CASE REPORT

Pleural and Pericardial Effusions: Rare Presentations of Brucellosis, Iran
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Abstract- We report a rare case of brucellosis presenting with pleural and pericardial effusions in a 35 yearold male rancher in Iran with fever and dyspnea. Such findings should prompt inclusion of brucellosis in the
differential diagnosis in endemic areas.
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Introduction
Although brucellosis is a rare zoonotic disease in
industrialized countries, it remains endemic in
developing countries of the Middle East, Mediterranean,
Asia, and Central and South America. Transmission is
through direct contact with infected animals, ingestion
of contaminated dairy products and inhalation of
infectious aerosol particles. Patients with brucellosis can
present with a wide spectrum of clinical manifestations.
Among the rarest complications in the course of
brucellosis are cardiac and pulmonary involvement (16), with a few reports of associated pericardial and
pleural effusions in the literature (5,7,8). We report a
case of brucellosis which caused pericardial and pleural
effusions in Iran.

Case Report
A previously healthy 35 year-old male, Afghani
immigrant cattle rancher presented with a one month
history of fever, chills and headache and was
hospitalized in the Infectious Disease Department of
Imam Khomeini Hospital. Mild dyspnea was reported
for a few days prior to admission. The patient had a
history of consuming dairy products and had taken
various unidentified antibiotics over the preceding
month. At hospitalization, physical examination
revealed a temperature of 39.2 °C, blood pressure of
100/70 mmHg, tachycardia (118 beats/min), a
respiratory rate 20/min, muffled heart sounds and
pulmonary rales.

Laboratory tests showed leukocytes at 8500/mm3
(granulocyte 68%, lymphocyte 32%), a hemoglobin of
11.3 g/dl, platelets of 285,000/mm3, mild elevations of
serum aminotransferase levels, high levels of C-reactive
protein (22 mg/l) and an erythrocyte sedimentation rate
of 77 mm/h, a creatinine phosphokinase (CPK) level of
79 U/l, a positive standard tube Wright agglutination test
(titer 1:160) specific for brucellosis in association with
2-Mercaptoethanol (2ME: 1/80), and elevated titer the
brucella-specific enzyme linked immunosorbent assay of
IgG (>150 U/ml) and IgM (4/4 U/ml).
The sputum smear was negative for tuberculosis by
Bacille Calmette and Ziehl-Nielsen, and the tuberculin
skin test by Purified Protein Derivation was also
negative. Lumbar puncture yielded clear, colorless
cerebrospinal fluid and glucose and protein values were
normal.
Moderate pericardial effusion was evident in
echocardiography. X-ray showed cardiomegaly.
Computed tomographic (CT) of the brain was normal.
The high resolution CT chest scan with contrast showed
large pleural and pericardial effusions bilaterally with
predominance on the left side. The pleural fluid sample
was clear and straw colored with a normal glucose
concentration but protein and lactate dehydrogenase
(LDH) levels above normal (5 g/1 and 416 U/l,
respectively). Cultures from bone marrow, pleural fluid
and blood were negative for brucella melitensis.
Analysis of bone marrow aspirates and biopsy as well as
pleural fluid were negative for malignancy.
The patient was treated with oral trimethoprimsulfamethoxazole and doxycycline for 12 weeks and
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intramuscular streptomycin for 14 days. Fever and
headache subsided after two days. A repeat
echocardiogram showed substantial improvement of the
pericardial effusion after one week of treatment.
Radiological findings were normal after one month of
treatment. Complete resolution of signs and symptoms
was evident at three months follow-up.

In conclusion, this report details a case of brucellosis
in a 35 year-old male rancher which led to pericardial
and pleural effusions by the time of presentation. We
conclude brucellosis should be considered in the
differential diagnosis of pericardial and pleural effusions
in endemic areas, even respiratory and heart disease
specialties.
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