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Posttraumatic pericardial cyst

Quiste pericárdico postraumático

C. Saldaña Dueñas1, A. Hernández Galán

RESUMEN

Los quistes pericárdicos son lesiones poco fre-
cuentes que se presentan como hallazgo casual en estu-
dios radiológicos realizados por otros motivos.

La mayoría son asintomáticos (>50%) pero su local-
ización y relación con estructuras vecinas determinan 
las manifestaciones clínicas (tos persistente, disnea, 
dolor torácico...)

Presentamos el caso de un paciente con dolor 
torácico opresivo a las dos semanas de un traumatis-
mo torácico con una imagen sospechosa en la placa de 
tórax.

Palabras clave. Pericardio. Fibrilación auricular. Quiste.

ABSTRACT

Pericardial cysts are uncommon lesions usually found 
incidentally upon the radiologic investigation of some 
other condition.

The aetiology can be both congenital and acquired 
(post inflammatory processes, infection or even post-
traumatic). They are the most common benign tumour 
of the pericardium but there is still a difficulty in the dif-
ferential diagnosis because even clinical or analytically 
are not different from some other benign or malignant 
lesions. Further image studies are required to complete 
the study of these lesions.

Even the majority are asymptomatic (>50%), the 
localization and relation to adjacent structures lead the 
role of the clinical manifestations (persistent cough, 
dyspnoea, chest pain...).

We present the case of a man with oppressive chest 
pain after 2 weeks of thoracic traumatism with an ab-
normal radiological image in the chest X-ray.
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INTRODUCTION
The aetiology ot pericardial cysts can 

be both congenital and acquired (post in-
flammatory processes, infection or even 
posttraumatic). They are the most common 
benign tumour of the pericardium but there 
is still a difficulty in the differential diagnosis 
because even clinical or analytically are not 
different from some other benign or malignant 
lesions. Further image studies are required 
to complete the study of these lesions.

We present the case of a man with op-
pressive chest pain after 2 weeks of thorac-
ic traumatism with an abnormal radiologi-
cal image in the chest X-ray.

CASE
We present the case of a 50 year-old man 

with an accidental thoracic trauma with radio-
logical findings of left costal fractures receiving 
anti-inflammatory treatment.

Few weeks later the patient begins with op-
pressive thoracic pain with dizziness different 
from the previous persistent costal pain. There-
fore a blood test, ECG and chest X-ray are per-
formed.

The physical examination and the laborato-
ry findings are normal (cardiac enzymes includ-
ed). The ECG shows 72 bpm without repolarisa-
tion abnormalities.

In the X-ray a left lobulation near the hemi-di-
aphragm is visualized as a new finding in com-
parison with previous images (Fig. 1) The radiol-
ogist proposes to complete the study with a CT 
(Computed Tomographic scan).

Figure 1. Chest radiograph of the patient. Pos-
teroanterior view shows a left cardiophrenic 
mass (arrow) with hiperdensity near left hemi-di-
aphragm.

The CT describes a cyst image in the cardi-
ophrenic angle with 8cm of diameter suggesting 
the diagnosis or pleuro-pericardial cyst.

We derive the patient to the Neumologist Ser-
vice. Respiratory function tests are performed 
with no abnormality. The case was presented 
in a multidisciplinary session and as the patient 
remained asymptomatic, an expectation plan is 
settled, with no need of a surgical approach and 
with cardiologic imaging follow-up.

DISCUSION

Pericardial cysts are unusually benign 
lesions that have a worldwide incidence 
of 1 per 100.000 habitants4. The congenital 
encapsulated cysts arise from the pericar-
dium in the early embryological develop-
ment. Histologically these cyst are lined 
with a single layer of mesothelial cells that 
contains clear water-like fluid (so called 
usually as “spring water cyst”)5,6. They do 
not frequently communicate with the per-
icardial cavity in the 80% of cases7. Com-
monly unilocular, they may appear multi-
locular due to constrictive fibrouse bands4.

It has been described acquired aetiol-
ogy in relation of rheumatic pericarditis, 
bacterial infection (particularly tuberculo-
sis) or secondary to cardiac surgery and 
even posttraumatic8.

Pericardial cysts have no differences in 
prevalence between male and female and 
are more frequently diagnosed in the 3rd-4th 
decade of life. They are usually benign and 
asymptomatic representing the 7% of all 
mediastinal masses and the first cause of a 
pericardial tumour9.

They are usually solitary and round-
shaped masses located in the right cost-
ophrenic angle (70%) followed by the left 
costophrenic angle (10-40%)10. There have 
been described unusual localizations such 
as posterior mediastinum, the right or left 
hiliar region, the right paratracheal area, 
near the diaphragm or in the vicinity of 
the aortic arch4,9. Although the majority of 
patients (>50%) remain without any symp-
toms, the size, localization and relation to 
adjacent structures define the clinical find-
ings.

