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The diagnosis of pericarditis includes new or 
worsening pericardial effusion, pericarditic chest 
pain, pericardial rubs, and typical electrocardio‑
graphic changes.2 In the case of fever, pericar‑
dial empyema should be considered.3
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A 46‑year ‑old man presented with a 6‑month 
history of atypical thoracic pain at left later‑
al decubitus. Physical examination was unre‑
markable. An electrocardiogram showed the si‑
nus rhythm. Chest X ‑ray demonstrated a large, 
rounded structure at the left cardiac apex (FIGURE 1A 
and 1B). Transthoracic echocardiography re‑
vealed a pericardial cyst (maximally 74 mm in 
the transversal plane and 49 mm in the cranio‑
caudal plane) at the anterolateral left cardiac bor‑
der. At that location, magnetic resonance imag‑
ing confirmed the presence of a thin ‑walled, ho‑
mogeneous structure with high signal intensity 
on steady ‑state free precession and T2‑weight‑
ed spin echo (FIGURE 1C and 1D) and low signal inten‑
sity on T1‑weighted spin echo images (FIGURE 1E).

A pericardial cyst consists of a delineated, in‑
sulated pericardial portion and is frequently 
an incidental finding of a thin ‑walled, echo‑

‑free (no flow on color Doppler imaging), usu‑
ally round or elliptical structure located near 
the heart (most commonly in the right anterior 
cardiophrenic angle).

Due to chest pain, it was decided to resect 
the pericardial cyst in this patient.1 It was punc‑
tured and fully resected using the left 4th inter‑
costal space approach. Aqueous fluid was evacu‑
ated (FIGURE 1E). Histologically, the pericardial cyst 
consisted of dense fibrous tissue.

At 18‑month follow ‑up, transthoracic echo‑
cardiography showed no evidence of pericardi‑
al cyst recurrence. Two years after the surgical 
intervention, the patient was asymptomatic.

The presented case highlights the value of 
multimodality imaging in the diagnostic work‑
up and guidance of the thoracoscopic resection 
of a symptomatic pericardial cyst. A pericardi‑
al cyst is easily differentiated from pericarditis. 

Correspondence to: 
Bernard P. Paelinck, MD, PhD, 
Department of Cardiology and 
Cardiac Surgery, Antwerp 
University Hospital, 
Wilrijkstraat 10, 2650 Edegem, 
Belgium, phone: +32 3 8214182, 
email: bernard.paelinck@uza.be
Received: June 16, 2020.
Revision accepted: June 29, 2020.
Published online: July 7, 2020.
Kardiol Pol. 2020; 78 (10): 1057-1058
doi:10.33963/KP.15497
Copyright by the Author(s), 2020

C L I N I C A L  V I G N E T T E

Thoracoscopic resection of a symptomatic 
pericardial cyst

Bernard P. Paelinck1, Dina De Bock1, Steven Laga1, Francois Van Mieghem2, Michel Vandermotte2, Inez E. Rodrigus1

1 Department of Cardiac Surgery, Antwerp University Hospital, Edegem, Belgium
2 Department of Cardiology, AZ Augustinus Antwerp Hospital, Antwerp, Belgium

https://doi.org/10.1093/ehjci/jeu128
https://doi.org/10.1093/ehjci/jeu128
https://doi.org/10.1093/ehjci/jeu128
https://doi.org/10.33963/KP.15353
https://doi.org/10.33963/KP.15353
https://doi.org/10.20452/pamw.14902
https://doi.org/10.20452/pamw.14902
https://doi.org/10.20452/pamw.14902


KARDIOLOGIA POLSKA 2020; 78 (10)1058

FIGURE 1 Imaging of a patient with a pericardial cyst: A, B – chest X ‑ray showing a large, rounded structure at the cardiac apex 
(arrows); C–E – magnetic resonance imaging demonstrating a thin ‑walled, homogeneous structure with high signal intensity on 
steady ‑state free precession (C) and T2‑weighted spin echo (D, coronal plane image) and low signal intensity on T1‑weighted spin 
echo images (E, axial plane image, arrows); F – intraoperative image showing the pericardial cyst (white arrows) and the aqueous 
fluid (yellow arrow) after puncture
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