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Computed tomography can be very useful in the assessment of mediastinal
masses in children. In this case, it provided for the specific diagnosis of a
pericardial cyst in a young child, obviating the needfor invasive evaluation or
surgery.

ALTHOUGH the occurrence of peri-
cardial cysts in children is rare,' their

differentiation from the more significant
solid masses of the mediastinum is impor-
tant. Their accurate diagnosis may prevent
unnecessary invasive procedures or sur-
gery.
Our paper reports an asymptomatic

young child with a pericardial cyst, diag-
nosed by computed tomography (CT) of
the thorax. This case illustrates the advan-
tage ofCT in defining a mediastinal mass in
a child, and in modifying the diagnostic and
therapeutic approach.

Case Report

A 2-year-old girl was found to have a
mediastinal mass, which was noted on a
chest radiograph obtained during an epi-
sode of pneumonia. She was then referred
to our hospital for further evaluation.
The child had been asymptomatic, and

the physical examination was unremark-
able. The chest radiograph revealed a small
bulge along the left heart border laterally
and inferiorly, suggestive of a pericardial
cyst (Fig. 1). On fluoroscopy, the apical
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Fig. I Frontal (A) and lateral (B) chest X rays showing
the bulge along the left heart border.
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bulge did Inot have primary contractions.
The electrocardiogram and M-mode echo-
cardiogram were normal.
The CT scan of the chest showed a fairly

well-defined low-density lesion, separate
from the left cardiac margin anteriorly. Its
density measured approximately that of
water and showed no intravenous contrast
enhancement (Figs. 2 and 3). The diagnosis
of pericardial cyst was made and the child
was discharged with plans for periodic fol-
low-up.

Discussion

Although the radiographic appearance
of pericardial cysts is usually typical, to
make a definitive diagnosis in adults has
necessitated the use of invasive methods.
Pugatch and associates2 diagnosed pericar-
dial cysts in two adults, accurately and non-
invasively, by using CT scanning. To our
knowledge, the diagnosis of pericardial
cysts in children by CT has not been re-
ported.
The occurrence of pericardial cysts in

children is very rare. In a large series, coIn-
prising 72 cases, the youngest patient was
17 years old,3 and the records of the Armed
Forces Institute of Pathology include only
one childhood case of this lesion.' A col-
lected series from four institutions, com-
prising 320 cases of mediastinal cysts and
primary neoplasms in infants and children,
included only two cases of pericardial cyst.'
They usually do not show until middle
adult life. Despite this, they are considered
to be congenital, originating from failure of
one or more of the primitive pericardial
lacunae to fuse during the development of
the pericardium in the embryo. Pericardial
cysts are usually asymptomatic, although in
one series,-' over one third of the patients
were symptomatic, with chest pain (22%) or
dyspnea (10%). They most commonly are
discovered incidentally on routine chest ra-
diographs, and are usually located ante-
riorly in the right or the left cardiophrenic
angle.3
The differential diagnosis of pericardial

cysts includes teratoid cysts and tumors, lym-
phomas, thymic lesions (including thymic

Fig. 2 Computed tomography scani of the chest show-
ing the lesioni on the left side of the heart, anteriorIv.

cysts), cysts of foregut origin (i.e., broncho-
genic cysts and esophageal duplications), an-
giomas, cystic hygromas, neurogenic tumors,
granulomas, abscesses, aneurysms of the
heart and great vessels, foramen of Mor-
gagni diaphragmatic hernia, pericardial fat
pad and, rarely, tumors of the heart or the
pericardium.1"4'5
Thus, it is important that pericardial

cysts be differentiated from the solid
masses of the mediastinum, some of which
may be malignant. The diagnosis can be
especially difficult when they occur outside
their typical location in either cardio-
phrenic angle. Both invasive and noninva-
sive methods have been utilized for their
diagnosis. The invasive methods are thora-
cotomy and incisions,3'4 and puncture and
aspiration with or without injection of con-
trast material,56 whereas the noninvasive
methods are fluoroscopy, 35 ultrasonog-
raphv,(i and CT.2
Computed tomography of the chest can

establish the cystic nature of a mediastinal
mass and obviate the need for invasive pro-
cedures.2'7'8 It does not, of course, establish
a pathologic diagnosis, nor does it always
differentiate a pericardial cyst from other
benign cysts, such as cysts of foregut origin,
thymic cysts and cystic hygromas. However,
knowing that a benign lesion is cystic often
allows one the luxury of observation, thus
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Fig. 3 Computed tomography scan (enlargement) af-
ter intravenous contrast, showing no enhancement of
the lesion.

It should be emphasized that cystic le-
sions are sometimes difficult to identify
with certainty.7Furthermore, there may be
doubt as to whether or not a cystic lesion is
benign, although CT has been shown to be
reliable in distinguishing benign cysts from
malignant cystic masses (such as cystic tera-
toma or cystic lymphoma).9 Thus, if uncer-
tainty about the nature of the lesion occurs,
needle aspiration should be performed for
further confirmation.
We believe that computed tomography

of the thorax can provide for the specific
diagnosis of pericardial cysts in children,
and it can change the diagnostic and thera-
peutic approach by obviating invasive eval-
uation or surgery.
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