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ABSTRACT 

 

 
ARTICLE DETAILS 

 
Dressler Syndrome, also known as post-myocardial infarction syndrome, is a rare but potentially 

serious complication that occurs following myocardial infarction or cardiac surgery. It is 

characterized by pericarditis, pleuritis, and fever, typically presenting weeks to months after the 

initial event. This article provides a comprehensive review of Dressler Syndrome, including its 

pathophysiology, clinical presentation, diagnosis, and management. Additionally, it discusses the 

importance of early recognition and appropriate treatment to prevent complications and improve 

outcomes. 
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INTRODUCTION 

Dressler Syndrome, first described by William Dressler in 

1956, refers to the development of pericarditis, pleuritis, and 

fever following myocardial infarction (MI) or cardiac 

surgery. This syndrome is believed to result from an 

autoimmune response triggered by the release of myocardial 

antigens into the bloodstream, leading to an inflammatory 

reaction in the pericardium and/or pleura. While the incidence 

of Dressler Syndrome has decreased with the advent of early 

reperfusion therapy for MI, it remains a concern in certain 

patient populations, particularly those who have undergone 

cardiac surgery.1,2 

The clinical presentation of Dressler Syndrome typically 

occurs weeks to months after the initial event, with patients 

presenting with chest pain, fever, and signs of pericarditis or 

pleuritis. Diagnosis is based on clinical findings, 

electrocardiography, echocardiography, and serologic 

markers of inflammation. Management involves the use of 

nonsteroidal anti-inflammatory drugs (NSAIDs) or 

corticosteroids to control inflammation and relieve 

symptoms, along with close monitoring for potential 

complications such as pericardial effusion, cardiac 

tamponade, or recurrent episodes of pericarditis.1,2 

Despite advances in the understanding and management of 

Dressler Syndrome, challenges remain in its diagnosis and 

treatment. This article aims to provide a comprehensive 

review of Dressler Syndrome, including its pathophysiology, 

clinical presentation, diagnosis, and management. It also 

discusses the importance of early recognition and appropriate 

treatment to prevent complications and improve outcomes in 

patients with this rare but clinically significant condition.1,2 

 

EPIDEMIOLOGY OF DRESSLER SYNDROME 

Dressler Syndrome, also known as post-myocardial infarction 

syndrome, is a rare complication that occurs in approximately 

1-5% of patients who have experienced a myocardial 

infarction (MI) or undergone cardiac surgery. The incidence 

of Dressler Syndrome has decreased in recent years, likely 

due to the widespread use of early reperfusion therapy and 

improved postoperative care.3,4 

The syndrome typically presents 2-6 weeks after the initial 

event, although it can occur as early as 1 week or as late as 

several months later. It is more commonly seen in individuals 

who have had a large MI, pericardial injury during surgery, 

or a history of pericarditis.3,4 

Dressler Syndrome is more prevalent in adults than in 

children, and there is no significant gender predilection. 

While it can occur at any age, it is more commonly seen in 

older adults. The exact mechanisms underlying the 

development of Dressler Syndrome are not fully understood, 

but it is believed to involve an autoimmune response 

triggered by the release of myocardial antigens into the 
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bloodstream, leading to an inflammatory reaction in the 

pericardium and/or pleura.5,6 

Overall, Dressler Syndrome remains a relatively rare but 

clinically significant complication that requires prompt 

recognition and appropriate management to prevent 

complications and improve outcomes in affected patients.5,6 

 

CLINICAL MANIFESTATIONS OF DRESSLER 

SYNDROME 

Dressler Syndrome, also known as post-myocardial infarction 

syndrome, typically presents with a combination of 

symptoms and signs related to pericarditis, pleuritis, and 

fever. The syndrome usually develops weeks to months after 

the initial myocardial infarction (MI) or cardiac surgery. The 

clinical manifestations of Dressler Syndrome can vary but 

commonly include the following: 

