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The fibrous pericardium is the outside layer of the pericardium, made up 
of dense and loose connective tissue.[5] While capable of some change in 
shape, it is largely non-pliable, which acts to protect the heart against blunt 
forces and sudden pressure change from the outside. It is continuous with 
the outer adventitial layer of the neighboring great blood vessels, fused with 
the central fibrous area of the diaphragm on its posterior aspect[6] and attached 
to the posterior surface of the sternum by the sternopericardial ligaments.[7]

The serous pericardium, in turn, is divided into two parts:
•The parietal serous pericardium, which lines the interior side of the superficial 
portion of the pericardial sac, is fused to and inseparable from the fibrous 
pericardium
•The visceral serous pericardium, also known as the epicardium, covers 
the myocardium of the heart[8] and can be considered its serosa. It is largely 
made of a mesothelium overlying some elastin-rich loose connective tissue. 
During ventricular contraction, the wave of depolarization moves from 
the endocardial to the epicardial surface.
Both of these layers function in lubricating the heart to prevent friction during 
heart activity.
The visceral serous pericardium extends to the root of the great vessels and 
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joins the parietal serous pericardium at the anatomical base of the heart. This 
junction occurs at two areas: the ventricular outflow tracts where 
the aorta and pulmonary trunk leave the heart, and the inflow tracts where 
the superior/inferior vena cava and pulmonary veins enter the heart.[8] The root 
of the great vessels and the associated reflections of the serous pericardium 
creates various smaller sacs and tunnels known as pericardial sinuses, as well 
as radiographically significant pericardial recesses,[9] where pericardial fluid 
can pool and mimic mediastinal lymphadenopathy.[9]
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KT: 2mm = OK
> 3-4mm efusioon

Tavaliselt ca 25ml vedelikku (30-50ml?)
Norm paksus KT uuringul: kuni ~2mm, ebanormaalne on üle 3-4 mm

<10mm = vähene efusioon
10-20mm= mõõdukas efusioon
>20mm= ulatuslik efusioon

Efusiooni klassifitseerimine. 
•<10 mm: small
•10-20 mm: moderate
•>20 mm: large
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The reflections of the serosal layers are arranged around two complex tubes. 

One tube encloses the aorta and pulmonary trunk. 
The second tube encloses the superior ve vena cava, the inferior vena cava, and the 
four pulmonary veins. 

The transverse sinus is the passage between these two pericardial tubes and is 
divided into the superior and inferior aortic recesses and the right and left pulmonic 
recesses [5]. The oblique sinus is the cul-desac located behind the left atriumna cava, 
the inferior vena cava, and the four
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Superior aortic recess : 48-year-old man with non– small cell lung cancer of right 
upper lobe. Axial contrast-enhanced multidetector CT scan shows superior aortic 
recess (asterisk) posterior to ascending aorta (A) at level of left pulmonary artery 
(LPA). Although this recess can be misinterpreted as enlarged lymph node, location 
and appearance are characteristic. Note right hilar mass (M) invading mediastinum.
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Left: Axial contrast-enhanced multidetector CT scan at level of left brachiocephalic 
vein (LBV) shows cephalad extension of superior aortic recess adjacent to trachea. 
This “high-riding” variant (arrow) can be misinterpreted as adenopathy when slice 
thickness precludes seeing anatomic contiguity. 

Right: Coronal reformation confirms contiguity of fluid collection with superior aortic 
recess (arrow) of transverse pericardial sinus. A = aorta, S = superior vena cava, PA = 
pulmonary artery.
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Fig. 4.—21-year-old woman with Ewing’s sarcoma of zygoma. T = thymus. A, Axial 
contrast-enhanced multidetector CT (MDCT) scan shows focal fluid-attenuation (4-H) 
structure (arrow) adjacent to aortic arch mimicking enlarged lymph node. B, Axial 
contrast-enhanced MDCT scan shows pericardial fluid (long arrow) mimicking 
aortopulmonary window adenopathy. Contiguity of these two collections with 
pericardial fluid anterior to aorta and pulmonary trunk, seen on 3.75-mm images, 
was less apparent on 7.5-mm images. Fluid collection forms beak (short arrow) 
directed anteriorly communicating with anterior portion of superior aortic recess (not 
shown). Note this appearance is useful in differentiating pericardial recess from 
adenopathy when contiguity is not apparent. A = aorta.
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—64-year-old woman with pancreatic cancer. Axial contrast-enhanced multidetector 
CT scan shows fluid in serosal sleeve (white arrows) surrounding right inferior 
pulmonary vein (V) as it drains into left atrium (LA). Typical location and 
appearance—that is, anterior and posterior to vein, and well-circumscribed contour—
are useful in preventing misinterpretation as adenopathy. Focal fluid collection is not 
associated with pericardial effusion. Note pericardium (black arrows) anterior to right 
ventricle (RV) is normal.
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