
CLINICAL COMMUNICATION TO THE EDITOR
Recurrent Pericarditis as an

Initial Presentation of
Rheumatoid Arthritis
To the Editor:

Assessed by echocardiography or postmortem studies, peri-

carditis occurs in 30% to 50% of patients with rheumatoid

arthritis.1 All cardiac structures can be involved as the dis-

ease progresses, with pericarditis being the most common

cardiac manifestation.2 Pericarditis usually succeeds the

onset of arthritis except in a few cases.3

Here, we describe a 52-year-old man with a history of

hypertension, dyslipidemia, and gastroesophageal reflux

disease who presented to the emergency department twice

within 4 months for symptoms of acute chest pain. On both

occasions, he was diagnosed with pericarditis and was

treated with ibuprofen.

Investigations for infectious etiologies were negative.

The patient had no signs of any connective tissue disease

like arthritis or rash. He had no family history of rheumatic

diseases. An elevated D-dimer in his laboratory tests neces-

sitated a contrast enhanced computed tomography (CT)

scan of the chest that showed moderate pericardial effusion

and no signs of pulmonary embolism (Figure).

When he presented to the clinic, his physical examina-

tion was remarkable for a 3-component pericardial rub typi-

cal of pericarditis. Investigations for connective tissue

disease revealed high inflammatory markers with erythro-

cyte sedimentation rate (ESR) of 110 mm/h, C-reactive pro-

tein (CRP) of 34.8 mg/L, positive rheumatoid factor (RF) of

84.8 IU/mL, elevated anti-cyclic citrullinated peptide

(CCP) antibody of 190 IU/mL, and a borderline antinuclear

antibody (ANA) of 1/80. However, the extractable nuclear

antigen profile was negative. The patient was started on

methotrexate.

Despite its predominant osteoarticular and periarticular

manifestations, nearly half of patients with rheumatoid

arthritis have extra-articular involvement including skin,
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eyes, lungs, and heart.4 Cardiac involvement can shape the

course of rheumatoid arthritis and increase the mortality

rate.5

Only 3 reported cases in the literature have presented

with pericarditis and pericardial effusion on cardiac imag-

ing as an initial manifestation of rheumatoid arthritis simi-

lar to what occurred in our case. Table summarizes these

case reports.

It is important to consider testing for rheumatoid arthritis

in patients who present with signs of pericarditis or pericar-

dial effusion with no known cause or etiology based on his-

tory. The presence of autoantibodies, including rheumatoid

factor and anti-CCP antibody, should be explored because

those antibodies might precede the clinical manifestations.
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Figure A contrast enhanced computed tomography (CT) scan of the chest show-

ing moderate pericardial effusion and no signs of pulmonary embolism.

Table All Case Reports in the Literature Illustrating Pericarditis as an Initial Presentation of Rheumatoid Arthritis

Case Report Initial Presentation Investigations Follow-up

Mitchell
et al6

Substernal chest pain Elevated ESR and CRP. Normal transthoracic
echocardiography and coronary angiogram.
Cardiac MRI revealed myocardial inflammation.
Positive rheumatoid factor and anti-CCP
antibody.

Development of arthralgia within 6 months,
particularly in wrists and elbows.
Azathioprine was started.

Movahedian
et al4

Chest pain and dyspnea
on exertion

CT pulmonary angiogram and echocardiography
revealed a large-sized pericardial effusion.
Laboratory tests showed a negative RF, elevated
ESR, elevated CRP, and strongly positive anti CCP
antibodies.

A new onset bilateral wrist pain and morning
stiffness of unspecified duration was
evident 3 months thereafter. Prednisone
was started.

Rutter et al7 2 week history of malaise,
sweats, and left-sided
chest and shoulder pain

Pleural effusion confirmed by CXR, CT scan, and
echocardiography. Strongly positive anti-CCP
antibodies. Negative RF.

Partial response to diclofenac. Good response
to corticosteroids.

CCP = cyclic citrullinated peptide; CRP = C-reactive protein; CT = computed tomography; CXR = chest X-ray; ESR = erythrocyte sedimentation rate; MRI =

magnetic resonance imaging; RF = rheumatoid factor.
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