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ABSTRACT

Introduction: Tuberculous pericardial effusion is a rare clinical condition especially in an
Antenatal female, leading to cardiac tamponade and may cause to maternal morbidity and
mortality. Case presentation: A 25 year antenatal female was admitted to our hospital with
complaints of fever, chest pain and easy fatigability. Clinically diagnosis of pyrexia of unknown
origin was made and investigations to rule out all possible causes of fever in pregnancy were
non-conclusive. 2-D electrocardiogram demonstrated massive pericardial effusion. The
pericardial fluid was aspirated and was sent for biochemical and microbiological investigations.
The aspirated fluid did not grow any organism in pyogenic and fungal culture but showed Acid
fast bacilli in Z.N stain. Patient was treated with anti-tubercular drugs and improvement was seen
in clinical condition of the patient. Conclusion: Diagnosis of this entity is difficult and requires
high clinical suspicion. The time span to.diagnose this clinical entity is crucial for the life of the
patient. This rare case is being reported to emphasize the importance of simple Acid fast staining
even today in _the era of molecular diagnostics which may help in early diagnosis and thus
prompt initiation of therapy.
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INTRODUCTION infection  or  with  extra-pulmonary
Tuberculosis is a disease of varied manifestations  like  lymphadenopathy,
presentations and may present as pulmonary meningitis or rare manifestations as
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tuberculous liver abscess, tubercular breast
abscess etc." Diagnosis of tuberculosis,
especially in antenatal women is challenging
where clinical signs like easy fatigability,
weight loss, fever etc may initially be
ascribed to pregnancy.
Tuberculous pericardial  effusion
(TPE) is a rare presentation, may lead to
cardiac tamponade and death if timely
diagnosis and treatment is not done. Very
less information is available regarding the
entity in pregnancy and it is often difficult to
diagnose due to low clinical suspicion and
high mortality.
It also requires = culture of
Mycobacterium tuberculosis which is time
consuming and yield is-often low. Acid fast
staining is a simple, easy and rapid test
before

which  can  give _~diagnosis

conventional . culture . and . molecular
diagnostic _tests-like polymerase chain
reaction give results. Here, we present a case
of TPE in an antenatal female.

CASE PRESENTATION

A 25 year antenatal female with 3

months amenorrhoea reported to medical

emergency with history of low grade fever,

chest pain with off and on dry cough from 1
month. There was no history of dysnoea,
postural variation of chest pain or pain in
abdomen. She did not have any past history
of tuberculosis. There was no family history
of tuberculosisor any history of contact.
On_examination, the patient was
conscious and oriented to time, place and
person. She was febrile (100°F), had pulse
rate of 110/min and blood pressure of 90/60
mm Hg. On systemic examination, S1 and
S2 were normal and pericardial rub was
present. Her electrocardiogram revealed
sinus tachycardia and changes suggestive of
pericardial effusion. 2- D ECHO showed
massive pericardial effusion with left
Ventricular ejection fraction of 60%.
Abdomen was soft and non-tender. Patient
did not have hepatomegaly or splenomegaly,
bowel sounds were normal. Her previous
menstrual cycles were regular.
Routine hematological
investigations revealed haemoglobin was 6.9
mg%, total leucocyte count (TLC) was
15700/ cu mm
lymphocytes 20%] and platelet count of 2.6

[polymorphs  80%,

lac/cu mm. Erythrocyte sedimentation rate
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(ESR) was 89 mm in 1% hour. Her fastin
g
81mg%.

electrolytes, thyroid function tests, liver

blood sugar was Serum
function tests and kidney function tests were

within  reference  range.  Anti-nuclear
antibodies, Widal test and malaria antigen
were negative. Peripheral blood smear
showed mild anisopoikilocytosis and was
negative for malaria parasite. Ultra-
sonogram of abdomen did not reveal any
abnormality. Anti-HBsAg, anti-HCV, HIV1

and 2 antibodies were non-reactive.

