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Background: There have been increasing reports of myocarditis and pericarditis after COVID-19 vaccination and this is an active area of 
investigation. A study in the western U.S. found that the number of monthly cases of pericarditis rose significantly after vaccination began.
Case: A 32-year-old male with no past medical history presented for one day of pressure-like chest pain with a pleuritic component that 
improved when sitting up. He also experienced neck and back pain as well as chills and diaphoresis. He received his first dose of the 
Moderna COVID-19 vaccine two days prior. His admission EKG revealed ST elevations and concavity and PR depressions in limb and 
precordial leads with reciprocal ST depression and PR elevation, leading to an initial concern for STEMI. Troponin was trended every 3 
hours and remained negative, as well as a negative creatine kinase-MB. C-reactive protein was elevated and erythrocyte sedimentation 
rate was normal. Rapid influenza and COVID-19 nasal PCR testing were negative. Transthoracic echocardiogram showed normal left 
ventricular systolic and diastolic function, an elevated assumed right atrial pressure, mild tricuspid regurgitation and small posterior and 
lateral pericardial effusion.
Decision-making: Our patient’s clinical presentation was most consistent with pericarditis, and he was discharged with colchicine and 
ibuprofen. While vaccination cannot be proven to be the precipitant of his pericarditis, the temporal association in a healthy male with no 
viral or infectious symptoms is very suspicious. Most cases occur in otherwise healthy young men often after their second vaccination. 
Interestingly, our patient believes he may have previously had COVID-19 infection earlier in the pandemic.
Conclusion: There is still debate on the causal relationship between mRNA vaccines and myocarditis and pericarditis. Hypotheses of 
mechanisms center on molecular mimicry between the spike protein and self-antigens. To identify cases of vaccine-related myopericarditis, 
we must have a high index of suspicion in patients who present with acute symptoms after a COVID-19 mRNA vaccine without other 
potential causes.


