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Abstract 

Introduction: Myopericarditis is an uncommon manifestation of Crohn’s disease. Interestingly enough, it can present 

in a patient without any acute bowel symptoms.  

Case Presentation: A 21-year-old male with a medical history of Crohn’s disease and eosinophilic esophagitis 

presented to the hospital with chest pain and fever. Blood work revealed elevated troponin, C-reactive protein, and 

sedimentation rate levels. Electrocardiogram (EKG) showed diffuse ST elevation in all leads. Transthoracic 

echocardiogram (TTE) demonstrated a small pericardial effusion without valvular abnormalities. The patient was 

diagnosed with myopericarditis. Extensive etiological workup was negative, in the absence of other explanations, it was 

attributed to his Crohn’s disease. The patient was started on colchicine and ibuprofen. Out-patient follow-up revealed 

resolution of symptoms. 

Conclusion: This case reports the rare occurrence of myopericarditis and Crohn’s disease. Inflammatory bowel disease 

as a cause of myopericarditis has been reported in some cases within the literature; however, there is no definitive 

mechanism known. 
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Abbreviations 

EKG: electrocardiogram 

IBD : inflammatory bowel disease 

TTE : Transthoracic echocardiogram 

Introduction 

Myopericarditis is defined as inflammation of the pericardium with 

myocardial involvement.[1] Viral infections are considered the most 

common etiology of the disease.[2] While uncommon, myopericarditis 

has been associated as an extra-intestinal manifestation of Crohn’s 

disease.[3,4,5] Myopericarditis can present without acute bowel 

manifestations of Crohn’s disease.[6] This case report was prepared 

following the CARE guidelines [7]. 

Case Narrative 

A 21-year-old male with a medical history of Crohn’s disease and 

eosinophilic esophagitis presented to the emergency department with 

chest pain, fever, and difficulty breathing. His Crohn’s disease has been 

controlled with vedolizumab and azathioprine for two years prior to 

presentation. He had no significant past surgical, social, or family history. 

His chest pain was sharp, located beneath the bilateral lower ribcage, 

worsened with deep breaths, and improved by leaning forward. His 

symptoms started one day prior to presentation. On presentation, his vital 

signs showed a temperature of 103 Fahrenheit, heart rate of 103 bpm, but 

otherwise normal. Cardiopulmonary auscultation revealed an S3 gallop 

without a pericardial friction rub. 

On admission, laboratory work-up revealed a troponin level of 0.13 

ng/mL that trended to 17.74 ng/mL, C-reactive protein of 3.3 mg/dL that 

trended to 5.8mg/dL, and sedimentation rate of 11 that trended to 18 

mm/h. The patient had a normal white blood cells count and brain 

natriuretic peptide. The polymerase chain reaction was negative when the 

nasopharyngeal specimen was tested for influenza A, influenza B, group 

A streptococcus, and group C/G streptococcus. Viral serology was 

negative for Coxsackie A virus, Coxsackie B virus, Adenovirus, 

Echovirus, Cytomegalovirus, and Epstein Barr virus. Electrocardiogram 

(EKG) showed diffuse ST elevation in the anterolateral leads (Figure 1).  

  Open Access       Case Report 

   Journal of Clinical Cardiology and Cardiovascular Interventions 
                                                                                 Ujjwal Kumar Chowdhury *                                                                                                                                                        

AUCTORES 
Globalize your   Research 



J. Clinical Cardiology and Cardiovascular Interventions                                                                                                                                      Copy rights@ Rohan Prasad et.al. 

 

 
Auctores Publishing LLC – Volume 5(1)-0234 www.auctoresonline.org  
ISSN: 2641-0419   Page 2 of 5 

 

Figure 1: Electrocardiogram on presentation showing diffuse ST elevation in anterolateral leads  

Computed tomography angiogram of the chest showed no evidence of 

pulmonary embolism, thoracic aortic disease, pneumothorax, mediastinal 

lymphadenopathy, or pulmonary infiltrates. Transthoracic 

echocardiogram (TTE) showed an ejection fraction of 55% with a small 

pericardial effusion (Figure 2).  