During her hospital stay, she
underwent MTP as she had missed abortion
at 18 weeks of pregnancy. TORCH testing
(IgM  ELISA for toxoplasma, rubella,
cytomegalovirus, -« herpes  virus)  was
negative. X-ray chest showed moderate left
sided pleural effusion with adjacent
atelectasis. Right costo-phrenic_angle was
mildly blunted and cardiomegaly was seen

(Figure 1).

Figure 1- X-ray chest PA view
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On pericardiocentesis, yellow coloured fluid
(approx 100 ml) was aspirated which was
sent for biochemical and microbiological
evaluation. Pericardial fluid showed raised
protein. Bacterial and fungal cultures were
negative. Ziehl-Neelsen staining of the
pericardial fluid revealed acid fast bacilli,
morphologically resembling Mycobacterium
tuberculosis. Real time PCR was Positive
for  Mycobacterium  tuberculosis. The
diagnosis of TPE was made and the patient
was started on four drugs anti-tubercular
therapy.

DISCUSSION

Extra-pulmonary

tuberculosis  is
seen in 20% of patients with" tuberculosis
and TPE is seen in1-8% of these patients. 2
However the percentage varies from
developed. world  to _sub-Saharan 'Africa
especially where tuberculosis remains a
major . problem. . Pericardium may be
involved either as a consequence of miliary
tuberculosis or.via direct spread from lung,
visceral pleura or rib. *

In the present case, patient may have
developed pulmonary tuberculosis either

before or during pregnancy. TPE develops

as a rare manifestation during the antenatal
period. The pregnancy being an immune-
compromised  state  helps in  the
dissemination of the tubercle bacilli and can
cause rare extra pulmonary manifestations
like TPE. Very few cases of TPE have been
reported from India and we are reporting the
first case of TPE in antenatal female from
India. >®

The pericardial effusion is mainly
due to hypersensitivity to tubercular protein.
’ The onset is most often insidious but can
be acute and occasionally can cause serious
complications like tamponade. Typically,
the process begins as effusive constrictive
pericarditis. In later stages, caseating
granulomas involving the pericardium and
epicardium are seen. ® Fever and dyspnoea
are the most frequent presenting symptoms
while night sweats, fatigue, weight loss,
breathlessness can also be seen. Massive
pericardial effusion is seen in tuberculosis,
uremic, myxoedema and may require
pericardiocentesis.

In this case, massive pericardial
effusion was seen and pericardiocentesis

was performed for both diagnostic and

SEAJCRR MARCH-APRIL 4(2)

ISSN ONLINE: 2319-1090

Page 1530



Case Report

Tuberculous pericardial effusion in an antenatal female: A rare case

report

2015

Dr.Priyanka Chaskar et al.

therapeutic reasons. The other common
causes like uremic, myxoedema were ruled
out on the Dbasis of biochemical
investigations.

The diagnosis was established by
demonstration of AFB in aspirated fluid and
real time PCR. Smear microscopy is rapid,
simple and cheapest test available for
diagnosis. The variability in the detection of
tubercle bacilli in a direct smear of
pericardial fluid is well documented but the
yield may range from 0-42%. ° Sensitivity of
the ZN smear can be enhanced by using
large volume of samples and examining
multiple slides especially in" paucibacillary
infections. Rapid diagnosis by polymerase
chain reaction (PCR)-was considered an
important diagnostic tool; till a study
demonstrated that the sensitivity'of PCR of
pericardial tissue is comparatively lower
than culture, *°

Hence, culture is said to be the gold
standard. But the culture requires 4- 6 weeks
and the time span taken by the culture is
extremely crucial for the life of the patient.
anti-tubercular

Prompt chemotherapy

increases  survival  dramatically  in
tuberculous pericarditis patients.
CONCLUSION

Our case thus highlights the importance of

simple Ziehl-Neelsen stain, giving early lead
in diagnosing-a life threatening condition
like Tuberculous pericardial effusion, thus
initiate timely Antitubercular therapy which
can reduce mortality associated with this
disease.
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