The clinical features depend on the lo-
calization of the cyst for example paratra-



Posttraumatic pericardial cyst

An. Sist. Sanit. Navar. 2015, Vol. 38, Nº 3, septiembre-diciembre 	 477

cheal and carinal cyst may lead to tracheo-
bronquial compression, causing coughing, 
wheezing, dyspnoea and stridor11. In peri-
cardial cyst a chest pain, tachycardia, per-
sistent cough, cardiac arrhythmias (atrial 
fibrillation is described4) dyspnoea and 
lower respiratory tract infection are the 
most common symptoms2.

If the cysts have a considerable size 
or a special localization they can lead to 
complications that include the following4,12: 
sudden death, cardiac tamponade, cyst 
rupture, right ventricular outflow obstruc-
tion, pulmonary stenosis, erosion of the 
cyst into the superior vena cava and right 
ventricular wall, mitral valve prolapse, 
congestive heart faillure, atrial fibrillation, 
pericarditis, obstruction of the right main 
bronchus.

Some pericardial cysts resolve sponta-
neously, most likely from rupture into the 
pleural space. The rates of spontaneous 
resolution, growth or complication have 
not been reported2.

The pericardial cysts are usually found 
incidentally upon the radiologic investiga-
tion of some other condition1. The X-ray 
usually shows a smoothly rounded mass 
at the right cardiophrenic angle2 or an en-
larged contour of the right heart12 but they 
can sometimes be confused with a coro-
nary artery aneurysm, dextrocardia, malig-
nancy, and even pneumonia2,13.

The differential diagnosis of medias-
tinal lesions includes: Morgani hernia, 
lipoma, angioma, neurinoma, sarcoma, 
lymphoma, pericardial grass, ventricular 
aneurism, cardiac or bronchogenic tumors, 
metastatic lesions, Valsalvas’s senus aneu-
rism, granulomatous lesions or abscess are 
some of the options9,10.

There is usually needed further investi-
gation and the additional diagnostic meth-
ods include transthoracic echocardiuogra-
phy, computer tomography and magnetic 
resonance imaging of the chest12.

On one hand transthoracic echocar-
diogram can delineate the margins and 
cyst character and the relation of adjacent 
structures. The transesophageal echo-
cardiogram has an incremental value of 
the atypically located cyst. However the 

computed tomography and magnetic reso-
nance offer better anatomical description 
of pericardial lesions. In CT pericardial 
cysts appear as oval, thin walled and well 
defined homogeneous masses. In MR they 
show low signal intensity on T1-weighted 
sequences and high signal intensity on 
T2-weighted sequences12.

There is no consensus of what imag-
ing studies should be performed first. The 
management of a pericardial cyst depends 
on the distinctiveness of the cyst and the 
occurrence of symptoms. Some algorithms 
have been published, for example in the 
European Journal of Echocardiography, 
with guidelines of their management.

The general approach of pericardial 
cyst treatment has been question beyond 
the last decades. In the first case series be-
tween the 1950 and 1960 the surgical resec-
tion was the main treatment as they  there 
were easily removed via thoracotomy. In 
the last years expectation plan is settled 
for most patients because these lesions are 
asymptomatic and have a benign behav-
iour6. Serial transthoracic echocardiogra-
phy is used to monitor asymptomatic pa-
tients and ensure a benign course in which 
the pericardial cyst can resolve spontane-
ously12. However in many cases the exact 
nature of the mediastinal mass is uncertain 
so a surgery technique is performed.

There is no consensus in the treatment. 
There are those who recommend conserv-
ative treatmente as it avoids surgical mor-
bidity and mortality, and there have been 
even been reports of spontaneous resolu-
tion of the cyst. Those against an expect-
ant attitude present the risk of developing 
symptoms if they do not receive surgery.

In some series percutaneous fine-nee-
dle aspiration may be suggested for histo-
logic diagnosis and possible cure of some 
cyst in patients with no symptoms at the 
diagnose1,9,10.

Otherwise a surgical excision becomes 
the first option when the cyst is sympto-
matic: infected, possibly malignant, grows 
progressively or achieving giant dimen-
sions, compressing important structures, 
it is atypical in location, prevention of life 
threatening emergencies such as cardiac 
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tamponade, obstruction of right main stem 
bronchus and sudden death2,4,7. Excision is 
usually performed by video-assisted tho-
racic surgery11.

In conclusion, treatment is required in 
symptomatic patients or those with an un-
clear diagnosis or aggressive behaviour. In 
most patients a close follow-up is enough 
and is performed by serial transthoracic 
echocardiography3.
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