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Pericarditis is an important diagnosis to consider in a patient presenting with chest pain. This article
describes the common features and management of pericarditis in the general practice setting on the example
of clinical case. To the cardiologic department was admitted middle aged male. He complained of sharp
retrosternal pain, and fever. The survey revealed distinctive features of pericarditis: pericardial friction rub on
auscultation, diffuse PR segment depressions on ECG, pericardial effusion on echocardiography, but etiology
was not elicit. Most cases are labeled as «idiopathic» because the traditional diagnostic approach often fails to
identify the etiology. The presence of febrile fever and neutrophilic leukocytosis indicates that a bacterial
etiology take place. Prompt antibacterial and anti-inflammatory treatment led to recovery of the patient. He
was completely free of symptoms and had returned to his pre-morbid state.
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HEPEBIT TOCTPOT'O HEPUKAPJAUTY HA ITPUKJIAZII TIOKA30BOI'O
KJITHIYHOI'O BUITAIKY

Jnamini T.%, Baobiu O. I'.", Kymnan H. B.?
' XapkiBchknit HartionansHmii yHiBepcutet iveni B. H. Kapasina, m. Xapkis, Ykpaina
2 XKII 3T Ne 1 @inii «1{O3» [TAT «Yxkp3aanizuuisy», M. Xapkis, Ykpaina

[Ipu obcrexkeHHi marmieHTa 3 OOJMSIMH B TPYAHIA KIIITHHI, Ba)KIMBO MaTH Ha yBasi, mo Oinh Moxe OyTh
0o0yMOBIICHa Ypa)XCHHSAM Tepukapia. JlaHa cTaTTd Ha NPHUKIAAI KIIHIYHOTO BUMANKY OMUCYE HAHOUIBII
TUTIOBI TIPOSIBH MTEPHUKAPIUTY Ta WOTO JiKyBaHHS. B KapmiomoridHe BiITiJICHHS MOCTYIIMB YOJIOBIK CepeIHIX
POKIB 31 cKapramMu Ha 3arpyIuHHY Oib, THUXOMaHKY. B Xomi oOcTexeHHs Oynu BHSIBICHI XapaKTepHi I
TIepUKApANTY JaHi: IIyM TepTs NepuKapa, Jeikornuros, Tumosi 3mian EKT, Taki sk nempecis cermenta PR, a
TaKOX BHSBICHO TEpHKAapHiadbHUN BHUIT TPH exokapriorpadii, mpore erionoris He Oyna BHU3HAUCHA.
Hepinko TpaawiiiiHi miarHOCTHYHI METOIM HE 37aTHI iAeHTH(IKYBaTH €TIOJNOTIYHUH (aKTOp, TOMY
HalJacTime BCTAHOBIIIOETHCS JIIarHO3 «iMiONMaTHYHUN TepukapanT. HasBHICTh (eOpHIbHOT TUXOMAHKA Ta
JEHKOIMTO3y BKa3dye Ha Te, M0 HaWIMOBIpHiINIE Mae Micre OakTepiambHa eTioyioTis. BigmosimHa
aHTHOaKTepianbHa Ta MPOTH3ANAIbHA TEPAITis TPU3BETa 10 MOMIMIIEHHS CTaHy Ta Oy KaHHIO MMaIli€HTa.

