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 Pericardial diseases vary from mild to severe manifestations, yet only small 

numbers of patient get diagnosed and treated accordingly. The objective of 

this report is to highlight the clinical findings, treatment, and evaluations of 

pericardial effusion with emergency cardiac tamponade. 19 yo male came 

to the emergency with severe chronic shortness of breath accompanied with 

chest pain that had been lasted for 3 months without known past illnesses. 

Patient also reported productive cough, mild fever, decreasing body weight, 

and close contact with a positive tuberculosis patient. The patient was 

dyspneic, hypotensive, increasing jugular vein, and muffled heart sound. 

Based on clinical manifestations, findings of cardiomegaly with suspected 

specific process on chest x-ray, and pericardial effusion with decreasing 

systolic function on echocardiography, a diagnosis of massive pericardial 

effusion with cardiac tamponade was concluded. Pericardiocentesis was 

done immediately for this patient and clinical improvement was observed 

soon after the procedure, a catheter was left in pericardial space to monitor 

fluid drainage. In the course of treatment, the patient was given ibuprofen 

and colchicine. After several examinations and supported with clinical 

signs and symptoms, tuberculosis was suspected as the initial cause of the 

pericardial effusion. Patient treated with tuberculosis regiment category 1 

and monitored for treatment response. Emergency situations of patient 

require quick, accurate, and comprehensive clinical examinations in order 

for physicians to give immediate diagnosis and administer prompt 

treatment. Any evaluation to look for the underlying cause of the disease is 

necessary to prevent worsening and recurrency. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

Pericardial disease or pericarditis is widely found worldwide. One paper reported pericarditis incidence 27,7 

for every 100.000 people per year, with recurrency rate 30% in 18 months after first pericarditis episode. On 

developed countries most of pericarditis cases are idiopathic origin, while tuberculosis (TB) infection place 

as highest etiology of pericarditis on developing countries especially in TB endemic areas. On 2018, TB 

incidence in Indonesia is around 316 cases per 100.000 people [1]. 
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In pericarditis, happens inflammation in pericardium layers either infectious or non-infectious origin. This 

inflammation creates fluid accumulation, if this accumulation is large enough it could to create pericardial 

tamponade. This tamponade condition will compress heart thus hindering normal cardiac motion to pump 

blood that continuous into several systemic events ultimately causing hemodynamic instability. Cardiac 

tamponade is life threatening condition that require immediate treatment to drain excess fluid using 

pericardiocentesis. This procedure could be done using echocardiography guiding to locate the effusion and 

wire tip inside pericardium, to prevent injuring myocardium [2], [3]. 

 

2. CASE REPORT 

Adolescent male 19 years old with skinny body figure came to the emergency with severe chronic shortness 

of breath accompanied with chest pain that had been lasted for 3 months. Dyspneic condition worsens during 

activity and slightly relieved on rest. Past illnesses were denied, fever and productive cough for 3 months, 

and wasting body weight roughly 6 months period. Patient also recalled history of contact with TB patient in 

his family 

 

The patient was dyspneic with breathing 24x per minutes, starting to show sign of shock with systolic blood 

pressure 60mmHg and weak 120x pulse per minute. Jugular vein also distended, heart sounds were muffled 

and crackles on both lung hemisphere. Emergency resuscitation were done to stabilize patient. 12 leads 

electrocardiography showing widespread of ST elevation, bedside echocardiography showing massive 

pericardial effusion encircling and pressing against cardiac wall causing hemodynamic collapse. Additional 

data from chest x-ray showing cardiomegaly resembling water bottle and pulmonary edema. This patient is 

on life threatening cardiac tamponade requiring immediate pericardiocentesis. 

 

Emergency pericardiocentesis was done in Cath-lab with echo guiding. Initial fluid drainage was 500ml with 

pigtail catheter left behind in pericardial space to monitor continuous fluid drainage. Fluid collected from 

pericardium were sent for cellular and tuberculosis analysis. 

