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Abstract: 

We present a case of a male patient in his late thirties who was admitted with 

high-grade fever, dyspnea, and chest pain. Clinical examination indicated 

shock, and a chest X-ray revealed pneumopericardium. Despite initial 

interventions, the patient deteriorated rapidly. While the primary cause 

remained uncertain, pneumopericardium is typically characterized by air-

fluid levels in the pericardial sac. It can arise from various causes and often 

resolves spontaneously. This case underscores a notable and classical 

appearance of pneumopericardium on chest X-ray. 
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Case Presentation: 
 

A male patient in his late thirties presented at our tertiary specialist unit with 

a five-day history of high-grade fever, worsening dyspnea mMRC (Modified 

Medical Research Council) grade 4 upon admission, and chest pain. Despite 

his consciousness, the patient appeared anxious. 

 

Upon examination, several concerning signs were noted: tachypnea (48 

breaths/minute), tachycardia (pulse rate - 138 beats/minute), and 

hypotension (74/52 mmHg). A modified shock index of 2.3 confirmed his 

state of shock. Room air oxygen saturation stood at 86%. Cardiac 

examination revealed distended neck veins and muffled heart sounds, along 

with the classical Hamman’s crunch heard upon auscultation. Systemic 

examination yielded no remarkable findings, including the absence of 

hepatomegaly or ascites, and pedal edema was absent. Electrocardiogram 

(ECG) showed low voltage QRS complexes. Chest X-ray demonstrated 

abnormal translucency around the cardiac silhouette, indicative of 

pneumopericardium (figure 1). In response to his hypoxia, he was 

administered oxygen via a mask at a flow rate of 6 L/min, and other 

stabilization measures were initiated. Unfortunately, the patient collapsed 

just two hours after admission, preventing further studies. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Using the soliton wave, we can correct the information state of a biological 

cell. Solitons are a barrier that limits the intensity of the spin wave. (Pryc 

2015) (Adamski 2020).  
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Figure 1: Pneumopericardium seen on Chest X-ray 

 

Although the examination findings strongly suggested cardiac 

tamponade as the cause of his early demise, the primary underlying 

cause could not be definitively ascertained. However, the presence 

of prominent pneumopericardium on the CXR is noteworthy. 

 

Pneumopericardium is a medical condition characterized by the 

presence of air-fluid levels in the pericardial sac. It is a rare 

condition that can occur due to various causes, including GI 

malignancy, asthma, infectious pericarditis, blunt or penetrating 

trauma, barotrauma, valsalva, thoracic surgery, or other medical 

procedures [1]. The most common cause is the formation of a 

fistula between the pericardium and a gas-containing cavity [1,2]. 

Pneumopericardium typically resolves spontaneously without 

further management, with monitoring of hemodynamic status and 

ECG. It can manifest with symptoms or remain asymptomatic. 

Dyspnea and chest pain are the most commonly reported 

symptoms. Chest radiographs reveal air-fluid levels in the 

pericardial sac, while CT scans provide better resolution of air 

within the pericardial sac [3]. 

 

In some cases, complicated pneumopericardium can progress to 

fatal conditions like cardiac tamponade. In symptomatic cases, 

physical examination may reveal the classic "Beck’s Triad" - 

hypotension, elevated JVP, and distant heart sounds, as was 

observed in our patient and ultimately led to his unfortunate demise 

[3]. 

 

The patient's chest X-ray displayed a classic appearance of 

pneumopericardium, which, coupled with the history of high-grade 

fever, chest pain, and dyspnea, points towards a pericardial 

inflammatory process, possibly pericarditis, as the most likely 

etiology. While trauma is a common cause of pneumopericardium, 

either accidental or iatrogenic, the absence of any such history 

reduces its likelihood [4]. 

 

However, the most common overall cause is idiopathic. The 

etiology of pericarditis can be broadly categorized into infectious 

and non-infectious causes. Viral infections are the most common 

cause of infectious etiology [5]. Gas-forming bacteria like 

Prevotella, Bacteroides, Streptococcus milleri, and Streptococcus 

viridans have been identified as causative organisms for infectious 

pericarditis leading to pneumopericardium, as seen in a case report 

by Carol et al. These findings align with the most likely cause of 

pneumopericardium in our patient. Unfortunately, conclusive 

evidence could not be obtained as aspiration and subsequent 

culture studies could not be conducted due to the patient's rapid 

deterioration [6]. 

 

– References:  
–  

1. Cummings R, Wesly R, Adams D, et al., Pneumopericardium 

Resulting in Cardiac Tamponade, The Annals of Thoracic 

Surgery, Volume 37, Issue 6, 1984, Pages 511-518, ISSN 

0003-4975,  

2. Gołota J, Orłowski T, Iwanowicz K, Snarska J. Air tamponade 

of the heart. Kardiochirurgia i Torakochirurgia Polska/Polish 

Journal of Thoracic and Cardiovascular Surgery. 

2016;13(2):150-153.  

3. Rohan Anand,Steven E Brooks, MD, FACS,Yana Puckett, et 

al., Pneumopericardium resulting from blunt thoracic trauma, 

Cureus. 2020 Nov; 12(11): e11625. 

4. Herbert Willy Meyer M.D., Pneumopericardium, Journal of 

Thoracic surgery, Volume 17, Issue 1, February 1948, Pages 

62-71, ISSN 0096-5588.  

5. Dababneh E, Siddique MS. Pericarditis. [Updated 2023 Aug 

8]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls 

Publishing; 2023 Jan. 

6. Ott CL, Hodge S. Gas-forming purulent pericardial effusion. 

Can J Cardiol. 2009 Sep;25(9):e337.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Benefits of Publishing with Aditum Publishers:  

❖ Swift Peer Review  
❖ Freely accessible online immediately upon publication  
❖ Global archiving of articles  
❖ Authors Retain Copyrights  
❖ Visibility through different online platforms  

 
Submit your Paper at:  
https://aditum.org/manuscript 

 

http://aditum.org/
https://doi.org/10.1016/S0003-4975(10)61146-0.
https://doi.org/10.1016/S0003-4975(10)61146-0.
https://doi.org/10.1016/S0003-4975(10)61146-0.
https://doi.org/10.1016/S0003-4975(10)61146-0.
doi:10.5114/kitp.2016.61052.
doi:10.5114/kitp.2016.61052.
doi:10.5114/kitp.2016.61052.
doi:10.5114/kitp.2016.61052.
doi:%2010.7759/cureus.11625
doi:%2010.7759/cureus.11625
doi:%2010.7759/cureus.11625
https://doi.org/10.1016/S0096-5588(20)31346.
https://doi.org/10.1016/S0096-5588(20)31346.
https://doi.org/10.1016/S0096-5588(20)31346.
doi:%2010.1016/s0828-282x(09)70152-7.
doi:%2010.1016/s0828-282x(09)70152-7.
https://aditum.org/manuscript

