IQR: Interquartile range.
P < 0.05 are significant in bold.
a ManneWhitney U test.
b Fisher’s exact test.

Table 4 Mean, median values and categorical classifica-
tion of Lancet scores.

Study group
(Neurobrucellosis)

Control group
(TBM)

p

n Z 294 n Z 190

Median score
(IQR)

10 (9e10) 11 (10e14) <0.001a

Mean � SD
score

9.43 � 1.71 11.45 � 3.01

Diagnostic
categories

<0.001b

Probable 26 (8.8%) 86 (45.3%)
Possible 259 (88.1%) 98 (51.6%)
Negative for
TBM

9 (3.1%) 6 (3.2%)

TBM: Tuberculous meningitis, IQR: Interquartile range.
P < 0.05 are significant in bold.
a ManneWhitney U test.
b Chi-square test.
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Bengal was positive in 98/151 (64.9%) of the patients. The
CSF tube agglutination test was positive in 200/237 (84.4%)
patients and in 59/65 (90.7%) cases the CSF Coombs
agglutination test was positive. In 39/264 (14.7%) cases
Brucella spp were recovered from the CSF culture while the
microorganism was isolated from the blood in 74/275
(26.9%) cases. The CSF PCR was found to be positive in 3/27
(11.1%) BME patients. In the TBM group (nZ 190), the mean
age was 41.1 � 19.7 years and there were 91 (47.9%) fe-
males. Acid-fast bacilli were shown in 40 (21%) cases while
Mycobacterium tuberculosis was recovered in 139 (73.2%)
patients from the CSF. CSF PCR was positive for M. tuber-
culosis in 39 cases (20.5%).
Figure 1 Comparison of the diagnostic index of Thwaites betwe
The mean and median values of Thwaites scores are
presented in Table 3. The Thwaites scoring system more
frequently predicted BME cases (n Z 292, 99.3%) compared
to the TBM group (nZ 182, 95.8%) (P Z 0.017). Comparison
of the diagnostic index of Thwaites between BME and TBM
are shown in Fig. 1.

According to the Lancet scoring system, the mean scores
for BME and TBM were 9.43 � 1.71 and 11.45 � 3.01
respectively (P < 0.001). Added to that, TBM cases were
classified into “probable” category more significantly
compared to BME cases, and the latter was categorized
en brucellar meningoencephalitis and tuberculous meningitis.



Figure 2 Comparison of Lancet diagnostic score for brucellar meningoencephalitis and tuberculous meningitis.
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into possible category more frequently (Table 4). Compar-
ison of Lancet diagnostic scores for BME and TBM is shown
in Fig. 2.

4. Discussion

Brucellosis and tuberculosis are multisystemic diseases,
which both may present with a broad spectrum of clinical
manifestations and complications. BME is observed in 3e6%
of all brucellosis patients [11e13] while TBM is reported in
up to 1% of all tuberculosis cases [14]. One of the most
important differentials for neurobrucellosis in resource poor
settings is considered to be tuberculosis by the clinicians
[15]. Both diseases have extensively variable neurologic
manifestations, including meningitis, meningoencephalitis,
cranial nerve involvement, myelitis, radiculopathy, neu-
ropathy, depression, paraplegia, stroke, and abscess for-
mation [4,7,8,16e18]. Thus, microbiological diagnosis in
both CNS infections is a great focus of concern in medical
practice [5,6]. The issue is more complicated in brucellosis
endemic countries, which mostly comprise developing world
with limited diagnostic capacity. Thus, Thwaites and Lancet
scoring systems produced to predict TBM are widely used by
clinicians to aid diagnosis. The former is a simplified scale
including five parameters on the basis of clinical and labo-
ratory features [9]. Alternatively, the latter is a relatively
more complex scale comprising clinical, cerebrospinal, im-
aging, and laboratory data [10]. Although the Lancet and
Thwaites’ diagnostic scoring systemswere found to be highly
effective in the differential diagnosis of TBM and bacterial
meningitis in previous studies [19e21], the agreement be-
tween these two scores was not strong [21]. Our data dis-
closed that these two prediction systems falsely identified
BME patients as TBM. Furthermore, the Thwaites scoring
system identified BME patients as TBM significantly higher
than TBM patients. Nevertheless, the Lancet scoring system
indicated the majority of BME cases to be in the “possible”
category and only 9% of the cases were classified into
“probable” TBM category in our study.

