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CASE REPORT

Pneumococcal pericarditis in a patient 
with newly diagnosed diabetes mellitus: a case 
report
Suzan Dijkstra1*, Jaco H. Houtgraaf2 and Sanjay U. C. Sankatsing1 

Abstract 

Background: After the introduction of antibiotics, pneumococcal pericarditis has become a rare finding. However, 
this severe condition with high mortality and complication rates requires rapid recognition and intervention. Herein, 
we describe a patient that presents with this rare disease resulting in an unusual, fatal outcome.

Case presentation: A previously healthy, 68-year-old, Caucasian male presented with progressive fatigue, dysp-
nea, and appetite loss since 12 days. He was diagnosed with diabetes mellitus 5 days before presentation but had 
not started treatment. After echocardiography revealed pericardial effusion, pericardiocentesis was performed with 
immediate drainage of a large volume of purulent fluid suggestive of bacterial pericarditis. On the basis of cultures 
showing Streptococcus pneumoniae as the causative organism, a regimen of intravenous penicillin was initiated. Addi-
tionally, antidiabetic drugs were started as his diabetes also predisposed him to invasive infectious disease. No other 
primary source of the infection, such as pneumonia, was found. Though the patient was found to be severely ill on 
admission, his clinical condition improved. A total of 1235 mL of pericardial fluid was drained, and adequate drainage 
was confirmed by daily, bedside echocardiography. However, 6 days post-admission, the patient suddenly developed 
intrapericardial bleeding with blood clot formation on the right chamber with subsequent cardiac tamponade. With 
the blood clot precluding adequate drainage through the catheter, the patient suffered cardiac arrest and died before 
surgical intervention could be attempted.

Conclusions: Pneumococcal pericarditis is a very rare but life-threatening disease that necessitates immediate 
intervention with antibiotics and drainage of the pericardial effusion. Thus, although symptoms may be variable and 
aspecific, early recognition of this condition is critical. The present case illustrates the presentation, diagnosis, and 
clinical course of a patient presenting with pneumococcal pericarditis in current clinical practice. Through this report, 
we aimed to increase awareness among clinicians both of the existence of this phenomenon and of its uncertain 
clinical course. As is highlighted by the case, patients with pneumococcal pericarditis are at high risk for complications 
and should be closely monitored.
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Background
Since the advent of antibiotics in the early 1940s, bac-
terial pericarditis has become a rare clinical finding. 
Though Streptococcus  pneumoniae used to be the most 
prevalent causative organism isolated, its occurrence has 
diminished after the introduction of penicillin and the 
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pneumococcal conjugate vaccine [1, 2]. This pathogen 
most commonly causes infections of the respiratory tract 
or head and neck area, leading to pneumonia, otitis, or 
sinusitis. However, it can spread to sites that are usually 
considered sterile through contiguous extension from 
adjacent, infected tissues (such as the lung and pleura) or 
via hematogenous dissemination in bacteremia [3]. Pneu-
mococcal pericarditis carries high mortality rates due to 
the primary—often severe—infection, the often immuno-
compromised host, the potential development of cardiac 
tamponade, and the frequently late recognition only after 
the development of hemodynamic instability [4]. Herein 
we describe a patient with newly diagnosed diabetes mel-
litus in whom purulent pericarditis caused by pneumo-
cocci led to the rapid evolution of cardiac tamponade and 
ultimately death despite adequate antibiotic therapy.

Case presentation
A 68-year-old Caucasian male was referred to the emer-
gency department with progressive complaints of fatigue, 
dyspnea, and poor appetite since 12  days. He had also 
fallen down and needed help getting back up. The patient 
was a retiree who had previously worked in law enforce-
ment. He had no significant past medical history and did 
not take regular medications. He had a long-term history 
of smoking (80 pack-years) and consumed three alcoholic 
drinks daily. His general practitioner had noted a new 
diabetes mellitus with a glucose of 28 mmol/L when the 
patient presented in his practice 5  days earlier, but had 
not started treatment. The patient did not report cough-
ing, chills, or chest pain. On physical examination, he 
appeared dyspneic and had an altered mental status but 
could still speak complete sentences. He had a blood 
pressure of 141/105  mmHg, pulse rate of 115 beats per 
minute, respiratory rate of 34 breaths per minute, oxy-
gen saturation of 97% without supplemental oxygen, 
and temperature of 36.2  °C. He had cold extremities 
with a capillary refill <  3  seconds. No other signs such 
as peripheral edema, heart murmurs, pericardial fric-
tion rub, or pulmonary crackles were present. Except-
ing the altered mental status, the global neurological 
examination was normal. Laboratory studies showed a 
C-reactive protein (CRP) level of 341 mg/L, neutrophilic 
leukocytosis with leukocyte count of 12.6 ×   109/L, gly-
cated hemoglobin (HbA1c) of 96 mmol/mol, mildly 
elevated hepatic transaminases, and low serum myocar-
dial markers. Arterial blood gas analysis revealed par-
tially compensated respiratory alkalosis (pH 7.49,  pCO2 
3.5  kPa,  pO2 12.6  kPa,  HCO3 19.4  mmol/L, base excess 
−2.4 mmol/L,  sO2 97%) (see Additional file 1 for all labo-
ratory values at first presentation). Chest X-ray revealed 
an enlarged cardiac silhouette and left lower-lobe ate-
lectasis but no evident pleural effusion or infiltration 

