An Unusual cause of breathless
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We describe here an intriguing case with the most ordinary of presentations but the least expected of diagnoses.  
Boy N is a 7 year old boy who presented to us having recently returned from Switzerland. A previously well child with an unremarkable medical history, he had developed pyrexia, headache, joint pain and abdominal discomfort.  Examination revealed evidence of respiratory distress; tracheal tug, tachypnoea and oxygen saturations of 90%.  Auscultation of the chest however was normal.  Furthermore, the remaining examination revealed no additional useful information.  
Blood analysis revealed a neutrophilia with a markedly raised C-reactive protein. Given the clinical findings, a chest X-ray was requested which was interpreted as bilateral basal pneumonia. Management was enforced promptly with intravenous antibiotics. Urine was sent for pneumococcal antigen and blood cultures taken. 
On review 9 hours later, Boy N had deteriorated clinically with blood gases revealing type 1 respiratory failure. Auscultation now revealed bilateral crackles. There was no evidence of a palpable liver or raised JVP to suggest cardiac failure but it was apparent that he was becoming exhausted. The repeat chest x-ray evolved into a widespread haziness of both lung fields. Clarithromycin was added in an attempt to cover atypical organisms but his clinical state had warranted intubation and immediate transfer to Great Ormond Street Hospital for tertiary care. 
In view of the clinical picture and the need for inotropic support, echocardiography was performed. A much unanticipated diagnosis of infective diagnosis was made; large vegetations on the mitral valve culminating in severe mitral regurgitation. What was perceived as an infective cause for respiratory distress was in fact flash pulmonary oedema secondary to valvular failure. Blood cultures returned with evidence of Staphylococcus Aureus.  Intriguingly, the only bedside evidence of this diagnosis was that of vascular and thromboembolic changes in the retina. 
After a much protracted course of complications including a pseudoaneurysm of the aorta and poor nutrition,  Boy N is now clinically well with a mitral valve replacement and aortic coronary cusp repair in situ. So far, no mechanical or immunological predisposing factors are identified. 
This case is by no means a common clinical encounter with shortness of breath for a general paediatrician 
Learning Point:
Bilateral Basal pneumonias are uncommon- a differential diagnosis should be considered 
S. Aureus remains a highly pathological organism with the potential to cause devastating disease in an otherwise will child unprovoked.
(We are thankful to the CICU and Cardiology team at Great Ormond Street Hospital for their support.)


