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Introduction
Primary varicella (chicken pox) is charac-

terized by disseminated, pruritic vesicles. 

It is very common with 90% of children 

under the age of 10 years having been 

affected (McCrary et al, 1999). The typi-

cal established eruption is easy to diagnose 

but in the very early stages of evolution the 

cutaneous findings may be non-specific. 

The disease course is usually benign and 

self-limiting. However, complications can 

occur in otherwise healthy children and 

more commonly in adults and immuno-

compromised patients. 

This article describes the case of a previ-

ously healthy man, who demonstrated an 

unusual example of primary varicella pre-

senting with a cardiac complication.  

Discussion
Pericarditis is a rare complication of pri-

mary varicella infection (Seddon, 1986; 

Abrams et al, 2001). The differential diag-

nosis includes other recognized systemic 

manifestations of primary varicella causing 

acute chest or abdominal pain including 

myocarditis, endocarditis, cardiomyopa-

thy, cardiac tamponade, pneumonitis, gas-

tritis, splenic infarction, hepatitis, pancre-

atitis, intestinal bleeding and intestinal 

necrosis. Primary disseminated varicella 

can present as an acute abdomen (Kim 

and Haycox, 1999). Multi-organ disease 

can be life threatening and is commoner in 

immunocompromised individuals. 

Ma et al (2007) recently reported a case 

of reactivated varicella zoster (shingles) 

associated with pleuropericarditis, who 

presented with an apparent inferolateral 

myocardial infarction. This patient did 

not undergo thrombolysis, as emergency 

cardiac catheterization excluded critical 

Varicella pericarditis mimicking myocardial infarction
occlusive coronary disease. To the authors’ 

knowledge, this is the first reported case 

of primary varicella pericarditis mimick-

ing acute anterior myocardial infarction 

and resulting in unnecessary thromboly-

sis. Many patients admitted with acute 

chest pain do not turn out to have had 

a myocardial infarction (Fruergaard et al, 

1996). This case serves as a reminder of 

the association between varicella and sys-

temic multi-organ disease. This possibility 

should be considered in any patient with 

an erythematous or vesicular rash and 

atypical chest pain. BJHM
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Case Report
A 29-year-old man, with no past medical history of note, was admitted with a 2-day history of intermittent, 
sharp lower chest and epigastric pain, worse on movement, with some radiation to the back. Ibuprofen 
had eased the discomfort slightly. He reported a 2-week prodrome of ‘flu-like symptoms and arthralgia. 
On examination, he was distressed, agitated and sweating. He was febrile at 38.0°C, but cardiovascularly 
stable. Mild epigastric tenderness was found, with no peritonism. A macular erythematous eruption was 
noted on the trunk but not thought significant. An electrocardiogram (ECG) showed changes thought to be 
consistent with an acute anterior myocardial infarction (Figure 1) and so the patient underwent thrombolysis 
with intravenous reteplase. Neither his pain nor the ECG changes altered. The following day, the rash 
became more widespread and vesicular in nature, affecting face, neck, trunk and arms (Figure 2). Serial 
ECGs remained unchanged and cardiac enzymes (creatine kinase and troponin T) were not elevated. The 
diagnosis of primary varicella was confirmed with positive immunofluorescence of blister fluid to varicella 
zoster virus. Microscopy of a Tzanck smear showed typical multinucleated giant cells. 

The cardiac diagnosis was revised to acute varicella pericarditis. Treatment with oral aciclovir, 
paracetamol and ibuprofen was given and the symptoms settled quickly. The ECG abnormalities had 
resolved 3 months later (Figure 3).

Figure 1. Electrocardiogram showing changes thought 
to be consistent with acute myocardial infarction.

Figure 2. Widespread vesicular eruption, apparent the day after admission.

Figure 3. Electrocardiogram 3 months later, showing 
resolution of the acute changes.


