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Abstract
Malignant pericardial effusion (MPE) is a slowly progressive and potentially clinically silent condition.
Pericardial effusion can arise in oncology patients due to several factors, including disease spreading directly
or metastatically, anticancer therapy side effects, or both. Solid and hematological malignancy
metastasis more frequently involves the pericardium than primary tumors, with lung cancer being the most
common metastatic tumor to involve the pericardium. While 5%-20% of all patients with metastatic
neoplasms have pericardial involvement, MPE rarely appears with hemodynamic instability. Occasionally,
MPE constitutes the initial manifestation of an underlying malignancy. Diagnosis and treatment require a
multidisciplinary approach and a high degree of clinical suspicion.

We present a case of a 59-year-old female with a history of peritoneal carcinoma who presented with
persistent dyspnea on exertion following an episode of pneumonia that was treated with antibiotics.
Physical examination and bedside point-of-care ultrasound (POCUS) revealed fluid in the pericardial sac.
The cytological examination of the fluid revealed it to be of malignant origin, resulting from metastasis
from gynecologic adenocarcinoma. Pericardiocentesis was done, and symptoms improved after fluid
drainage.
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Introduction
The pericardium is a fibroelastic sac that surrounds the heart; it comprises two layers: fibrous and serous.
Typically, there is a small amount of serous fluid (15-50 mL) between the two layers of the pericardium. This
fluid acts as a lubricant to facilitate the movement of the heart. Pericardial effusion occurs when the amount
of fluid in the pericardial sac exceeds the normal level, which can result in the compression of the heart. The
accumulated fluid can be transudate, exudate, or sanguineous [1].

There are various established etiologies of pericardial effusion, which can be classified into several groups
[2]: infection, which can be viral, bacterial, fungal, mycobacterial, and parasitic; malignancy, secondary
tumors, e.g., lung cancer, that more commonly cause pericardial effusion, and primary tumors such as
pericardial mesothelioma that can also lead to pericardial effusion; collagen vascular diseases, autoimmune
and rheumatologic diseases that can cause pericardial effusion, e.g., rheumatoid arthritis (RA),
systemic lupus erythematosus (SLE), and familial Mediterranean fever (FMF); cardiac, post myocardial
infarction pericardial effusion, congestive heart failure (CHF), and cardiac wall rupture and also aortic
dissection that is a well-recognized cause of cardiac tamponade; trauma, traumatic injury to the heart, great
vessels, and coronaries that can cause bloody pericardial effusion; metabolic, such as uremia, ovarian
hyperstimulation, and hypothyroidism; drugs, certain drugs that can cause pericardial effusion such
as hydralazine, phenytoin, and chemotherapy drugs, e.g., doxorubicin and cyclophosphamide; radiation,
irradiation that can cause pericardial effusion within a mean latency period of one year; and idiopathic, the
collection of pericardial fluid that persists for more than three months and has no apparent cause.

All causes of pericardial effusion can lead to cardiac tamponade when sufficient fluid accumulates in the
pericardium to compress the heart; on the other hand, when the fluid builds up rapidly, compression can
occur with much smaller volumes. Cardiac tamponade is a pericardial syndrome characterized by the
hindrance of the diastolic filling of the ventricles, hence reducing the cardiac output. If left untreated, it can
lead to cardiogenic shock and produce signs and symptoms of cardiac arrest. It is a life-threatening
emergency that is usually associated with chest pain, tachypnea, and dyspnea. Depending on the size and
onset, it might be acute, subacute, or chronic. Physical examination signs include jugular vein distention
(JVD), muffled heart sounds, and pulsus paradoxus. Hypotension, narrow pulse pressure, and tachycardia
can also be detected during physical examination [3].
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When a sufficient volume of fluid fills the pericardium rapidly, the heart chambers get compressed, and
tamponade develops quickly with lower volumes, classically evident by traumatic heart injury with
hemopericardium. The heart chambers are unable to relax as a result of increased pressure, which results in
reduced venous return, ventricular filling, and cardiac output [4]. Slow-growing effusions, such as those
caused by neoplasms or autoimmune illness, allow for the stretching of the pericardium, allowing for higher
amounts to be accommodated, and effusions can reach fairly large amounts before leading to tamponade
physiology. In brief, traumatic causes require smaller amounts of fluid to generate hemodynamic instability
than medical etiologies such as malignancy, which can cause enormous volumes of fluid to build up in the
pericardium before the patients become symptomatic [5].

In this case report, we highlight malignant pericardial effusion (MPE) and tamponade. This case report was
presented as an abstract at the American Thoracic Society (ATS) Conference in 2023.