(Fig.  1). Electrocardiogram showed sinus tachycardia 
with a QS pattern in V1–4, suggestive of an old anterior 
wall myocardial infarction. Point-of-care echocardiogra-
phy was performed and visualized large, circumferential 
pericardial effusion (Fig. 2). Also, wall motion abnormali-
ties were seen that supported the theory that the patient 
had experienced an out-of-hospital anterior myocardial 
infarction in the weeks to months before the current 

Fig. 1 Chest X-ray showing an enlarged cardiac silhouette and left 
lower-lobe atelectasis with mild volume loss. The Dutch text in the 
X-ray image means “sitting”

Fig. 2 Echocardiogram upon admission (parasternal short-axis view) 
showing circumferential pericardial effusion. LV left ventricle, RV right 
ventricle
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presentation. The day after admission, ultrasound-guided 
pericardiocentesis was performed with immediate drain-
age of 600  mL of purulent fluid. Analysis of the fluid 
indicated a leukocyte count of 267 ×  109/L, total protein 
of 51 g/L, and lactate dehydrogenase pericardial fluid-
to-serum ratio of 8.7. As Gram stains of blood revealed 
Gram-positive diplococci, antibiotic therapy consisting of 
continuous, intravenous infusion with 6 million interna-
tional units benzylpenicillin daily was initiated. At admis-
sion, blood culture specimens for aerobic and anaerobic 
bacteria had been collected and directly transported to a 
BacT/Alert Virtuo system (BioMérieux). Later on, these 
blood cultures as well as pericardial fluid cultures grew 
Streptococcus  pneumoniae (serotype unknown). Anti-
microbial susceptibility tests showed that the isolated 
strain was susceptible to a variety of antibiotics including 
penicillin, with a minimum inhibitory concentration of 
0.016 mg/L. Initially, insulin and metformin were started 
for the newly diagnosed diabetes mellitus. Acetylsalicylic 
acid and low-molecular-weight heparin where started 
to prevent occlusive vascular events. Moreover, during 
the admission, several other medications were started 
for cardiovascular protection, to treat electrolyte imbal-
ances, and to supplement vitamins because of the previ-
ous alcohol use (see Additional file  2 for all medication 
administered during admission).

In the days following pericardiocentesis, a further 
635 mL of purulent pericardial fluid was drained through 
the pericardial catheter and the patient’s clinical condi-
tion improved markedly. Daily, bedside transthoracic 
echocardiography confirmed adequate drainage of the 
pericardial effusion. The patient did not develop any 
symptoms that pointed us in the direction of a primary 
focus (for instance, no coughing, urinary complaints, or 
back pains). Repeated chest X-rays did not show signs 
of pneumonia or empyema. Human immunodeficiency 
virus (HIV) antigen/antibody assay was negative, as were 
tests for other microorganisms (ELISpot for detection 
of M.  tuberculosis; hepatitis C virus serology; and feces 
assays for C.  difficile, Campylobacter, Salmonella, Shi-
gella, Yersinia, and norovirus). The CRP level dropped to 
102 mg/L. However, 6 days post-admission, the patient’s 
condition suddenly deteriorated with a blood pressure of 
100/66  mmHg, sinus tachycardia of 131  beats per min-
ute, and respiratory rate of 33  breaths per minute. A 
small amount of sanguineous fluid drained through the 
pericardial catheter. Echocardiography revealed reaccu-
mulation of pericardial fluid including blood clot forma-
tion at the level of the right chamber in the pericardial 
cavity. Moreover, the wide inferior vena cava, right ven-
tricular compression, and increased respiratory inflow 
variation (> 25%) over the mitral valve were indicative of 
cardiac tamponade. Attempts to clear the drain blockage 

