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ABSTRACT

Pyopericardium is a rare condition with a high mortality in which infection
propagates in the pericardial space leading to pus filled pericardial effusion and
cardiac tamponade, which can cause cardiogenic shock and death. We present a
case of previously healthy 79 years old male, who was diagnosed as Tubercular
Pericardial effusion in IOM-TUTH, Maharajgung and on Antitubercular
Therapy since 2 months. The patient didn’t respond well with the therapy and
eventually presented to Chitwan Mutu Aspatal emergency with features of
cardiac tamponade. It was confirmed on Two-Dimensional transthoracic
Echocardiography and emergency pericardiocentesis drained frank pus around
1000ml. The patient was administered intravenous antibiotics along with
continuation of Antitubercular Therapy and other supportive measures leading
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to gradual recovery of the patient and then discharged on antibiotics.
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INTRODUCTION

Since the advent of antibiotics, pyopericardium is a
rare phenomenon.' It has a high mortality rate of
40% in treated patients, and nearly 100% in un-
treated patients. Therefore, it is important not to
miss the diagnosis. In the current era of antibiotic
resistance, we may see a resurgence of this rare
infective condition.

CASE PRESENTATION

A 79 years old man, chronic smoker being treated
in [IOM-TUTH with 2 months history of left sided
pleuritic chest pain, increased shortness of breath
on exertion and dry cough. At emergency, he was
in respiratory distress with tachypnoea, raised JVP,
basal crackles, distended abdomen, pedal edma,
hypotension with sinus tachycardia and desatura-
tion. Blood tests revealed anemia (chronic) with
severe hyponatremia with severe hypothyroidism
(Serum TSH>100mIU/L). Contrast enhanced Com-
puted Tomography (CECT) chest reveals multiple
pre-tracheal , sub-carinal lymphadenopathy, col-
lapsed right middle lobe, B/L centi-lobular nodules
(tree in buds appearance) with gross pericardial
effusion with maximum thickness of 40mm and left
sided pleural effusion. Chest X-ray PA view reveals
enlarged cardiac shadow with left sided lower zone
haziness (Figure 1). Figure 2 demonstrates Chest X
-ray after pericardial and left sided pleural tapping
with marked reduction in cardiac silhouette and
better visualization of left costophrenic and cardio-
phrenic angles. ECG shows low voltage QRS with
sinus tachycardia with electrical alternans. 2D-
Transthoracic Echocardiography shows massive
circumferential pericardial effusion with RA and

Figure 1. gross cardi- Figure 2. Chest X-ray after
omegaly. pericardial tapping with
water bottle sign.

RV diastolic collapse, distended IVC and hepatic
veins with marked respiratory variation of tricus-
pid and mitral flow suggestive of pericardial tam-
ponade (Figure 3). Patient was then shifted to

Figure 3. Massive circumferential Pericardial effu-
sion with RA and RV diastolic collapse, Dilated IVC.

CCU and emergency pericardiocentesis was per-
formed under ultrasound guidance. Frank pus of
about 1000ml was aspirated from pericardial space
through subcostal approach. The purulent fluid
was sent for relevant investigations including cul-
ture sensitivity, ADA and cytology. Patient was
started on iv antibiotics along with continuation of
ATT. Levothyroxine 50mcg once a day was added
and dose was titrated after few weeks. Examina-
tion of pericardial fluid analysis revealed high
WBCs compromising of polymorphs and lympho-
cytes. ADA was very high(75). LDH was marked-
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ly elevated with low glucose and plenty of pus cells
>25/hpf on gram stain. About 500ml of straw col-
ored pleural fluid was aspirated from left inter-
costals space which on evaluation was suggestive
of tubercular in origin. Patient improved gradually
after pericardiocentesis and pleural tapping with
resolution of the symptoms.

Outcome and follow-up

=

— Figure 5. Aspirated
Figure 4. Pyopericardium Pleural fluid.

DISCUSSIONS

Pyopericardium is diagnosed when pus is drained
from the pericardium or bacteria are grown from
pericardial space. It is rare accounting for <1% of
causes of pericarditis.*The mortality rate can reach
100% if left untreated due to cardiogenic shock as
increasing amount of pus in the pericardial space
causes tamponade.® Other imaging such as CT and
MRI be used to aid diagnosis. The condition gener-
ally presents with fever, chest pain, congestive car-
diac failure, cardiac tamponade and later with sep-
sis and cardiogenic shock.” Diagnosis can be de-
layed due to initial source of infection distracting
from underlying cardiac problem. The likely reason
for lack of ability to culture organism in the case of
our patient was due to the high dose of antibiotics

that the patient was receiving ,which may have im-
peded growth of the organism in the sample sent.
The most common organism reported to cause py-
opericardium in most of cases is staphylococcus
aureus.’ It has been reported that Gram —negative
bacteria, TB and fungi are becoming more frequent
due to infection in immunocompromised host.’
Causes linked to pyopericardium are pneumonia,
TB, empyema thoracis, thoracic surgery, and hema-
togenous spread through the sepsis. More rare caus-
es include perivalvular abscess rupture in endocar-
ditis and spreading along fascial plane from the oral
cavity. In our case, the source of infection could be
through pulmonary TB. Treatment is based around
drainage of the pyopericardium, antibiotics therapy
and ATT and pericardiotomy.® The risk of these can
be reduced with ECHO guided placement of cathe-
ter.”!°The pericardial catheter is left in situ to allow
further drainage and prevent an effusion recurring
(which can occur in up to 75% of cases).'' The tur-
tle cage technique has also been suggested to an
alternative to epicardectomy, in which slits are
made to allow movement of fibrotic sections.'? Our
patient was advised for epicardial debridement
which may have a good outcome.

CONCLUSION

Coexisting infection can be mask symptoms of a
more sinister pathology. When a previously healthy
patient is becoming fluid overloaded, look for an
underlying cause with echocardiography. Be aware
that the patient may present with atypical chest
pain, fever and cardiogenic shock.
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