 

Ibuprofen 3x600mg were administered during in hospital treatment. Overtime, patient showing clinical 

improvement and minimal fluid drainage. On third day pigtail catheter were removed and prepared for 

discharge. Ibuprofen 3x600mg and colchicine 1x0.5mg were given for out hospital medications. Pericardial 

fluid analysis showing negative result for M. tuberculosis, with increased cell count (9,9x103 μL dominated 

by polynuclear cells), LDH 1975 U/L, protein 4,5 g/dL, and positive Rivalta test. 

 

During follow up outpatient clinic, no significant symptoms and chest x-ray showed enlarged heart and 

infiltrates on right pulmonary apex. Sputum BTA dan Xpert MTB/RIF resulted negative for M. tuberculosis. 

Considering history of contact with positive TB patient and clinical also radiological showing high probability 

of tuberculosis infection, therefore TB medication was given medication for first 2 months (intensive phase) 

and continued to be monitored while on TB regimen. 
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Image 1. Images of examinations to confirmed pericardial effusion. 1) chest x-ray showing enlarged heart 

resembling water bottle with pulmonary edema, 2) 12 lead ECG with widespread ST elevation, 3) and 4) 

showing circumferential pericardial effusion with cardiac tamponade on echocardiography (white arrows) 

 

3. DISCUSSION 

This patient was presenting with persistent and progressive shortness of breath that worsen with activity and 

from examination found that this patient is having cardiac tamponade. These chronic symptoms could confirm 

disease progression that worsen overtime because inflammation and pericardial fluid accumulation happens 

gradually until causing significant symptoms for the patient [1]. 

  

This progressing severity also similar with pericardial effusion with tuberculosis infection origin happens 

gradually with initial non-specific symptoms similar with early tuberculosis infection, fever, night sweating, 

weakness, body weight wasting, coughing accompanied with pericardial effusion symptoms that also present 

later, shortness of breath, chest pain [4]. Considering these non-specific symptoms that could overlap with 

other pulmonary or cardiac diseases, it is important to assess thoroughly main symptoms and history of the 

patient while also evaluating any finding on physical and other examinations [2]. 

 

Case found by Heller et. al presenting with worsening shortness of breath, chest pain, night sweating, body 

weight wasting and physical findings of circulatory shock, tachypneic, distended jugular vein, and 

cardiomegaly on chest x-ray and confirmed as cardiac tamponade using echocardiography [5], [6]. With 

cardiac tamponade presented in 10% of tuberculous pericarditis patients, which an absolute indication for 

immediate pericardiocentesis [4]. 

 

Pericardiac fluid analysis was showing parameters of infection process: exudate fluid with leukocytosis, 

increased protein and LDH [3], [4]. NSAID were also administered to this patient in order to reducing 

inflammation process within pericardium. This patient was given ibuprofen for 1-2 weeks and colchicine for 

3 months [1]. 

 

Negative result for tuberculosis infection from sputum BTA dan Xpert MTB/RIF do not exclude patient from 
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probability of tuberculosis infection, while using sputum culture as gold standard is not recommended to be 

done in such case because time consuming and could delaying treatment [4], [7]. 

 

This patient was diagnosed with TB using clinical symptoms: chronic coughing, body weight wasting, night 

sweat, fever and chest x-ray evaluation showing specific process related to TB. Also, taking into consideration 

that Indonesia is still tuberculosis endemic area, this patient was given TB medication in accordance to 

Indonesia TB guideline [1], [7], [8]. 

 

 
Image 2. Pigtail catheter inside pericardial space after pericardiocentesis 

 

 
Image 3. Chest x-ray evaluation in Day 3 and 4 

 

4. SUMMARY 

Pericardial effusion nonspecific findings need thorough interview of patient history and physical 

examinations. Significant fluid accumulation in pericardial space could progress overtime into life threatening 

cardiac tamponade requiring immediate treatment. In endemic TB area as Indonesia, most frequent cause of 

pericardial effusion is M. tuberculosis infection which requiring TB medication after confirming using 

clinical, x-ray or bacteriological studies. 
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