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During a diagnostic investigation in a 40-year-old
male with pericardial effusion associated with hypothyroi-
dism, cholesterol pericarditis was detected. We report a
brief review on the etiopathogeny, clinical findings, and
therapeutical possibilities of this entity.

Pericardial diseaseshavediversecauses, which deter-
minethedifferent types of morphological involvement. A
rarebut specific entity ischolesterol pericarditis. Thisterm
isusedin casesof chronic pericardia effusionwiththepre-
sence of cholesterol crystals or an elevated concentration
of cholesterol, or both *. Casesassociated with systemic di-
seases, such astuberculosis, rheumatoid arthritis, and hy-
pothyroidism have been reported, ashaveidiopathic cases.

The objective of this study wasto report a case of
cholesterol pericarditisand review themedical literature.

Case Report

Thepatientisa40-year-old ma efromthecity of Reci-
fe, intheBrazilian state of Pernambuco, whowasreferredto
thelnstituto do Coracdowith adiagnosisof pericardial effu-
sion of unknown etiology. The patient reported that 6 mon-
thsprior to hospital admission he began to feel progressi-
vely tired on exertion, and also noted edemain the lower
limbsand enlargement of theabdominal volume. A chest X-
ray depicted an enlarged cardiac silhouette. An el ectrocar-
diogram showed low-voltage QRS complexes. An echocar-
diogram revealed asignificant pericardial effusionwithno
signsof restriction. Thelaboratory test resultswere asfol-
lows: total cholesterol of 322mg/dL ; triglyceridesof 386mg/
dL; antinuclear factor, L E cells, and rheumatoid factor were
negative. Measurements of thyroid hormoneswere asfol-
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lows. T3=0.2ng/mL (0.8-2.0); T4=1.2ug/dL (4.5-12.5);and
TSH >47 plU/mL (0.3-4.5). The diagnostic hypothesis of
pericardia effusion secondary to hypothyroidismwasesta-
blished and treatment with 50 pg of levothyroxine (Puran
T4®) per day wasstarted. Asthepatient remained clinicaly
symptomaticin NYHA functional class|V, we decided to
perform apericardial drainageviavideo pericardioscopy on
9/5/98. Ananterior pericardiotomy wasperformed, and 2000
mL of pericardial fluid of agold-yellow color were with-
drawn. Microscopic examination reveal ed the presence of
multinucleated giant cellscompeatiblewith achronicinflam-
matory process. The search for neoplastic cells, bacteria,
and fungi wasnegative. Resultsof thebiochemical analysis
of thepericardia fluidwereasfollows: amylase, 65; choles-
teral, 63 (normal upto 70mg/dL); glucose, 83mg/dL ; trigly-
cerides, 10mg/dL ; total protein, 7.1; albumin, 5; andlactic
dehydrogenase, 218 U/L . The anatomicopathol ogical stu-
dy revealed mildfibrosis, lymphocytic and plasmacyticin-
filtrate, and proliferation of capillary vessels. Thematerial
adhered to the pericardium consisted of alarge amount of
xanthomatous macrophages(fig. 1) and foreign body giant
cells engulfing cholesterol crystals (fig. 2). Deposits of
intracytoplasmic hemosiderininthemacrophageswerea so
found. Onthebasisof thesefindings, thediagnosisof cho-
lesterol pericarditiswasmade. After al-year ambulatory fol-
low-up, norecurrenceof the pericardial effusionwasobser-
ved, and the patient remained asymptomatic.

Discussion

In1919, Alexander ?reported thefirst caseof pericar-
dia effusionwith asparkling gold paint appearance secon-
dary tothe presence of cholesterol. Sincethen, several ca-
sesof cholesterol pericarditishavebeenreportedinthelite-
rature. Theincidence of cholesterol pericarditis has not
been progressively increasing due to the diagnosis and
trestment of the associated diseases®. Pericarditishasbeen
reported associated with systemic diseases, such astuber-
culosis, rheumatoid arthritis, and hypothyroidism, andidio-
pathic pericarditishasbeen reported aswell.

Cholesterol pericarditisisnot properly apericarditis. It
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Fig. 1 - Cholesterol pericarditis: xanthomatous macrophages containing fat and
crystalsof cholesterol (HE, 10x).
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Fig. 2- Multinucleated giant cells engulfing alarge amount of crystals of choleste-
rol. (HE, 10x).
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isaspecid typeof pericardid effusonrichinLDL-cholesterol,
which may form masses along with debrisand fibrin, crys-
tallizing over timeand depositinginthepericardium, leading
topericarditis. LDL-cholesterol levelsinthepericardial fluid
arehigher thanthoseintheplasma, whileinhedthy individu-
als, they arelower 3. Cholesterol pericarditisissecondary to
recurring outbreaks of acute pericarditis, whichinmany si-
tuationsaresubclinical, resultingininflammationwith effug -
on, pericardial thickening, and changeintheabsorption ca-
pacity of the pericardium. Theincreasein cholesterol con-
centration, particularly of theL DL fraction, causespreci pite-
tionof thecrystals, which, locatedinthepericardial membra:
ne, trigger agranulomatous response of the foreign body
type. Theresult isexudation of the pericardia fluid, which
leadsto effusion®.

Clinically, cholesterol pericarditis may manifest as
pericardia effusion, cardiac tamponade®, and constrictive
pericarditis®. Usualy, thepatient remai nsasymptomaticfor
along time, because pericarditisis secondary to chronic
diseases, and, consequently, accumulation of the pericar-
dia fluidisslow.

Thediagnosisof cholesterol pericarditisismadeby the
presenceof crystalsof cholesterol or an elevated concentra:
tionof cholesterol inthepericardid fluid (above 70mg/dL).

Treatment of cholesterol pericarditis consists of the
treatment of the underlying disease. In recurring cases, a
pleuropericardia window isindicated, and, inmorerefractory
cases, pericardiectomy may beagood therapeutical option.

Cholesterol pericarditisis aspecific disease, even
though rare, that should be considered in the course of
chronicdiseasesinvolvingthepericardium.
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