by flushing with saline and adjusting the catheter’s loca-
tion in the pericardial cavity did not lead to evacuation 
of any pericardial fluid. Thus, as removal of the obstruct-
ing blood clot through the pericardial catheter proved 
impossible, the patient was transferred to a tertiary hos-
pital to undergo emergent cardiothoracic surgery. Imme-
diately before transfer, the patient went into cardiac 
arrest and he was ultimately transported with ongoing 
cardiopulmonary resuscitation. Unfortunately, surgical 
removal of the clot proved unsuccessful, and the patient 
died only hours after onset of his sudden hemodynamic 
deterioration. In consultation with the family, no autopsy 
was performed.

Discussion
Herein, we report a case of pneumococcal pericarditis 
in an adult patient with rapid and severe clinical dete-
rioration resulting in death. In addition to the rarity of 
the condition itself, three specific aspects of this case 
are noteworthy: (1) the untreated diabetes mellitus as a 
predisposing risk factor, (2) the absence of another pri-
mary infection focus, and (3) the sudden intrapericardial 
bleeding.

Nontuberculous bacterial pericarditis is reported 
to constitute <  1% of all cases of acute pericarditis [5]. 
Though S.  pneumoniae previously accounted for half of 
these cases [1], pneumococcal pericarditis has become 
a rare phenomenon since the introduction of antimi-
crobials. Previously published reports on this condition 
are mainly case reports and small series. Most reports 
regarding data on incidence, diagnosis, and mortality 
predominantly rely on information from studies con-
ducted prior to 1995. However, as healthcare is con-
stantly evolving with improved treatment effectiveness, 
monitoring, and implementation of point-of-care echo-
cardiography in the emergency department, these data 
may no longer be representative of the current situation. 
In a relatively recent prospective cohort study (patients 
enrolled between 1998 and 2001), only three out of 844 
hospitalized patients with S.  pneumoniae bacteremia 
developed pericarditis [6]. All three had comorbidi-
ties or risk factors for serious infectious disease (that is, 
HIV, corticosteroid use, or intravenous drug use). In our 
patient, his untreated diabetes mellitus and smoking pre-
disposed him to invasive pneumococcal disease [7]. He 
had no other underlying conditions, such as malignancy, 
HIV infection, chronic autoimmune diseases, use of 
immunosuppressants, preexisting pericardial effusion, or 
recent thoracic surgery [8]. However, as the pneumococ-
cal vaccine was introduced in the Dutch national immu-
nization program for children as recently as 2006, it is 
also unlikely that he received this kind of prophylaxis for 
pneumococcal disease. As pneumococcal vaccines have 
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been demonstrated to lower the incidence of vaccine-
type invasive pneumococcal disease and pneumococcal 
pneumonia [9], it is intuitively attractive to assume that 
the addition of these vaccines to national immunization 
plans will lower the incidence of pneumococcal pericar-
ditis as well.
Streptococcus  pneumoniae infections are known to 

spread both contiguously from adjacent tissues or via 
bacteremia. Most commonly, pneumococcal pericarditis 
is a serious complication of a pleuropulmonary infec-
tion. Primary pneumococcal pericarditis is very unusual. 
Nonetheless, our case is one of the few that have been 
reported in which no (other) primary source of infec-
tion was identified [10]. Though no ear examination was 
performed to evaluate the presence of a potential otitis, 
the patient did not complain of ear pain. Repeated chest 
X-rays did not show pulmonary involvement. However, 
Laaban and colleagues previously described a case in 
which pneumonia was seen on daily chest X-rays only 
after 14 days [11]. Similarly, in a recent case reported by 
Lopez Luis and colleagues, pneumonia was revealed only 
during autopsy [12]. As the follow-up in our patient was 
relatively short, a beginning pneumonia that was still too 
subtle to be radiologically apparent could be an underly-
ing cause for the following pericarditis.

