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A 45-year-old woman with a history of paroxysmal atrial fibrillation (treated with radiofrequency ablation and electrical cardioversion) pre
sented with progressive exertional dyspnoea, transient episodes of facial erythema, and recurrent polyserositis over the past three years. 
Electrocardiography showed low QRS voltages and anterior T-wave inversions. Chest X-ray demonstrated a moderate left-sided pleural ef
fusion with basal atelectasis and pericardial calcifications. Thoracentesis yielded a transudative effusion. Contrast-enhanced computed tomog
raphy (CT) revealed extensive pericardial calcification and multiple small, bilateral, rounded pulmonary cysts. Cardiac magnetic resonance 
imaging (CMR) showed diffuse pericardial thickening and calcification, severe biatrial enlargement, septal bounce, and biapical ventricular out
pouchings consistent with pseudoballooning (Video 1, Figure 1) Serologic testing for monoclonal gammopathy and tuberculosis was negative. 
The clinical and imaging findings were consistent with constrictive pericarditis and lymphocytic interstitial pneumonia (LIP), both of which may 
be associated with autoimmune disorders. Autoimmune serology revealed anti-Mi-2α antibodies, a marker associated with dermatomyositis, 
including its amyopathic form. Cardiac involvement in dermatomyositis typically presents as conduction disease or myocarditis, but constrictive 
pericarditis is a rare manifestation. The biapical outpouchings observed on CMR suggested localized preserved compliance within an otherwise 
constricted pericardial envelope, termed pseudoballooning. LIP is an interstitial lung disease characterized by diffuse lymphocytic infiltration, 
often linked to autoimmune conditions like Sjögren’s syndrome or dermatomyositis. Though cardiac involvement in DM typically includes myo
carditis or conduction defects, constrictive pericarditis is rare. This case underlines the value of the multimodal imaging and serologic testing in 

Video 1 Cine four-chamber cardiac magnetic resonance imaging demonstrates apical outpouchings of both the right and left ventricles, bulging 
through regions of relatively preserved compliance within the pericardial encasement.
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identifying atypical systemic involvement in seronegative inflammatory myopathies. The patient was ultimately referred to the department of 
cardiothoracic surgery for consideration of pericardiotomy.
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Figure 1 (A) Chest computed tomography (CT), parenchymal window, demonstrates a left-sided pleural effusion with associated atelectasis of the 
left lower lobe. Scattered subcentimeter cysts are present in both lower lobes (yellow circle). (B) CT, mediastinal window, shows bilateral atrial en
largement and extensive pericardial calcification (red arrowhead). (C ) T1-weighted sequence (DIXON-T1) without contrast reveals diffuse pericardial 
thickening (pink arrow). (D) Post-gadolinium T1-weighted sequence (DIXON-T1) demonstrates pericardial enhancement, most prominent along the 
right ventricular free wall. The pleural effusion and atelectasis are still evident (red arrow). (E) Four-chamber late gadolinium enhancement (LGE) im
aging shows hypointense signal along the right ventricular wall, consistent with pericardial calcification (blue arrow). (F ) Three-chamber LGE image 
demonstrates a focal apical outpouching (green arrow).
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