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Tuberculous pericardial effusion is a rare manifestation of extra pulmonary 

tuberculosis. In children, 25 % of the cases of tuberculosis are extra pulmonary 

tuberculosis. Echocardiography is an accurate bedside investigation for diagnosis. 

Pericardiocentesis with antituberculous therapy is the mainstay of treatment. This is 

a rare case report of an infant with TB pericardial effusion. 

       Pericardial effusion is the accumulation of fluid in the pericardial sac.1 Worldwide 

it occurs most commonly due to malignancy, tuberculosis and various viral, 

immunological and idiopathic reasons.2 In tuberculosis endemic countries, 

Mycobacterium tuberculosis is a frequent cause of pericardial effusion.3 

Approximately, four percent of the cases of acute pericarditis and 10 % of cases of 

cardiac tamponade is attributed to tuberculosis.4 It is usually seen in adults. Here we 

are presenting a case of tuberculous pericardial effusion in an infant. 

 

 
 

 

PRE SE NTA TI ON O F CA S E  

 

 

A 9-month-old male child born out of a non-consanguineous marriage was brought 

with complaints of fever since 3 days. Fever was high grade, intermittent, with no 

diurnal variation and was not relieved on taking medications. Next day he developed 

dry cough along with increased difficulty in breathing. There is no history of contact 

with a case of tuberculosis. He was born full term via normal vaginal delivery to a 

primigravida mother. He is a developmentally normal child who had received BCG 

vaccination at birth and has been vaccinated appropriately for his age. Previously he 

had been admitted for cough and cold at 7 months of age during which time he was 

on oxygen and received antibiotics. On admission, patient was febrile, with 

tachypnoea and tachycardia. His heart rate: 160 / min, respiratory rate: 48 / min, 

blood pressure: 90 / 60 mmHg in the right upper limb. On cardiovascular 

examination, first and second heart sound were faintly heard and muffled. 

Respiratory examination revealed bilateral crepitation. Per abdomen examination 

was normal. No neurological deficit on central nervous system examination. 

Haemoglobin - 9.2 gm / dL, total count - 18,800 cells / mm3 and platelet - 1.71 

lakhs / mm3. C-reactive protein of 27. Chest x-ray was suggestive of cardiomegaly 

(cardiothoracic ratio > 0.6). Two-dimensional echocardiography showed moderate 

amount of pericardial effusion with fibrinous strands suggestive of TB pericardial 

effusion. Pericardiocentesis was done and 35 mL of pericardial fluid was drained. 

Pericardial fluid glucose: 90 mg / dL, proteins: 46 gm / dL, LDH: 549 IU / L, albumin: 

2.3 gm / dL, Total leucocyte count - 272 cells / uL. Differential leucocyte count: P: 20 

%, L: 80 %, Adenosine deaminase activity: 28.8 U / L. Pericardial fluid gene expert 

(cartridge based nucleic acid amplification test) was positive for Mycobacterium 

tuberculosis. Patient was started on antitubercular drugs for 6 months. He was given 

steroids for 15 days. On follow up examination patient had weight gain, no other 

complaints and repeat 2D echo was normal. 
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DI SCU S SI ON  

 

 

Pericardial effusion is a rare presentation of extra pulmonary 

tuberculosis.5 In the study conducted by Bagri et al6 it was 

found that tuberculosis was the most common cause of 

pericardial effusion which was seen in 52 % of the cases. In a 

study conducted by Peter et al7 it was found that pericardial 

effusion of infectious cause (58.8 %) was the most common, 

with TB (70 %) being the most prevailing infectious cause. TB 

pericardial effusion usually presents as fever which is 

gradually increasing.8  

Due to reverse lymphatic flow of the bacteria from 

peritracheal, peribronchial, or mediastinal lymph node or by 

haematogenous spread from primary tuberculous infection 

will lead to involvement of the heart.9 TB pericarditis occurs 

due to delayed hypersensitivity induced by the activation of 

lymphocytes releasing lymphocytokines that activate 

macrophages, leading to granuloma formation and pericardial 

effusion.3 It commences insidiously and has constitutional 

symptoms like weight loss and lassitude. The patient usually 

has fever, dyspnoea; while precordial pain is seen less often. 

Pericardial rub raised jugular venous pressure and pulsus 

paradoxus is present. Peripheral lymphadenopathy with 

matting may be present.8 Beck’s triad involves muffled heart 

sounds, hypotension and distended neck veins. In case of 

cardiac tamponade, patient presents with shock.10 Initially in 

tuberculous pericarditis there is fibrinous exudation due to 

immune response in stage one which becomes serosanguinous 

in second stage.  

There is pericardial thickening with granulomatous 

caseation in stage three followed by scarring and constriction 

in the fourth stage.5 It is difficult to diagnose TB pericardial 

effusion as only 2 % smear positive cases of pericardial fluid 

are there and only 38 - 56 % of culture positivity is present. 

Additional test for tuberculosis is adenosine deaminase levels 

in pericardial fluid.9 Johari et al5 showed that 2D echo showed 

formation of fibrin, septations and granulomas with adherence 

and thickening of leaflets.5 Early identification and diagnosis 

of pericardial effusion is necessary to decrease the mortality 

rates. It is approached aggressively by pericardial fluid tapping 

and starting of antitubercular therapy.5 Wallrauch et.al11 said 

that it was necessary to drain the pericardial fluid to relieve 

the signs of haemodynamic instability thus causing resolution 

of the tamponade. Patients are to be started with a six-month 

course of anti-TB medication, with a combination of isoniazid, 

rifampicin, ethambutol and pyrazinamide for two months, 

subsequently isoniazid and rifampicin for four months. This 

regime of treatment has been shown to be highly effective 

based on a few previous trials.5 In a review by Schutz et al.12 

after starting steroids the rate of constrictive pericarditis 

decreased by 44 %. In high prevalence areas it is better to 

initiate empiric antituberculous therapy in the presence of 

large pericardial effusion as there is lack of proper diagnostic 

methods.9 

 

 

 

 

 

 

CONC LU S ION S  
 

 

Diagnosing TB pericardial effusion is challenging especially in 

an endemic area. Once diagnosed it has to be managed 

aggressively with pericardiocentesis and anti-tubercular 

therapy. 
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