 

Figure 2: Transthoracic echocardiography demonstrating a small pericardial effusion 

The patient was diagnosed with myopericarditis. After consulting with the 

patient’s gastroenterologist, it was decided that the benefits of a fourteen-

day non-steroidal anti-inflammatory with Crohn’s disease outweighed the 

risks. The patient was then discharged on colchicine (0.6 mg twice daily) 

alongside ibuprofen (600 mg thrice daily) and was instructed to return if 

his symptoms worsened or did not resolve. Repeat TTE and 

pericardial/endomyocardial biopsy were discussed with the patient, but 

due to the resolution of symptoms with medical management, the patient 

declined further investigations. During follow-up appointments with his 

primary care physician, the patient did not report a recurrence of these 

symptoms (Table 1). 
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Table 1: Timeline 

Relevant Past Medical History and Interventions 

A 21-year-old male with a medical history of Crohn’s disease and eosinophilic esophagitis. 

Date Summaries from Initial and 

Follow-up Visits 

Diagnostic Testing Treatment 

6/24/201

7 

The patient presented to the 

emergency department with 

chest pain, fever, and 

difficulty breathing. 

-103 F, 103 bpm 

-S3 gallop without pericardial friction rub 

 

-1st troponin 0.13 ng/mL (reference range 0.00-0.03) 

-1st C-reactive protein 3.3 mg/dL (reference range 0.0-

1.0) 

-sedimentation rate of 18 mm/h (reference range 0-15) 

-Lactic 1.0 mmol/L (reference range 0.2-1.8) 

-WBC 6.5 10*3/uL (reference range 4.0-12.0) 

-Potassium 3.4 meq/L (reference range 3.5-4.9) 

-D-Dimer 0.53 mg {FEU}/L (reference range 0.00-0.50) 

-B-natriuretic peptide 34 pg/mL (reference range 0-100) 

 

Chest x-ray: No acute process was noted 

Electrocardiogram: Diffuse ST elevation in anterolateral 

leads 

-Computed tomography angiogram of the chest: no 

evidence of pulmonary embolism, thoracic aortic disease, 

pneumothorax, mediastinal lymphadenopathy, or 

pulmonary infiltrates. 

 

-Negative polymerase chain reaction for influenza A, 

influenza B, group A streptococcus, and group C/G 

streptococcus 

-Negative viral serology for Coxsackie A virus, Coxsackie 

B virus, Adenovirus, Echovirus, Cytomegalovirus, and 

Epstein Barr virus 

-Started colchicine 

-Started colchicine 

(0.6 mg twice daily) 

-Started ibuprofen 

(600 mg thrice daily) 

for 14 days 

6/25/201

7 

 -2nd troponin 1.09 ng/mL (reference range 0.00-0.03) 

-3rd troponin 17.74 ng/mL (reference range 0.00-0.03) 

-2nd CRP 5.8  mg/dL (reference range 0.0-1.0) 

 

-Transthoracic echocardiogram: ejection fraction of 55% 

with a small pericardial effusion 

-Discharged home on 

colchicine and 

ibuprofen 

Discussion 

The term myopericarditis indicates a primary pericarditic syndrome with 

myocardial involvement.[2] It is precipitated by multiple etiologies 

including infections, malignancy, and autoimmune diseases. Viral 

infections are the most common etiology.[2] The differential diagnosis of 

myopericarditis is broad. Viral etiologies were excluded by negative viral 

serologies. Bacterial pericarditis is very rare in developed nations. 

Neoplastic etiologies were unlikely due to the patient’s age, clinical 

presentation, lack of risk factors, and lack of other signs or symptoms 

associated with malignancies. Autoimmune etiology was high on the 

differential due to the patient’s age and his history of Crohn’s disease. 