Pneumococcal pericarditis still carries a high mortality. 
Where invariably fatal if left untreated, mortality rates are 
estimated to be 15–40% [2, 13, 14] even with aggressive 
therapy with drainage and high-dose intravenous antibi-
otics. The prognosis is poor not only because it usually 
develops in the context of an already severe infection, 
but also because the clinical diagnosis is challenging to 
make and, thus, often delayed. Signs and symptoms can 
be noncharacteristic and may be attributed to the under-
lying infection, even when hemodynamic compromise 
develops [4]. In this case, the patient had already had 
physical complaints for 12 days before first presentation 
in the hospital. The definitive diagnosis of pneumococcal 
pericarditis was made with pericardial aspirate cultures. 
Alternatively, when patients have already been adminis-
tered antibiotics and cultures remain negative, a pneu-
mococcal urinary antigen assay or 16S ribosomal DNA 
sequencing of pericardial fluid can still indicate S. pneu-
moniae as the responsible pathogen [15]. With regard to 
the treatment, though pericardiocentesis may not imme-
diately influence the choice of antibiotic, early source 
control through effective drainage of the pericardial effu-
sion is promptly warranted [13]. Furthermore, the devel-
opment of a large pericardial effusion can lead to sudden 
cardiac tamponade. Even after adequate drainage, reac-
cumulation of fluid can occur rapidly, as purulent effu-
sions can be viscous and loculated [13], and ongoing 
inflammation may promote constrictive pericarditis [16]. 

Thus, both surgical pericardiotomy/pericardiectomy 
and intrapericardial fibrinolysis should be considered to 
facilitate complete drainage of the effusion [13, 16, 17]. 
In this case, although appropriate antibiotic therapy and 
pericardiocentesis were commenced 1  day after presen-
tation, intrapericardial bleeding resulted in obstruction 
of the pericardial catheter by a blood clot. To date, few 
cases of purulent pericarditis and concomitant bleeding 
have been reported, both in the absence [18] or presence 
[19] of a mycotic aneurysm. In our patient, the following 
sudden recurrence of cardiac tamponade led to hemo-
dynamic deterioration and cardiac arrest before surgical 
drainage could be attempted.

Conclusions
Purulent pericarditis, an extremely rare manifestation of 
invasive pneumococcal disease, still carries high mortal-
ity rates. As timely drainage and initiation of appropriate 
antimicrobials are of paramount importance for improv-
ing outcomes, the possibility of pneumococcal pericar-
ditis should be considered in patients presenting with 
critical infectious illness, especially when pleuropulmo-
nary involvement or an enlarged cardiac silhouette are 
observed. However, the purpose of this case report is also 
to show that, even with prompt therapy, pneumococcal 
pericarditis remains a serious disease with a high likeli-
hood of clinical deterioration or complications even after 
initial improvement. Thus, all patients with pneumococ-
cal pericarditis warrant very close clinical and echocardi-
ographic monitoring. The publication of further reports 
will provide more awareness on the clinical significance 
of this condition as well as up-to-date experiences with 
current treatment options.

Abbreviations
CRP: C-reactive protein; HbA1c: Glycated hemoglobin; HIV: Human immuno-
deficiency virus.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13256- 022- 03548-8.

Additional file 1. Laboratory values at first presentation.

Additional file 2. Medication administered from admission until the sud-
den clinical deterioration.

Acknowledgements
Not applicable.

Author contributions
All authors contributed to the conceptualization and writing of this report. SD 
wrote the first draft of the manuscript. SD, JHH, and SUCS edited the manu-
script. All authors read and approved the final manuscript.

https://doi.org/10.1186/s13256-022-03548-8
https://doi.org/10.1186/s13256-022-03548-8


Page 5 of 5Dijkstra et al. Journal of Medical Case Reports          (2022) 16:344  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Funding
No funding was received.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated or 
analyzed during the current study.

Declarations

Ethics approval and consent to participate:
Not applicable.

Consent for publication
Written informed consent was obtained from the patient’s spouse for publica-
tion of this case report and any accompanying images. A copy of the written 
consent is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Internal Medicine, Diakonessenhuis, Bosboomstraat 1, 3582 
KE Utrecht, The Netherlands. 2 Department of Cardiology, Diakonessenhuis, 
Bosboomstraat 1, 3582 KE Utrecht, The Netherlands. 

Received: 3 April 2022   Accepted: 27 July 2022

References
 1. Klacsmann PG, Bulkley BH, Hutchins GM. The changed spectrum of 

purulent pericarditis. An 86 year autopsy experience in 200 patients. Am J 
Med. 1977;63(5):666–73.

 2. Peters MN, Hesterman KS, Katz MJ, Barnes MB, Brown RR, Nijjar VS, et al. 
Primary Streptococcus pneumoniae pericarditis. Proc (Baylor Univ Med 
Center). 2013;26(1):35–8.

