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Abstract 
Bacterial pericarditis is a rare yet fatal form of pericarditis. With the introduction of antibiotics, 

incidence of bacterial pericarditis has declined to 1 in 18,000 hospitalized patients. In this report, 

we present a rare case of MSSA pericarditis in a patient that presented with systemic lupus 

erythematosus flare, which required treatment with antibiotics and source control with pericardial 

window and drain placement.  

 

Abbreviations 
ANA: Anti-nuclear Antibody  

Anti-dsDNA: Anti double stranded DNA   

IV: intravenous  

MSSA: Methicillin-sensitive staphylococcus aureus  

SLE: systemic lupus erythematosus   

TTE: Transthoracic Echocardiogram  

 
Case Presentation 

 

History of Present Illness  

31-year-old female with history of SLE, 

hypertension and type 1 diabetes mellitus 

presented with several days of pleuritic chest 

pain.  

 

Physical Examination  

Vitals were notable for blood pressure 

204/130. She had normal S1/S2 without 

murmurs and had trace bilateral lower 

extremity edema.  

 

 

 

Laboratory and radiology 

Admission labs were notable for creatinine of 

1.8, low C3 and C4 levels, elevated anti-

smith, anti-ds DNA and ANA titers. ESR was 

elevated at 62. Troponin was normal on 3 

separate samples 6 hours apart. CT 

Angiography of the chest showed moderate 

pericardial effusion (Figure 1).  

 

 

 

 

 

http://www.swjpcc.com/


Southwest Journal of Pulmonary, Critical Care & Sleep/2022/Volume 24  33 

 
Figure 1. CT Angiography of the chest on 

admission with moderate pericardial effusion 

(arrows). 

Transthoracic echocardiography (TTE) 

showed a moderate effusion, but no 

tamponade physiology. 

 

Hospital Course  

Given the ongoing lupus flare, pleuritic chest 

pain, elevated ESR, normal troponin and 

pericardial effusion, the patient’s chest pain 

was thought to be caused by acute pericarditis 

secondary to SLE flare. The patient was 

treated with anti-hypertensives, though her 

creatinine worsened, which prompted a 

kidney biopsy, that showed signs of lupus 

nephritis. The patient was treated with 

methylprednisolone pulse 0.5 mg/kg for 

three days, then prednisone taper. Her home 

hydroxychloroquine regimen was resumed. 

The patient became febrile on hospital day 

15 and blood cultures were obtained. These 

later revealed MSSA bacteremia, which is 

thought to be secondary to thrombophlebitis 

from an infected peripheral IV line in her left 

antecubital fossa. On hospital day 16, the 

patient complained of worsening chest pain 

and had an elevated troponin of 2, but no 

signs of ischemia on EKG. Repeat echo was 

performed, which showed increase in size of 

the pericardial effusion and right ventricular 

collapse during diastole, concerning for 

impending tamponade (Figure 2).  

 
Figure 2. Transthoracic echocardiography 

showing a pericardial effusion (yellow arrow) 

with RV collapse during diastole (red arrow), 

concerning for impending cardiac 

tamponade. 

 

The patient remained hemodynamically 

stable. Pericardial window was performed. 

500 cc of purulent fluid was drained, and a 

pericardial drain was placed. Intra-operative 

fluid culture grew MSSA. The drain was left 

in place for 13 days. The patient was treated 

with a 4-week course of oxacillin. Blood 

cultures obtained on hospital day 28 were 

negative. A repeat echo was normal. The 

patient was discharged without further 

complications.  

 

Discussion 
 

Bacterial pericarditis is a rare, but fatal 

infection, with 100% mortality in untreated 

patients (1). After the introduction of 

antibiotics, the incidence of bacterial 

pericarditis declined to 1 in 18,000 

hospitalized patients, from 1 in 254 (2). The 

most implicated organisms are 

Staphylococcus, Streptococcus, Hemophilus 

and M. tuberculosis (3).  Historically, 

pneumonia was the most common 

underlying infection leading to purulent 

pericarditis, especially in the pre-antibiotic 

era (2). Since the widespread use of 

antibiotics, purulent pericarditis has been 

linked to bacteremia, thoracic surgery, 

immunosuppression, and malignancy (3).  
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Acute pericarditis is a common complication 

in SLE with incidence of 11-54% (4), though 

few cases of bacterial pericarditis were 

reported in SLE patients. The organisms in 

these cases were staphylococcus aureus, 

Neisseria gonorrhea and mycobacterium 

tuberculosis (5). Despite these reports, acute 

pericarditis secondary to immune complex 

mediated inflammatory process remains a 

much more common cause of pericarditis 

than bacterial pericarditis in SLE (6). There’s 

minimal data to determine whether the 

incidence of bacterial pericarditis in patients 

with SLE is increased compared to the 

general population; however, there is a 

hypothetically increased risk for purulent 

pericarditis in SLE given the requirement for 

immunosuppression. Disease activity is yet 

another risk factor for bacterial infections in 

SLE, which is thought to be a sequalae of 

treatment with high doses of steroids (7). In 

this case, the patient had an SLE flare on 

presentation with SLEDAI-2K score of 13. 

Both immunosuppression and bacteremia 

may have precipitated this patient’s infection 

with bacterial pericarditis.     

 

Diagnosis of bacterial pericarditis requires 

high index of suspicion, as other etiologies of 

pericarditis are far more common. In this 

case, we initially attributed the patient’s 

pericarditis to her SLE flare. The patient’s 

fever on hospital day 15 prompted the 

infectious work up. MSSA pericarditis was 

diagnosed later after the pericardial fluid 

culture grew MSSA. Delay in the diagnosis 

can be detrimental as patients may progress 

rapidly to cardiac tamponade.   

Treatment requires surgical drainage for 

source control along with antibiotics (8). In 

our case, the patient required pericardial 

window and placement of a drain for 13 days. 

In bacterial pericarditis, the purulent fluid 

tends to re-accumulate; therefore, subxiphoid 

pericardiostomy and complete drainage is 

recommended (8). In some cases, 

intrapericardial thrombolysis therapy may be 

required if adhesions develop (8). With 

appropriate source control and antibiotics 

therapy, survival rate is up to 85% (8).   

 

Conclusion 
 

Bacterial pericarditis is a rare infection in the 

antibiotic era, though some patients remain at 

risk for acquiring it. Despite the high 

mortality rate, patients can have good 

outcomes if bacterial pericarditis is 

recognized early and treated.  
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