Chest Pain: Patients often present with chest pain that is 

pleuritic in nature, meaning it worsens with deep breathing or 

coughing. The pain is typically sharp and may be located in 

the left side of the chest.7 

Fever: Patients with Dressler Syndrome often develop a low-

grade fever, typically ranging from 37.5°C to 38.5°C (99.5°F 

to 101.3°F). The fever is usually persistent and may be 

accompanied by chills.7 

Pericarditis: Inflammation of the pericardium is a hallmark 

feature of Dressler Syndrome. Patients may experience 

pericardial friction rub, which is a scratching or grating sound 

heard on auscultation of the heart.7 

Pleuritis: Inflammation of the pleura, the membrane that 

surrounds the lungs, can cause pleuritic chest pain and may 

be accompanied by pleural effusion, which can be detected 

by imaging studies such as chest X-ray or ultrasound.7 

Dyspnea: Shortness of breath may occur due to pleural 

effusion or, in severe cases, due to pericardial effusion 

causing cardiac tamponade.7 

Malaise and Fatigue: Patients with Dressler Syndrome may 

experience a general feeling of illness, fatigue, and 

weakness.7 

Other Symptoms: Less common symptoms of Dressler 

Syndrome may include cough, joint pain (arthralgia), and 

abdominal pain.8 

It is important to note that the clinical presentation of Dressler 

Syndrome can vary widely, and not all patients will 

experience all of these symptoms. Additionally, the syndrome 

can mimic other conditions, such as recurrent MI or 

pulmonary embolism, making diagnosis challenging. 

Therefore, a thorough evaluation, including medical history, 

physical examination, and appropriate diagnostic tests, is 

essential for accurate diagnosis and management of Dressler 

Syndrome.8 

 

DIAGNOSTIC METHODS FOR DRESSLER 

SYNDROME 

Diagnosing Dressler Syndrome, also known as post-

myocardial infarction syndrome, requires a combination of 

clinical evaluation, laboratory tests, and imaging studies. The 

syndrome typically develops weeks to months after the initial 

myocardial infarction (MI) or cardiac surgery. The following 

are the key diagnostic methods used for Dressler Syndrome: 

Clinical Evaluation: A thorough history and physical 

examination are essential for evaluating patients with 

suspected Dressler Syndrome. Symptoms such as chest pain, 

fever, and signs of pericarditis or pleuritis should be assessed. 

A pericardial friction rub may be auscultated on cardiac 

examination.8,9 

Electrocardiography (ECG): ECG findings in Dressler 

Syndrome may show ST-segment elevation or PR-segment 

depression, which are indicative of pericarditis. However, 

these findings are nonspecific and can also occur in other 

conditions.9 

Echocardiography: Transthoracic echocardiography (TTE) is 

a valuable tool for evaluating pericardial effusion, a common 

finding in Dressler Syndrome. TTE can also assess for signs 

of cardiac tamponade, such as right atrial or ventricular 

collapse.9 

Laboratory Tests: Blood tests can help assess for markers of 

inflammation, such as elevated erythrocyte sedimentation 

rate (ESR) and C-reactive protein (CRP) levels. These tests 

can support the diagnosis of Dressler Syndrome but are 

nonspecific.9 

Imaging Studies: Chest X-ray may reveal cardiomegaly, 

pulmonary congestion, or pleural effusion, which can be seen 

in Dressler Syndrome. Computed tomography (CT) or 

magnetic resonance imaging (MRI) may be used to evaluate 

pericardial or pleural effusion in more detail.9 

Pericardiocentesis: In cases of suspected cardiac tamponade 

or large pericardial effusion, pericardiocentesis may be 

performed to drain the fluid and relieve symptoms. Analysis 

of the pericardial fluid can help confirm the diagnosis of 

Dressler Syndrome.10 

Coronary Angiography: Coronary angiography may be 

considered in patients with recurrent chest pain to rule out 

recurrent MI or coronary artery disease as the cause of 

symptoms.11 

It is important to note that the diagnosis of Dressler Syndrome 

is primarily clinical, and no single test is definitive. A 

combination of clinical findings and diagnostic tests is 

required to make an accurate diagnosis and initiate 

appropriate management.11 
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TREATMENT OF DRESSLER SYNDROME 