The presence of two or more out of the following features are needed for 

the diagnosis of acute pericarditis: chest pain, pericardial friction rub, 

EKG changes of diffuse ST elevation or PR depression, and pericardial 

effusion.[8] The clinical diagnosis of myopericarditis requires 

establishing the diagnosis of pericarditis at first, in addition to elevation 

of cardiac markers and the absence of new-onset focal or global left 

ventricular wall motion abnormalities.[8] 

Extra-intestinal manifestations of inflammatory bowel disease (IBD) are 

common and can present before or after the diagnosis of IBD.[9] Joints, 

eyes, and skin are the most commonly involved organs.[9] Cardiac 

involvement is rare in IBD, but can include pericarditis, myopericarditis, 

arrhythmias, and conduction disorders.[10] Pericarditis is the common 

cardiac complication of IBD.[11] The relative risk of myopericarditis in 

Crohn’s is 8.3%.[12] Myopericarditis has been linked to IBD and 

specifically Crohn’s disease in multiple case reports (Table 2). There are 

two proposed mechanisms to explain the relationship between 

myopericarditis and Crohn’s disease. The first is an autoimmune-

mediated inflammatory response against autoantigens and the second 

mechanism is related to the toxicity of 5-aminosalicylic acid and its 

derivatives.[13,14] 
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Cases Age/ Sex Cardiac Physical 

Exam 

EKG Troponin Echocardiogram Cardiac MRI Treatment 

Becker et 

al[15] 

38/M No gallops or rubs, 

2/6 late systolic 

murmur heard 

throughout 

precordium 

T wave 

inversions in 

leads I, II, AVL 

and V2-V6 

Not done Pericardial 

effusion 

No Steroids for 

10 days 

Hyttiinen 

et al[16] 

37/F No pericardial rub ST elevation in 

anterior leads 

Not done Pericardial 

effusion 

No Steroids 

Kumar 

et al[17] 

37/M Loud S1 and S2, 

grade II pansystolic 

murmur heard at 

apex, radiation to the 

axilla 

ST elevation in 

leads I and aVL 

1.82 to 7.21 

(<0.4ng/ml) 

Not done Yes Colchicine 

and Steroid 

taper for 10 

days 

Sikkens et 

al[18] 

46/M Exam not reported Normal Sinus 

Rhythm 

Not done Unremarkable No Cardiac arrest 

and death 

before 

treatment 

 

Myopericarditis without significant myocardial damage is treated 

similarly to acute pericarditis. For viral or idiopathic pericarditis, non-

steroidal anti-inflammatory drugs are the treatment of choice, specifically 

ibuprofen at 1200-1800 mg daily for days to weeks. Colchicine has been 

shown to be helpful for acute and recurrent pericarditis as it can decrease 

the recurrence rate by 50%. Corticosteroids, initially used in the past, are 

now avoided due to the increased risk of future recurrences. Additionally, 

intravenous immunoglobulins are not used because of insufficient data to 

support their use.[2] A case report from 1981 illustrates how 

corticosteroids were the backbone of the treatment for 

myopericarditis.[15] A recurrent myopericarditis in 2003, however, was 

not able to be controlled despite treatment consisting of prednisone, 

azathioprine, and sulphasalazine.[16] Finally, a 2019 case of acute 

myopericarditis presented during a Crohn’s flare-up, the treatment used 

was colchicine with an increase of the patient’s home steroid dose, which 

resulted in symptomatic relief.[17] Based on current recommendations, 

we treated our patient with ibuprofen and colchicine. 

Conclusion 

This case reports the rare occurrence of myopericarditis and Crohn’s 

disease. Patients with IBD have been reported to present with 

myopericarditis; however, the definitive mechanism is unknown. Our 

patient was diagnosed with myopericarditis after a thorough investigation 

and diagnostic work-up. After discussing risks versus benefits, the patient 

was started on colchicine and ibuprofen, which saw a resolution in 

symptoms in two weeks. In conclusion, a wide differential should be 

made for patients who present with myopericarditis. 
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