 3. Goodman LJ. Purulent pericarditis. Curr Treat Options Cardiovasc Med. 
2000;2(4):343–50.

 4. Cronier P, Eugène B, Passefort S, Gryman R. A pneumococcal purulent 
pericarditis revealing a pneumonia and complicated by an acute cardiac 
tamponade. J Cardiol Cases [Internet]. 2012;5(1):e61–4. https:// doi. org/ 10. 
1016/j. jccase. 2011. 09. 010.

 5. Imazio M, Cecchi E, Demichelis B, Ierna S, Demarie D, Ghisio A, 
et al. Indicators of poor prognosis of acute pericarditis. Circulation. 
2007;115(21):2739–44.

 6. Kan B, Ries J, Henriques Normark B, Chang FY, Feldman C, Ko WC, et al. 
Endocarditis and pericarditis complicating pneumococcal bacteraemia, 
with special reference to the adhesive abilities of pneumococci: results 
from a prospective study. Clin Microbiol Infect. 2006;12(4):338–44.

 7. Nuorti JP, Butler JC, Farley MM, Harrison LH, McGeer A, Kolczak MS, et al. 
Cigarette smoking and invasive pneumococcal disease. Active Bacterial 
Core Surveillance Team. N Engl J Med. 2000;342(10):681–9.

 8. Parikh SV, Memon N, Echols M, Shah J, McGuire DK, Keeley EC. Purulent 
pericarditis: report of 2 cases and review of the literature. Medicine (Balti-
more). 2009;88(1):52–65.

 9. Niederman MS, Folaranmi T, Buchwald UK, Musey L, Cripps AW, 
Johnson KD. Efficacy and effectiveness of a 23-valent polysaccharide 
vaccine against invasive and noninvasive pneumococcal disease and 
related outcomes: a review of available evidence. Expert Rev Vaccines. 
2021;20(3):243–55.

 10. Patel H, Patel C, Soni M, Patel A, Banda V. Acute primary pneumococcal 
purulent pericarditis with cardiac tamponade: a case report and literature 
review. Med. 2015;94(41): e1709.

 11. Laaban JP, Roque d’Orbcastel O, Prudent J, de Fenoyl O, Rochemaure J. 
Primary pneumococcal pericarditis complicated by acute constriction. 
Intensive Care Med. 1984;10(3):155–6.

 12. Lopez Luis BA, Leon-Tavares DM. Purulent pneumococcal pericar-
ditis: an uncommon presentation in the vaccination era. Am J Med. 
2018;131(8):e331–2.

 13. Adler Y, Charron P. The 2015 ESC Guidelines on the diagnosis and man-
agement of pericardial diseases. Eur Heart J. 2015;36(42):2873–4.

 14. Goel K, Ateeli H, Ampel NM, L’Heureux D. Patient with small cell lung 
carcinoma and suspected right upper lobe abscess presenting with a 
purulent pericardial effusion. Am J Case Rep. 2016;17:523–8.

 15. Nakagawa C, Kasahara K, Yonekawa S, Ogawa T, Kutsuna S, Maeda K, 
et al. Purulent pericarditis due to Streptococcus pneumoniae diagnosed 
by pneumococcal urinary antigen assay and 16S rDNA sequence of the 
pericardial fluid. Intern Med. 2010;49(15):1653–6.

 16. Augustin P, Desmard M, Mordant P, Lasocki S, Maury J-M, Heming N, et al. 
Clinical review: intrapericardial fibrinolysis in management of purulent 
pericarditis. Crit Care. 2011;15(2):220.

 17. Trpkov C, Nath E, Moon M, Windram J, Graham MM. Fulminant pneu-
mococcal pericarditis in a previously healthy patient. Can J Cardiol. 
2017;33(4):556.e1-556.e3.

 18. Fujimoto T, Yanishi K, Zen K, Matoba S. A very rare complication of suba-
cute pericarditis: a case report of spontaneous coronary artery rupture. 
Eur Hear J Case Rep. 2021;5(12):1–5.

 19. Saito S, Matsuura A, Miyahara K, Takemura H, Sawaki S, Ito H. Infected aor-
tic aneurysm, purulent pericarditis, and pulmonary trunk rupture caused 
by methicillin-resistant Staphylococcus aureus. Gen Thorac Cardiovasc 
Surg. 2009;57(5):250–2.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.jccase.2011.09.010
https://doi.org/10.1016/j.jccase.2011.09.010

	Pneumococcal pericarditis in a patient with newly diagnosed diabetes mellitus: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Discussion
	Conclusions
	Acknowledgements
	References


