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INTRODUCTION

Brucellosis is a zoonotic disease, still endemic in the 
Mediterranean regions, usually involving hematopoietic 
organs such as bone marrow, spleen and liver1-4. Howe-
ver, it can also be complicated by other localizations5,6. 
The most frequent one is spondylodiscitis, but brucello-
sis can also cause cardiovascular complications such as 
endocarditis, myocarditis and pericarditis1,7-11. Pericardi-
tis is an unusual isolated report in the case of brucello-
sis, and rarely asymptomatic1.

We present this case to highlight the need for the exe-
cution of at least a transthoracic echocardiogram (TTE) 
in every case of suspected brucellosis, even when there 
is no sign or symptom of complications.

CASE REPORT

A 20-year-old patient came to the emergency room (ER) 
of our hospital complaining of fever (T max = 39.0°C) for 
six days. She was previously attended by her General Prac-
titioner who prescribed acetaminophen and an antimicro-
bial therapy with levofloxacin, which had little to no effect. 
She reported to be affected by anemia, for which she was 
followed as an outpatient in the Hematology Unit of our 
hospital, and polymenorrhea. She was also an obese patient 
waiting for a sleeve-gastrectomy surgery.

The physical examination revealed a low-grade fever 
(37.3°C), achantosis nigricans of the left side of the pa-
tient’s neck and a depressed mood. Blood tests run in the 
ER highlighted a normal White Blood Cell (WBC) count, 
with an increased percentage of lymphocytes (37%), a de-
creased percentage of neutrophils (50 %), and an increased 
C Reactive Protein (CRP), 3.70 mg/dl (normal value < 0.50 
mg/dl). Her chest X-Ray did not reveal any disorder. For 
the history of fever and the altered blood test results, she 
was admitted in our ward. Microbiological examinations, 
such as blood cultures, Wright reaction (a standard agglu-
tination test, SAT), Enzime-linked Immunosorbent Assay 
(ELISA) test to dose specific IgM and IgG vs. Brucella 
melitensis, Cytomegalovirus (CMV), Epstein-Barr Virus 
(EBV) and Human Immunodeficiency Virus (HIV), were 
performed on the 1st day after the admission. On the 2nd 
day of the admission, the patient underwent an abdominal 
ultrasound (US), which resulted negative. On the 3rd day of 
the admission IgM for Brucella melitensis resulted positi-
ve, with negative IgG and a negative SAT. Other ELISA 
tests resulted negative for acute infection. On the same day, 
she also underwent a TTE, which highlighted the presence 
of a partially organized mild pericardial effusion.

A double antimicrobial treatment with Rifampin 
900 mg once a day and Doxycycline 100 mg bis in die 
(bid) was begun against the brucellosis, while no anti-
inflammatory treatment was started. The antimicrobial 
therapy was well tolerated, without any adverse effect.
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However, being the knowledge over this rare occur-
rence mostly based on case-reports, there is no consent 
over the best treatment to choose. 

CONCLUSIONS

Isolated pericardial effusion is an extremely rare com-
plication of brucellosis, although usually with a benign 
course. There are still no recommendations for its best 
treatment. 
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She was discharged in good health conditions on 
the 10th day after the admission, with the suggestion of 
completing a six-week cycle of the dual antimicrobial 
therapy. 

DISCUSSION

Brucellosis is a well-known zoonosis, still endemic in 
the Mediterranean basin. Transmission route usually 
involves non-pasteurized milk from infected animals – 
usually cows, sheep and goats – and its dairy products, 
but it can also be considered an occupational disease.

Our patient did not report to have any risk factor as-
sociated with the usual transmission route of Brucella 
melitensis, neither she told us to be interested by the 
possibility of an occupational disease. However, the epi-
demic outbreak happening during the year the patient 
came to our attention, lead us to look for the infection. 
A positive ELISA test highlighted the presence of IgM, 
but not of IgG, therefore an extremely recent infection.

Despite the fact that the infection was so acute, the 
patient had already developed complications, which 
more frequently occur during sub-acute and chronic 
forms5. 

Pericardial effusion, and above all isolated pericar-
dial effusion without myocarditis or endocarditis, is an 
extremely rare complication of the Brucella infection1,12. 
Causes of cardiac damage in brucellosis are still uncer-
tain, and some authors hypothesize for it to be a conse-
quence of either a direct action of the microorganism or 
a deposit of immunocomplexes1.

Pericardial effusion is usually symptomatic1,12. Ho-
wever, in our case the only sign reported was a persistent 
fever, resistant to acetaminophen and antimicrobial tre-
atment. It is also possible, because of her obese habitus, 
that the patient did not notice any difference with her 
usual dyspnea after exercise. If our routine in the su-
spect of brucellosis did not include a TTE, we would 
have not arrived at the right diagnosis of the problem.

Although guidelines for the management of acute 
pericarditis suggest the use of high-dose NSAIDs, espe-
cially ibuprofen and colchicine to prevent complications 
and recurring episodes, we did not start any anti-inflam-
matory therapy13. In our case, pericardial effusion was 
highlighted to be only “mild”, moreover, it was “par-
tially organized”. Thus, an anti-inflammatory treatment 
was deemed as not necessary. As a matter of fact, seve-
ral studies reported that the antimicrobial treatment is 
curative in the case of a pericardial effusion related to 
Brucella1,8,9,11,14. On the other hand, other studies repor-
ted the efficacy of an anti-inflammatory treatment with 
steroids7,10.