BME frequently has a subtle nature and cannot be sus-
pected easily due to its silent course [7]. Although the mor-
tality is around 1% with treatment, one-fifth of the cases
experiences persistent sequelae despite all therapeutic ef-
forts [4].Therearenoscoring systemsavailable forBME.Thus,
the clinician should use every microbiological diagnostic mo-
dality available to themtodiagnoseBMEwhen theThwaites or
Lancet prediction system suggests TBM. The highest sensi-
tivity in the diagnosis of BME is the serological tests [5,22] and
the use of automated culture system for CSF samples is better
than the solid media in the diagnosis. Furthermore, blood
cultures should be immediately obtained [5].

Although the major limitation of this study is its retro-
spective design, it is very difficult to provide such large
cohorts prospectively for BME and TBM. In conclusion, when
Thwaites or Lancet scoring systems predicts TBM, brucellar
etiology should be immediately taken into consideration
particularly in brucellosis endemic countries.

Funding

None to declare.

Conflict of interest

None to declare.



Neurotuberculosis prediction systems and neurobrucellosis 191
Acknowledgments

We did not receive a fund of any kind.

References

[1] Gul HC, Erdem H. Brucellosis (Brucella species). In:
Bennett JE, Dolin R, Blaser MJ, editors. Mandell, Douglass, and
Bennett’s principles and practice of infectious diseases. Phil-
adelphia: Elsevier Co; 2015. p. 2584e9.

[2] Pappas G, Papadimitriou P, Akritidis N, Christou L, Tsianos EV.
The new global map of human brucellosis. Lancet Infect Dis
2006;6:91e9.

[3] Franco MP, Mulder M, Gilman RH, Smits HL. Human brucellosis.
Lancet Infect Dis 2007;7:775e86.

[4] Erdem H, Ulu-Kilic A, Kilic S, Karahocagil M, Shehata G, Eren-
Tulek N, et al. Efficacy and tolerability of antibiotic combi-
nations in neurobrucellosis: results of the Istanbul study.
Antimicrobial Agents Chemother 2012;56:1523e8.

[5] Erdem H, Kilic S, Sener B, Acikel C, Alp E, Karahocagil M, et al.
Diagnosis of chronic brucellar meningitis and meningoen-
cephalitis: the results of the Istanbul-2 study. Clin Microbiol
Infect 2013;19:E80e6.

[6] Erdem H, Ozturk-Engin D, Elaldi N, Gulsun S, Sengoz G,
Crisan A, et al. The microbiological diagnosis of tuberculous
meningitis: results of Haydarpasa-1 study. Clin Microbiol
Infect 2014;20:O600e8.

[7] Gul HC, Erdem H, Bek S. Overview of neurobrucellosis: a
pooled analysis of 187 cases. Int J Infect Dis 2009;13:
e339e343.

[8] Gul HC, Erdem H, Gorenek L, Ozdag MF, Kalpakci Y, Avci IY,
et al. Management of neurobrucellosis: an assessment of 11
cases. Intern Med 2008;47:995e1001.

[9] Thwaites GE, Chau TT, Stepniewska K, Phu NH, Chuong LV,
Sinh DX, et al. Diagnosis of adult tuberculous meningitis by use
of clinical and laboratory features. Lancet 2002;360:1287e92.

[10] Marais S, Thwaites G, Schoeman JF, Torok ME, Misra UK,
Prasad K, et al. Tuberculous meningitis: a uniform case defi-
nition for use in clinical research. Lancet Infect Dis 2010;10:
803e12.
[11] Buzgan T, Karahocagil MK, Irmak H, Baran AI, Karsen H,
Evirgen O, et al. Clinical manifestations and complications in
1028 cases of brucellosis: a retrospective evaluation and re-
view of the literature. Int J Infect Dis 2010;14:e469e478.

