
Introduction

• 2 yo healthy female who presented to our ER with persistent cough and 
high fever. 

• She had been treated for pneumonia  with Cefdinir and b/l otitis media with 
Augmentin in the past 2 months. She was diagnosed with a viral syndrome 
in local ER and treated symptomatically. The following 2 weeks she 
continued to have nightly fevers and fatigue before presenting to our ER. 

• At UK ED she appeared toxic and tachypneic. Labs revealed leukocytosis 
and mild anemia. Chest XR showed an enlarged cardiac silhouette. 

• Echocardiogram showed a large loculated pericardial effusion with 
significant variation of mitral and tricuspid velocities consistent with 
tamponade physiology. She underwent percutaneous pericardiocentesis 
and pericardial drain placement. 90 ml of yellow colored pericardial fluid 
removed. 

• She continued to be persistently tachycardia with decreased size of 
effusion but persistent tamponade physiology and minimal drain output.

• Decision made to take to OR for pericardiostomy with pericardial pleural 
window and evacuation of loculated fibrinous exudate. 

• OR Cultures grew Clindamycin suspectable MRSA. She was started on 
Vancomycin and Ceftriaxone upon presentation and transitioned to 
Cefepime post pericardiocentesis. 

• She was transitioned to Daptomycin to complete a 28 day course of 
antibiotics. Discharged home on hospital day 14 and she has had a great 
overall outcome with no evidence of restrictive pericarditis with outpatient 
management and surveillance. 

Clinical Presentation and Management

• While Tuberculosis is the main cause of pericarditis in developing 
countries, half of cases of pericarditis in developed countries remain 
idiopathic. 

• Infectious etiologies are the most common cause of pericarditis (34%), 
followed by inflammatory disorders causing 28% of cases.

• In the US, bacterial pericarditis makes up less than 1% of pericardial 
disease. In addition MRSA pericardial effusions are even more rare and 
have a higher mortality rate due to the bacteria’s ability to form loculations 
and progress more rapidly.

• This case of bacterial pericarditis is unique due to the patients age, lack of 
risk factors, and clinical presentation. Most cases of bacterial pericarditis 
occur in adults, children with congenital heart disease, or individuals with a 
concurrent infection, usually soft tissue or osteomyelitis. 

• For our patient she had a benign past medical history, no underlying 
congenital heart disease, and her source of infection was never identified. 
Although she did have a previous diagnosis of community acquired 
pneumonia, no concurrent infection or comorbid conditions were identified.

• She was originally diagnosed with pneumonia and viral syndromes, 
diagnoses drastically more common. It is difficult to know when the effusion 
developed; this case highlights the need for re evaluation of the differential 
as pericarditis may have serious associated morbidity and mortality.

Discussion

• Incidence of pericarditis in the pediatric population is rare in the post 
antibiotic era.

• 34% of cases of acute pericarditis are due to an infectious etiology with 
36% of the infectious cases were due to Staph aureus.  

• Cases secondary to  methicillin resistant Staph aureus (MRSA) are even 
more rare. 

• We report a case of a previously healthy toddler to highlight nuances of 
recognition and appropriate management  in MRSA pericarditis.

Figure 2 A) and B) show mitral and tricuspid inflow variation with respiration. There is 
>20% MV inflow variability and >50% TV inflow variability. 

Figure 1. Subcostal short axis view on transthoracic echo performed at the time of 
admission. Loculated pericardial effusion (*) with fibrinous strands. 

Figure 3  A) and B) are intraoperative TEE transgastric showing the right and left 
ventricle with circumferential loculated pericardial effusion(*). Figure C) and D show 
resolution of the effusion following surgical procedure. 
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Conclusion

• Pediatric pericardial effusions due to MRSA are rare.

• Our case was unique for multiple factors including the patients age, lack of 
previous medical history, and benign initial presentation.

• It also highlights the resistant nature of MRSA pericardial effusions to 
standard treatment, requiring aggressive surgical treatment as in our patient. 
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