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Swine flu: Common disease with a rare complication
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ABSTRACT

H1N1 pneumonia is one of the most common causes of community-acquired pneumonia in
India. It occurs throughout the year without any seasonal variation. The clinical presentation
of the disease varies in severity each year and complications associated with it are most
unusual. We recently reported a case of recurrent pneumomediastinum associated with
H1N1. Here, we want to report another patient who was diagnosed with severe H1N1
pneumonia complicated by a cardiac tamponade. Cardiac tamponade is a life threatening
complication of viral pneumonia and needs to addressed immediately. Ours is the first
case report with cardiac tamponade associated with H1IN1 pneumonia.
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INTRODUCTION

HINI pneumonia or swine flu is an ongoing epidemic in
India. Our epidemiology is quite different from temperate
countries. Cardiac tamponade is a life-threatening condition
needing emergent pericardiocentesis. We report a case
of HINI pneumonia complicated by a sudden cardiac
tamponade which is a very rare and life-threatening
complication underreported in literature.

CASE REPORT

A male patient aged about 60 years was admitted to our
hospital early January (peak winter) with complaints of
high-grade fever, dry cough, viral prodrome, and myalgia.
He had a background of ischemic heart disease which was
medically managed. On arrival to our Emergency room
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(ER), he was tachypneic, tachycardic, and saturating 85%
on room air. On examination extensive coarse crepitations
could be auscultated over bilateral lung fields. Chest X-ray
revealed bilateral extensive infiltrates [Figure 1]. In view of
suspected HINI pneumonia prevalent around that time,
we admitted him to our intensive care unit for observation.
He remained clinically stable for over 24 h. Preliminary labs
revealed an acute kidney injury (creatinine 2 mg/dl), a total
count of 2.5 K/mm?, and slightly elevated cardiac troponin
T. His electrocardiogram was within normal limits and
transthoracic 2D echo showed normal chambers, valves,
no Regional Wall Motion Abnormality (RWMA) with 50%
ejection fraction, and Pulmonary artery systolic pressure
(PASP) of 35 mmHg. Ultrasound scan of abdomen was done
showed bilateral normal kidneys.

On the 2" night, he had a sudden onset breathlessness
and hypotension. He was resuscitated and intubated
in an emergent condition and 2D echo repeated then
showed a large pericardial effusion with features of cardiac
tamponade [Figure 2]. An emergency pericardiocentesis was
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performed under echocardiographic guidance and about
500 ml of serosanguinous fluid was removed. A postprocedure
echo showed resolved tamponade, but persisting pericardial
fluid. A pericardial pigtail catheter was then inserted under
fluoroscopic guidance. The pigtail continued to drain about
700 ml over the next 24 h. However the patient deteriorated
and a clinical diagnosis of Acute Respiratory distress syndrome
was made as per the Berlin definition of 2012. Ventilator
parameters were adjusted as per the ARDS net protocol.
However despite supportive measures and treatment the
patient remained hypotensive with escalating doses of Inj
Noradrenaline support. He had decreased urine output with
worsening metabolic acidosis. The next blood gas drawn
revealed a severe metabolic and respiratory acidosis. An
emergent computed tomography chest done showed b/l
extensive interstitial pneumonia with minimal pericardial
effusion. His laboratory investigations showed an increase
in serum creatinine to 2.5 mg/dl and a total count of 5.2 K/
mm’. His throat and nasal swabs came back positive for the
pandemic strain of 2009 HINI pneumonia. Treatment and
supportive measures were continued for acute respiratory
distress syndrome and acute kidney injury over the next 24—
48 h after which he started making a gradual and full recovery
with normal creatinine and cell counts. All investigations
to rule out possible etiologies of sudden tamponade
including autoimmune, malignancy, and tuberculosis were
negative. Repeated automated pancultures were negative
for bacterial sepsis/secondary infections. His complete
recovery with resolution of pericardial effusion, acute kidney
injury, and ARDS with the typical temporal relationship of
a viral pneumonia point out that all the symptoms of this
patient were due to the HINI virus making it a rare and
life-threatening presentation of swine flu pneumonia.

DISCUSSION

HINI pneumonia was a worldwide pandemic in 2009.
However, its epidemiology in India is quite different from

Figure 1: Dense bilateral infiltrates on chest X-ray

temperate regions with frequent outbreaks and lack of a
clear seasonal correlation with two peaks in winter and
rainy scason with wider age groups being affected.!”! The
IIINI virus is a modification of the influenza A strain
and the combined incidence is around 16.7%.% Positive
patients have a hospitalization rate of 42% and a mortality
of close to 4% with most patients dying of respiratory
complications.”! The actual incidence in India may be
even higher because testing kits are available mainly in the
metros, testing is expensive, and many patients have mild
lower respiratory tract infection symptoms which resolve
without treatment.®’ The most common symptoms of
IIINI pneumonia are fever, cough, sore throat, myalgia,
headache, and fatigability with a viral prodrome consisting
of stuffy nose, runny eyes.™ It has an incubation period of
2—4 days and runs a course of 1-2 weeks before symptoms
settle down. Clinical definitions of influenza pneumonia
have performed poorly and hence it is important to always
keep in mind even if there are minimal or no symptoms.
Management is mainly with oseltamivir or zanamivir
and supportive treatment.’! Complications are higher
in clderly >65 years, pregnancy, comorbidities including
diabetes or chronic lung disease, and patients from
long-term care facilities.’) ARDS with respiratory failure
is the most common complication followed by secondary
bacterial infections most commonly Gram-positive
staphylococcus.!®! Other respiratory complications include
acute bronchitis, worsening of bronchial asthma, pleural
effusions, and rarely pneumothorax.®! Our team recently
reported a rare complication of pneumomediastinum
associated with IIIN1 which resolved with bilateral
intercostal drains.”” Rhabdomyolysis and acute kidney
injury have been described.!® Neurological complications
include psychosis, encephalitis, and Guillain—Barre
syndrome.”! Cardiac complications include myocarditis
and pericarditis with frequent arrhythmias.!" Acute
myocardial infarction and pulmonary edema have also been
reported."!! Frequent reports of left ventricular dysfunction

Figure 2: Apical four-chamber view showing features of cardiac
tamponade

Community Acquired Infection | Volume 6 | Issue | | January-June 2019



[Downloaded free from http://www.caijournal.com on Monday, October 17, 2022, IP: 61.161.250.218]

Singh: A Rare complication of HIN1 pneumonia

have been reported in literature."” However, an extensive
PubMed and Google search did not yield much information
about cardiac tamponade as a complication of swine flu
pneumonia. There is a report of cardiogenic shock as a
presenting feature in influenza A pneumonia cause of which
was attributed to myocarditis.'"®) An association of cardiac
tamponade and bacterial pneumonia has been made.!™
Case series have been reported with viral pericarditis and
cardiac tamponade.!” To date, no cases have been reported
of cardiac tamponade as a complication, in a polymerase
chain reaction-positive HINI pneumonia patient. We
wish to report this case because it is an uncommon and
life-threatening presentation of an epidemic infection
needing emergent treatment which is underreported in
literature.
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