[12] Bosilkovski M, Krteva L, Dimzova M, Kondova I. Brucellosis in
418 patients from the Balkan Peninsula: exposure-related
differences in clinical manifestations, laboratory test re-
sults, and therapy outcome. Int J Infect Dis 2007;11:342e7.

[13] Calik S, Gokengin D. Human brucellosis in Turkey: a review of
the literature between 1990 and 2009. Turk J Med Sci 2011;41:
549e55.

[14] Ducomble T, Tolksdorf K, Karagiannis I, Hauer B, Brodhun B,
Haas W, et al. The burden of extrapulmonary and meningitis
tuberculosis: an investigation of national surveillance data,
Germany, 2002 to 2009. Euro Surveill 2013;18.

[15] KesavP, VishnuVY, KhuranaD. Is neurobrucellosis thePandora’s
Box of modern medicine? Clin Infect Dis 2013;57:1056e7.

[16] Brancusi F, Farrar J, Heemskerk D. Tuberculous meningitis in
adults: a review of a decade of developments focusing on
prognostic factors for outcome. Future Microbiol 2012;7:
1101e16.

[17] Christensen AS, Roed C, Omland LH, Andersen PH, Obel N,
Andersen AB. Long-term mortality in patients with tubercu-
lous meningitis: a Danish nationwide cohort study. PLoS One
2011;6:e27900.

[18] Wait JW, Schoeman JF. Behaviour profiles after tuberculous
meningitis. J Trop Pediatr 2010;56:166e71.

[19] Zhang YL, Lin S, Shao LY, Zhang WH, Weng XH. Validation of
thwaites’ diagnostic scoring system for the differential diag-
nosis of tuberculous meningitis and bacterial meningitis. Jpn J
Infect Dis 2014;67:428e31.

[20] Sunbul M, Atilla A, Esen S, Eroglu C, Leblebicioglu H.
Thwaites’ diagnostic scoring and the prediction of tuberculous
meningitis. Med Princ Pract 2005;14:151e4.

[21] Kurien R, Sudarsanam TD, Thomas K. Tuberculous meningitis:
a comparison of scoring systems for diagnosis. Oman Med J
2013;28:163e6.

[22] Guven T, Ugurlu K, Ergonul O, Celikbas AK, Gok SE, Comoglu S,
et al. Neurobrucellosis: clinical and diagnostic features. Clin
Infect Dis 2013;56:1407e12.

http://refhub.elsevier.com/S1477-8939(15)00035-6/sref1
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref1
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref1
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref1
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref1
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref2
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref2
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref2
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref2
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref3
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref3
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref3
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref4
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref4
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref4
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref4
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref4
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref5
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref5
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref5
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref5
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref5
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref6
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref6
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref6
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref6
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref6
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref7
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref7
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref7
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref7
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref8
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref8
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref8
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref8
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref9
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref9
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref9
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref9
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref10
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref10
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref10
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref10
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref10
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref11
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref11
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref11
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref11
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref11
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref12
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref12
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref12
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref12
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref12
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref13
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref13
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref13
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref13
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref14
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref14
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref14
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref14
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref15
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref15
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref15
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref16
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref16
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref16
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref16
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref16
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref17
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref17
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref17
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref17
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref18
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref18
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref18
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref19
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref19
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref19
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref19
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref19
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref20
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref20
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref20
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref20
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref21
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref21
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref21
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref21
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref22
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref22
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref22
http://refhub.elsevier.com/S1477-8939(15)00035-6/sref22

	Tuberculous and brucellosis meningitis differential diagnosis
	1. Introduction
	2. Methods
	3. Results
	4. Discussion
	Funding
	Conflict of interest
	Acknowledgments
	References


