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A 54-year-old male with chronic pancreatitis presented with dyspnea. Computed tomography scans demonstrated a

subdiaphragmatic fluid collection with pericardial fistulization. Pericardial fluid cultures were polymicrobial in nature.

Purulent pericarditis is rare but carries a high mortality rate. We present the first documented case of pancreatico-

pericardial fistulization causing purulent pericarditis. (J Am Coll Cardiol Case Rep 2024;29:102288) © 2024 The

Authors. Published by Elsevier on behalf of the American College of Cardiology Foundation. This is an open access

article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
A 54-year-old male with decompensated alcoholic cirrhosis and chronic pancreatitis complicated by
pseudocyst status post recent cystogastrostomy with stent placement presented to the emergency
department with 4 days of dyspnea. He was febrile, tachycardic, and tachypneic, but normotensive

and normoxemic. Physical examination was notable for cachexia and toxic appearance with diminished heart
and lung sounds and epigastric tenderness. Chest x-ray revealed large bilateral pleural effusions and enlarged
mediastinal silhouette. Echocardiogram revealed a moderate-to-large pericardial effusion without evidence of
tamponade. Computed tomography (CT) of the chest and abdomen showed a subdiaphragmatic fluid collection
near the previously decompressed pseudocyst with fistulization to the adjacent pericardium (Figure 1). Pericar-
diocentesis was performed with 350 mL of purulent exudate. The pericardial effusion re-accumulated in 3 days
requiring pericardial window with pericardial drain placement. Pericardial fluid and tissue cultures grew
Acinetobacter baumannii, Enterococcus faecalis, Enterobacter cloacae, Achromobacter xylosoxidans, and yeast.
Given the patient’s frailty and comorbidities, he was not a candidate for surgical fistulectomy, so a subdiaph-
ragmatic drain was placed percutaneously under CT guidance. Both drainage tubes were removed 10 days
post-placement, and the pericardial effusion did not reaccumulate. With assistance from infectious disease
specialists and culture sensitivities, the patient initiated ampicillin/sulbactam, ciprofloxacin, and fluconazole
for 6 weeks of antibiotic therapy. The patient improved and was discharged home with plans for repeat CT im-
aging and follow-up with gastroenterology and cardiothoracic surgery.

Purulent pericarditis (PP) is rare, comprising <1% of all infective pericarditis cases.1 PP occurs most
commonly secondary to trauma, thoracic surgery, or hematogenous spread.1 In treated patients, the associated
mortality has been reported as high as 40%.2 Common organisms are staphylococcus, streptococcus, haemo-
philus, and mycobacterium.1 Polymicrobial infections are uncommon.1,2 Treatment consists of pericardial
drainage and antibiotics.1,2 Those with PP are at high risk for developing cardiac tamponade, occurring at initial
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presentation 42% to 77% of the time.2,3 Delayed treatment may lead to irreversible pericardial fibrosis
causing constrictive pericarditis, typically occurring after 14 days.1,2

Those with PP frequently experience effusion re-accumulation.2 There is an absence of randomized
controlled trials evaluating the most effective strategy for pericardial drainage in PP. Retrospective
data indicate that both surgical pericardial window and pericardiocentesis are safe, but a surgical
approach is more likely to achieve complete pericardial drainage reducing the need for repeat procedures.2

Intrapericardial fibrinolysis may be an option for poor surgical candidates.2

The organisms isolated from this patient’s pericardial fluid are consistent with gastrointestinal flora often
cultured in intra-abdominal abscesses, making this patient’s polymicrobial pericarditis only plausible with a
direct pericardial connection to the abdominal cavity. Cases of pancreatico-pericardial fistulas are rarely re-
ported in the literature and develop in the setting of acute or chronic pancreatitis.3 Fistula formation occurs
from leakage of pancreatic secretions causing spontaneous erosion into adjacent structures.3

To our knowledge, this is the first documented case of PP from an infected pancreatic pseudocyst with
fistulization to the pericardium. This case highlights the importance of early recognition and treatment of
infectious pericardial effusions and describes a setting in which pancreatic-pericardial fistula may occur.
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phy of Chest and Abdomen Demonstrating Pancreatico-Pericardial Fistula

puted tomography chest and abdomen images show a patent fistula tract (black arrow) with a 4.8 � 5.7 � 1.2 cm gas- and fluid-filled,

udocyst (red star) and adjacent pericardium. Multiloculated complex pericardial effusion predominates inferiorly, measuring 1.4 cm at

). There is circumferential thickened inflamed pericardium (blue arrow).
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