The management of Dressler Syndrome, also known as post-

myocardial infarction syndrome, focuses on controlling 

inflammation, relieving symptoms, and preventing 

complications. The syndrome typically develops weeks to 

months after the initial myocardial infarction (MI) or cardiac 

surgery. The following are key components of the treatment 

approach for Dressler Syndrome: 

Nonsteroidal Anti-Inflammatory Drugs (NSAIDs): NSAIDs, 

such as ibuprofen or indomethacin, are the mainstay of 

treatment for Dressler Syndrome. They help reduce 

inflammation and relieve pain. However, caution should be 

exercised in patients with renal impairment or a history of 

peptic ulcer disease.12 

Corticosteroids: In cases where NSAIDs are contraindicated 

or ineffective, corticosteroids such as prednisone may be used 

to control inflammation. Corticosteroids are typically 

reserved for severe or refractory cases due to their potential 

side effects.12 

Colchicine: Colchicine may be considered as an alternative 

treatment option, especially in patients who cannot tolerate 

NSAIDs or corticosteroids. Colchicine works by inhibiting 

inflammatory pathways and can help prevent recurrent 

pericarditis.12 

Pain Management: Analgesics such as acetaminophen may be 

used to alleviate chest pain in patients with Dressler 

Syndrome. Opioid analgesics should be used judiciously due 

to the risk of respiratory depression and dependence.13 

Pericardial Drainage: In cases of large pericardial effusion 

causing cardiac tamponade, pericardial drainage may be 

necessary to relieve pressure on the heart and improve 

hemodynamics. This procedure is typically performed under 

imaging guidance.14 

Monitoring and Follow-up: Patients with Dressler Syndrome 

should be closely monitored for complications such as 

pericardial effusion, cardiac tamponade, or recurrent episodes 

of pericarditis. Regular follow-up visits with healthcare 

providers are important to assess response to treatment and 

adjust management as needed.14 

Preventive Measures: There is some evidence to suggest that 

aspirin or other antiplatelet agents may help prevent Dressler 

Syndrome in high-risk patients. However, further studies are 

needed to confirm the efficacy of this approach.15 

Overall, the treatment of Dressler Syndrome is aimed at 

controlling inflammation, relieving symptoms, and 

preventing complications. The choice of treatment depends 

on the severity of symptoms, underlying comorbidities, and 

individual patient factors. A multidisciplinary approach 

involving cardiologists, rheumatologists, and other healthcare 

providers is often necessary to optimize care for patients with 

Dressler Syndrome.15,16 

 

CONCLUSION 

In conclusion, Dressler Syndrome, although relatively rare in 

the era of modern cardiac care, remains a clinically significant 

complication following myocardial infarction or cardiac 

surgery. This syndrome, characterized by pericarditis, 

pleuritis, and fever, typically presents weeks to months after 

the initial event and can lead to significant morbidity if not 

promptly recognized and managed. 

While the exact pathophysiology of Dressler Syndrome is not 

fully understood, it is believed to involve an autoimmune 

response triggered by the release of myocardial antigens into 

the bloodstream. Diagnosis relies on a combination of clinical 

evaluation, laboratory tests, and imaging studies, as there is 

no single definitive test for the syndrome. 

Treatment of Dressler Syndrome focuses on controlling 

inflammation, relieving symptoms, and preventing 

complications. Nonsteroidal anti-inflammatory drugs 

(NSAIDs) are the mainstay of treatment, although 

corticosteroids or colchicine may be used in refractory cases. 

Pericardial drainage may be necessary in cases of large 

pericardial effusion causing cardiac tamponade. 

Regular monitoring and follow-up are essential to assess 

response to treatment and prevent complications such as 

recurrent pericarditis or cardiac tamponade. Additionally, 

preventive measures, such as antiplatelet therapy, may be 

considered in high-risk patients to reduce the risk of 

developing Dressler Syndrome. 

Overall, a thorough understanding of Dressler Syndrome and 

its management is crucial for healthcare providers involved 

in the care of patients with myocardial infarction or cardiac 

surgery. By recognizing the clinical manifestations, promptly 

initiating appropriate treatment, and implementing preventive 

measures, healthcare providers can improve outcomes and 

enhance the quality of life for patients affected by Dressler 

Syndrome. 
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