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Abstract
A woman of 23 presented with a painful,
swollen left knee. A thick yellow fluid
aspirated from the joint cavity grew
Neisseria gonorrhoeae. Central pleuritic
chest pain and ST segment elevation
developed 48 hours after presentation.
These signs and symptoms of peri-
carditis had settled two months after the
acute illness.

We report a case of gonococcal arthritis
associated with pericarditis. While on holiday
in Southern France, a 23 year old white
woman presented to a general hospital with a

painful, swollen left knee. Before this, she had
complained of a 3 day febrile illness associated
with flitting arthralgia affecting the left knee,
left elbow, and both shoulders. Clinical
examination suggested a septic arthritis of the
left knee, and the joint was explored. Thick
yellow fluid with a high neutrophil count was

aspirated from the joint cavity; a direct smear
showed Gram negative intracellular
diplococci, and subsequent culture grew Neiss-
eria gonorrhoeae. She was treated with.
intravenous ampicillin and bed rest.
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Forty eight hours later, she complained of
central pleuritic chest pain and was found to
have a pericardial rub. An electrocardiogram
showed generalised ST segment elevation
consistent with the diagnosis of acute pericar-
ditis (figure a), and a chest x ray showed mild
cardiomegaly only. A subsequent cross sec-
tional echocardiogram showed a mild to
moderate pericardial effusion but no other
cardiac abnormality. Her symptoms were

treated with aspirin and subsided within 48
hours.

Gynaecological examination was negative
and no evidence of genital tract gonorrhoea
was detected. The patient's boyfriend was also
found to be negative and the patient did not
report other sexual contact. The following
investigations were found to be either negative
or normal; vaginal, rectal, pharyngeal, and
urine microbiology; blood culture; Venereal
Disease Research Laboratory test; Treponema
pallidum haemagluttination assay, hepatitis A
and B; rheumatoid and antinuclear factors;
antistreptolysin 0 and Chlamydia trachomatis
titres.
The patient recovered over a period of four

weeks, but required two weeks' stay in hosp-
ital. The electrocardiogram remained abnor-
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Electrocardiographic tracing showing changes ofpericarditis (a) on presentation and (b) one week, (c) six weeks, and
(d) two months after presentation.
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mal both 1 week (figure b) and 6 weeks (figure
c) after discharge from hospital. A repeat
echocardiogram performed 2 months after the
illness was normal, and by that time the
electrocardiogram had also reverted to normal
(figure d). All joint symptoms disappeared
completely.

Discussion
Pericarditis in association with gonococcal
arthritis has been infrequently described.'"5 In
some of these cases the diagnosis of pericar-
ditis was based on an abnormal electrocar-
diogram rather than clinical presentation,125
and this contrasts with our patient who had
classic symptoms and signs of the disease. The
electrocardiographic abnormalities of pericar-
ditis have been found in disseminated gono-
coccal infection,25 but are only rarely
associated with the clinical manifestations,
whereas some have found no electrocardiogra-
phic abnormalities at all.6 Others suspected
gonococcal pericarditis but were unable to
obtain a positive bacteriological culture.7'0
The presence of pericardial effusion has

also been infrequently noted, and in Boyle et
al's review of 414 cases of purulent peri-
carditis only two were associated with gonor-
rhoea.7 The pericardial effusion in our patient
was only mild to moderate and was not
associated with a haemodynamic disturbance,
so there was no clinical indication for pericar-
diocentesis. The nature of the pericardial fluid
remains unknown but it did clear after
successful treatment of the arthritis, and the
follow up echocardiogram was completely
normal and showed no evidence of pericardial
thickening. Although purulent7 and fibrinous3

pericarditis have been described, the pos-
sibility of an allergic serositis" is not unlikely
in our case. We found no published reports of
the isolation of the organism from the pericar-
dium, except in the presence of gonococcal
endocarditis. Pericardiocentesis can therefore
be recommended only for haemodynamic
deterioration as a result of tamponade.
The diagnosis in this case was made simple

by the positive cultures in the joint cavity, but
the differential diagnosis of fever, poly-
arthralgia, and pericarditis includes diseases
such as rheumatoid arthritis, systemic lupus
erythematosus, Reiter's syndrome, hepatitis B
infection, neoplasm, and other bacterial or
viral infections. Primary gonococcal infection
is often asymptomatic,2 particularly in female
patients and the diagnosis and appropriate
investigation should be considered in patients
presenting with such symptoms.
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