KJTIOYOBI CJIOBA: rocTpuii IEpUKapANT, JTIKyBaHHSA TOCTPOTO MEPUKAPANTY, KIIHIYHIH BUTIAIOK

TEYEHHUE OCTPOI'O HEPUKAPIUTA HA IPUMEPE ITIOKA3ATEJIBHOT'O
KIMHUYECKOI'O CJIYUYAA

Jnamunu T.%, baoun O. I'.", Kymnan H. B.?
: XapbKOBCKUI HallMOHAIbHbIN yHUBepcuTeT uMenu B. H. Kapasuna, r. XapbkoB, YkpanHa
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IIpu o6cnenoBanny maryenTa ¢ 60IsIMH B TPYJHOM KJIETKe, BAXKHO UMETh B BUIY, YTO OOJIb MOXKET OBITh
00ycIIOBIICHA MOpakeHUEM INepukapiaa. B naHHOH craThbe Ha MpHMepe KIMHUYECKOTO ClIydas ONHCHIBAIOTCS
HanOoJiee TUIMYHBIC MPOSBICHUS NEPUKApIUTa U €ro JIeYeHHe. B kapauonornyeckoe OT/AeNIeHHEe TTOCTYIINII
My’)K4MHA CPEJHHUX JIeT C KajnoO0aMH Ha 3arpyJuHHble OoiM, IuXopaiaky. B xonme oOcinenoBanus Obuiu
BBISIBJICHBI XapaKTEpHbIE I TEpHKapAuTa JaHHBIS: IIYM TPEHHs MepuKapja, JeHKOIUTO3, TUIHUYHBIE
m3meneHuss OKI', Takue kak ngempeccust cermeHta PR, a Taioke BBISBIEH NEPUKAPAHANBHBIA BBIIOT MPU
9xoKkapauorpaduu, oJHaKO STHOJOTHMs He Obula OmpejesieHa. 3adacTylo TpPaJUIMOHHBIC TUArHOCTHYECKHE
METO/Ibl HE CIIOCOOHBI MJCHTH(DUIIMPOBATH STHOJIOTHYECKUH (haKTOp, OATOMY Hallle BCEr0 YCTaHABIMBACTCS
JIMarHo3 «MAMONaTHYeCKUi» nepukapaut. Hamugaue auxopaaku 1 HeHTpOopHIbHOTO JIEHKOLUTO3a YKa3bIBaeT
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Ha TO, YTO BEPOATHEC BCETO UMCECT MECTO 6aKTCpI/IaHBHaﬂ OTHUOJIOT'UA. COOTBGTCTByIOH.IaSI aHTI/I6aKTCpI/IaJ'ILHa$I
1 MIPOTUBOBOCIIAJIUTEIIbHASA TEPAIIns MpUBEIa K YIYYHICHUIO COCTOAHNA U BbI3JJOPOBJICHUIO MMAIUCHTA.

K/TFOYEBBIE C/IOBA: ocTpblii NEpUKapUT, ISYEHUE OCTPOrO NEPUKAPAUTA, KINHUUECKUH ciaydait

INTRODUCTION

Acute pericarditis is the inflammation of
the pericardial sac caused by infectious or
noninfectious noxa with the possible
increased production of pericardial fluid as
exudates and less than 4 weeks duration [1].
Pericarditis is the most common disease of
the pericardium encountered in clinical
practice. But epidemiologic data are lacking,
likely because this condition is frequently in
apparent clinically, despite its presence in
numerous disorders. Acute pericarditis caused
0.20 % of all cardiovascular admissions. The
clinical diagnosis can be made with two of
the following criteria:

— Chest pain (> 85-90 % of cases);

— Pericardial friction rub (< 33 % of
cases);

— (ECG) changes (up to 60 % of cases):
new widespread ST elevation or PR
depression;

— Pericardial effusion (up to 60 % of
cases, generally mild).

Additional signs and symptoms may be
present according to the underlying etiology
or systemic disease (i.e. signs and symptoms
of systemic infection such as fever and

leukocytosis, or systemic inflammatory
disease or cancer) [2].
A leading expert on the study of

pericarditis David H. Spodick believes, that
contemporary  understanding of acute
pericarditis rests on 3 main considerations:
(1) pericarditis occurs in every category of
disease, common and exotic (the spectrum is
so broad that with every new case, the
clinician should devise an appropriate
differential  diagnosis), (2) to avoid
therapeutic mishaps, pericarditis must not be
mistaken for other syndromes, and (3) the
etiological and clinical spectra of acute
pericarditis change frequently and some
classic  assumptions and  descriptions,
perpetuated in some publications, are
outdated [3]. Following clinical case display
diagnostics and management of the patient
with acute pericarditis in clinical practice.
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CLINICAL CASE

The patient was 46 year old unemployed
male. On admission he complained of dull,
aching pain in the retrosternal region with
radiation to the cervical spine, shoulders,
interscapular area, which became worse on
inspiration and supine position. It was
persistent and three weeks duration.
Occasionally patient noted palpitations. Other
symptoms included: weakness, fatigue, fever
(up to 39,5°C), body weight about 2 kg.

Three weeks prior to presentation, patient
had been exposed to cold, since that moment
in patient developed low grade fever (up to
37,5°C) and pain in the heart region. Patient
thought he had been caught the cold, and used
NSAIDs to relief symptoms, however,
symptoms were not reduced, and fever
gradation increased up to 39,5°C. General
practitioner had prescribed for patient
Amoxicillin 1000 mg tid. Five days of
treatment were not effective and patient had
been referred to cardiologic department.

