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ABSTRACT

Bolest na hrudi ve vech podobdch je zadvaznym dlivodem pro vyhledani Iékarské péce. Triapadesatileta zena
byla ptijata do nemocnice s atypickou anginou pectoris a dusnosti. Po fadé vySetreni jak zobrazovacimi me-
todami, tak invazivnich i neinvazivnich byla stanovena spravna diagndza, nekrdza perikardu.
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Introduction

The pericardial fat necrosis (PFN) is a rare benign condi-
tion which was first described in 1957." In a recent study
its frequency was found to be about 2.15% among pa-
tients who underwent chest computed tomography (CT)
for chest pain.? It presents itself with prolonged chest pain
usually at rest which usually worsens during inspiration.
The pain may mimic pulmonary embolism and acute co-
ronary syndrome, due to the typical location and irradia-
tion, which makes the diagnosis difficult without labora-
tory, imaging and instrumental investigations. We present
a case report of a woman with acute chest pain, admitted
to the hospital for diagnosis and treatment.

Case description

Recently a 53-year-old woman was admitted to our hos-
pital. She complained of retrosternal chest pain with irra-

Chest pain in its varieties is a major reason for searching medical help. A 53-year-old woman was admitted
to the hospital with complaints of atypical angina and shortness of breath. A series of imaging, invasive and
non-invasive investigations were done to reach the right diagnosis — pericardial necrosis.

diation to the back, accompanied by shortness of breath.
The pain had started less than 6 hours prior to hospitaliza-
tion and was not provoked by physical exertion. She was
hemodynamically stable with heart rate of 71 beats per
minute and blood pressure of 95/70 mmHg (measured on
both arms). She was not febrile with normal oxygen sa-
turation. Low extremities were with preserved peripheral
pulsations. Her past medical history consisted of known
enlargement of the ascending aorta, arterial hypertension
with optimal medical treatment and Hashimoto disease
with normal levels of thyroid hormones.

Differential diagnosis included coronary disease with
the clinic of unstable angina, acute aortic syndrome and
pulmonary embolism.

To start with the electrocardiography (ECG), which sho-
wed negative T waves in inferior and precordial leads and
did not exclude one or another differential diagnosis, ex-
cept myocardial infarction with ST elevation. Echocardio-
graphy demonstrated preserved left ventricular ejection
fraction with no segmental kinetic abnormalities. There
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Fig. 1 - CT angiography showing fatty lesion - pericardial fat ne-
crosis (see arrows) - fat-equivalent finding located in the inferior
mediastinum to the left, pericardium and behind the chest wall at
the level above the 5th rib.

was enlargement of the ascending aorta up to 44 mm, all
valves were with normal function. Laboratory tests were
normal (including D-dimer), except for elevated high sen-
sitive cardiac troponin T (hs-cTnT) 48 ng/l (reference limits
3-14 ng/l) and C-reactive protein (CRP) — 30 mg/l (0-5 mg/l).
Control markers for myocardial necrosis 3 hours later sho-
wed elevating troponin levels of 75ng/I. After calculation
of Global Registry of Acute Coronary Events (GRACE) score
- 151 points, corresponding to high mortality and morbi-
dity risk, a decision for coronary angiography was under-
taken, showing no coronary artery disease.

Acute aortic syndrome also came into consideration
due to the past history of dilated ascending aorta, alt-
hough there was no severe progression of the disease on
echocardiography, as well as no present typical signs of
acute aortic dissection. Based on ESC guidelines 2014 for
diagnosis and treatment of aortic diseases we considered
our patient to be high risk for acute aortic disease, so we
performed CT aortography. On CT our radiologist did not
find any evidence of acute aortic disease but after careful
evaluation of the images, a fatty lesion in the left medias-
tinal space in the epicardium was found, corresponding to
PFN (Fig. 1).

When closely evaluated the clinical symptoms, labora-
tory investigations and the typical finding on the CT, they
appeared to closely correlate with acute pericarditis with
PFN.

Until the diagnosis was found the patient was admitted
to hospital for close surveillance and monitoring. The usu-
al cardiac therapy was not discontinued, including perin-
dopril/amlodipine - 5/5 mg, bisoprolol 5 + 2,5 mg, rosuva-
statin 10 mg. When the results of CT showed the diagnosis
of pericardial fat necrosis, administration of ibuprofen
was initiated — 600 mg three times daily for 14 days with
gradually lowering doses afterwards.

One month later the patient had no symptoms, as well
as normal laboratory investigations. A follow-up CT scan
at 1 month (Fig. 2) post-treatment showed significantly
smaller lesion with thickening of the corresponding peri-
cardium. ECG had positive dynamic with no ST-T changes.

THICKENED PERICARD,

Fig. 2 - Control CT angiography after treatment showing reduced
lesion and thickened pericard.

Discussion

Fat necrosis can occur in various sites in an organism.
It is common in the breast and has also been described in
peripancreatic fat in cases of pancreatitis, in epiploic ap-
pendagitis, in the subcutaneous fat, and, less frequently,
in the epipericardial fat.

All patients presented with pleuritic chest pain on the
same side as the lesion, in a study investigating a clinical
series of such patients, founding also that, PFN is a more
prevalent condition in the emergency department than
previously thought.® It is more commonly described on
the left side and is self-limiting usually lasting a few days,
however, there are case reports with lasting symptoms up
to one year. Other associated symptoms include dyspnea,
syncope, dizziness, tachycardia, and diaphoresis. Physical
examination usually is unremarkable, because most of the
suffering patients are young with no concomitant diseases.

The pathogenesis is unknown, but it has been postula-
ted that vascular pedicle torsion is a possible cause.* Other
potential causes include the Valsalva maneuver or pree-
xisting structural abnormalities of adipose tissue, such as
lipoma, hamartoma, or lipomatosis.*

Chest radiographs are often normal during the first few
days but usually will progress revealing round mass over-
lying the ipsilateral cardiophrenic angle, sometimes a ple-
ural effusion, on the same side of the chest pain. CT can
further provide characterization of the nonspecific para-
cardiac mass such as exact location. PFN can be diagnosed
by identifying an ovoid lesion with fat attenuation with
intrinsic and extrinsic soft-tissue stranding on chest CT.
Until the early 2000s, surgical removal of these lesions was
deemed the treatment of choice, to exclude a neoplasm.
Nowadays treatment is conservative (involving the use
of anti-inflammatory agents), and symptoms resolve 3-4
days after treatment initiation. A follow-up CT examina-
tion is usually recommended to confirm resolution of the
findings.®

PFN may be clinically mistaken for other severe causes
of chest pain and dyspnea, most notably acute myocardial



508

Pericardial necrosis

infarction, pulmonary thromboembolism or acute aortic
dissection. However, laboratory tests and electrocardio-
gram in PFN are usually normal, unfortunately not in our
clinical case, which made the diagnosis difficult to reach.
Most of the cases published till now, present otherwi-
se healthy young patients, with no laboratory changes,
which can help guide clinicians to the correct diagnosis
and avoid invasive tests. It is important for clinicians to
be familiar of this disease process in order to manage it
properly in the acute clinical setting. The difficulties in
reaching the diagnosis is in the nonspecific presenting
symptoms as well as unremarkable laboratory values and
normal ECG, which however make the differentiation
from other causes of chest pain.

Conclusion

Pericardial fat necrosis is a rare condition which may mi-
mic a variety of severe acute diseases. Good knowledge of
the disease and team work with radiologists may prevent

confusion, misdiagnosis and unnecessary invasive investi-
gations or surgical treatment. As far as proper diagnosis
is made, the disease has benign and self-limiting nature.
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