No relevant past medical and social
history were detected.

On examination it was revealed middle
aged good mood man, who was well
developed and well nourished. His
appearance was consistent with his stated age.
Fever (39.5C) and tachycardia (100 bpm)
occurred. Skin and mucous membranes were
pink and clear. Edema was absent. Lymph
nodes were not palpable. Vesicular breath
sounds of the lungs to auscultation. The point
of apex beat was diffuse (3 cm in diameter),
impulse was diminished force, unchanged
location. S1 and S2 were soft; pericardial
frictions rub, best heard along the left lower
sternal border. Gastrointestinal and urinary
systems examination was unremarkable.

Complete blood count revealed signs of
inflammation:  neutrophilic  leukocytosis
(WBC 13.9 109/L, neutrophils 12.5 109/L —
89.9 %), increased ESR 34 mm/h. Urine
analysis fell in normal ranges. Liver function
tests and kidney function were normal.
Troponin and, thyroid tests fell in reference
range. ASL-O and RF were negative. Level



of C-RP was increased. Blood culture and
PCR serum viruses’ identification were
negative. ECG revealed sinus rhythm,
89 bpm, normal heart axis, and pericarditis
signs: PR-segment depression in II, III, AVF,
PR-segment elevation in AVR, flattened T
waves in all leads. Echocardiography showed
signs of mixed serous-fibrinous mild
pericardial effusion: presence of echo-free
pericardial space up to 10 mm and floating
fibrin threads there. Abdomen ultrasound
showed splenomegaly with diffuse changes of
parenchyma, other organs were normal.
Thyroid ultrasound was normal. Chest X-Ray
revealed enlarged heart, but lungs were not
changed. Chest CT-scan detected fluid in the
pericardial sac with max thickness up to
20 mm.

The presence of high, spiking fevers and
neutrophilic leukocytosis indicates a bacterial
etiology, but obtained blood culture was
negative. Therefore in this case took place
bacterial unspecified etiology. Based upon
complaints, patient’s past medical history,
physical examination, and workup data final
diagnosis had been established.

Main disease: Acute bacterial unspecified
etiology serofibrinous (seroplastic) peri-
carditis with small amount of effusion.

Complications: Inflammatory sple-
nomegaly.

Patient received following treatment.
Wide spectrum antibiotic therapy: IV
ceftriaxone 1000 mg bid and IV levofloxacin
500mg qd in the course of ten days.
Antiinflammatory therapy: Ibuprofen 600 mg
po qid, Methylprednisolone 32 mg po for
fourteen days, followed by dose tapering
4 mg every 2 weeks, and Pantoprazole 40 mg
po bid simultaneously for gastroprotection
[4]. Because after ten day course of
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antibacterial therapy complete recovery was
not achieved — temperature and lab tests
(persisted neutrophilic leukocytosis, WBC
11.2 109/L and neutrophils 9.9 109/L —
87.8 %) were not normalized, antibiotic
treatment changed to Azithromycin 500 qd po
for 5 days [5]. Whereupon resolution
occurred.

On the background of the therapy the
patient’s condition improved: symptoms
abated, body temperature turned into normal:
36.6-36.90°C, lab tests (WBC, ESR) were
normalized, echocardiogram control after the
treatment revealed significant reduction of the
pericardial effusion. Patient was discharged
from the hospital. It was recommended
observation of the cardiologist and continuing
methylprednisolone tapering.

CONCLUSIONS

Clinical case displayed particular features
of the acute pericarditis, diagnostic
consideration, and  treatment recom-
mendations. Characteristic clinical findings in
pericarditis include chest pain and pericardial
frictions rub on auscultation of the left lower
sternal border. Electrocardiography reveals
diffuse PR depressions and diffuse flattened
T wave. Echocardiography showed mild
pericardial effusion. The treatment includes
empiric antibiotic and antiinflammatory
therapies. This patient had uncomplicated
course of disease. And in this isolated case
take place positive trend of illness against the
background of the conservative therapy. But
15% to 30% of patients with acute
pericarditis recurrence may develop. The risk
of recurrence is higher for women and for
patients who do not have a response to initial
treatment with NSAIDs.
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