Case Presentation
A 59-year-old female with a history of stage IIIC peritoneal carcinoma status post (s/p) total abdominal
hysterectomy with bilateral salpingo-oophorectomy (TAH/BSO) with debulking presented to the pulmonary
clinic with persistent dyspnea and chest heaviness on exertion. One month prior, she was seen in the
emergency department (ED) for a nonproductive cough, nasal congestion, and postnasal drip; a chest X-ray
showed multifocal opacities with concerning pneumonia. She was treated and improved with a one-week
course of antibiotics; however, she continued to have persistent dyspnea on exertion. On examination, the
lungs were clear, but heart sounds were distant. A six-minute walk test showed new exertional hypoxemia,
requiring 2 L supplemental O2 to end the test with oxygen saturation (SpO2) at 92%, and the total distance

walked was about 400 meters. Upon reviewing old chest images from one year before, she was noted to have
multiple pulmonary nodules of 4-5 mm. At that time, she declined further chemotherapy after only two
sessions. Due to the history of malignancy, a CT angiography of the chest was ordered and showed no
pulmonary embolism; however, it revealed a moderate to large pericardial effusion with reflux of the
contrast into the hepatic veins, right-side pleural effusion, and collapsed right ventricle (RV) concerning for
a tamponade (Figure 1).

FIGURE 1: CT angiography study of the chest revealing a moderate to
large pericardial effusion (red arrow and line), right-side pleural effusion
(blue arrow), and collapsed right ventricle (green line) concerning for a
tamponade.

The patient was immediately sent to the ED; a bedside point-of-care ultrasound (POCUS) showed a large
pericardial effusion on apical/subcostal views and RV collapse during diastole (Figure 2).
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FIGURE 2: Bedside POCUS showing a large pericardial effusion on
apical/subcostal views (panel A, white arrow) and RV collapse during
diastole (panel B, white arrow).
POCUS, point-of-care ultrasound; RV, right ventricle

The patient remained hemodynamically stable and asymptomatic on room air at rest. An urgent pericardial
window drained 550 cc of bloody fluid initially, and the pericardial drain was left for four days. Fluid
cytology was consistent with malignant effusion and with metastatic gynecologic primary adenocarcinoma.

The patient had a significant improvement in symptoms after the drainage of pericardial fluid, with an
improvement of pleural effusion as the contractility of the heart improved.

Discussion
Carcinomatous pericarditis is the process by which malignant pericardial effusion forms. It is an
inflammatory condition of the pericardium that results from the extension of malignant cells to the
pericardial sac. This inflammation can incite the accumulation of exudative fluid inside the pericardium
creating a pericardial effusion. The pericardium is more commonly involved in secondary, or metastatic,
neoplasms than primary neoplasms [6]. Lung, breast, hematological, and gastrointestinal carcinomas are the
most common primary sites of metastatic involvement [7]. Of all the patients with metastatic
neoplasms, 5%-20% have pericardial involvement; however, clinically significant pericardial disease is
noticeably less common [8]. Pericardial effusions due to malignancy are typically larger and associated with
worse outcomes compared to non-malignant effusions, and cardiac tamponade may occur in up to 50% of
patients with malignant pericardial effusions [9].

Malignant pericardial effusions (MPEs) are a rare consequence of advanced malignancy but are correlated
with significant morbidity and mortality. It bears a dismal prognosis as it represents the spread of malignant
cells into the pericardium, which occurs in the setting of invasive local neoplasms or metastatic neoplastic
dissemination. Several large retrospective studies [9-11] found that patients with previously diagnosed or
newly detected malignancies had a mean survival of 4-6 months from the diagnosis of malignant pericardial
effusion. However, non-malignant processes such as radiation therapy, chemotherapy, or infections were
also discovered to be the source of pericardial effusion in approximately two-thirds of cancer patients [12].
Neoplastic cell positivity in pericardial fluid cytology is a separate indicator of poor prognosis [13,14].

Cardiac tamponade and other types of cardiogenic or obstructive shock might present with comparable
symptoms, such as chest discomfort, palpitations, and shortness of breath. In more severe situations,
patients may also exhibit syncope and altered mental state. The classic physical findings in cardiac
tamponade are included in Beck's triad. Beck's triad consists of jugular vein distention (JVD), hypotension,
and muffled heart sounds. Pulsus paradoxus, defined as a drop in systolic blood pressure (SBP) of more than
10 mmHg during inspiration, is another evidence that suggests pericardial effusion is producing cardiac
tamponade. The Kussmaul sign, which is a paradoxical increase in jugular vein pressure (JVP) and pressure
during inspiration, is another indication observed in tamponade [15]. The most common presenting
symptom is dyspnea [16,17] as tamponade may reduce the heart's ability to pump blood efficiently, resulting
in inadequate oxygen delivery.

The rapid accumulation of fluid in acute conditions without myocardium compensation may result in
cardiac tamponade. This would manifest with chest pain in diseases such as acute aortic dissection or chest
trauma [18,19]. However, in subacute conditions, pericardial effusion symptoms might range from no
symptoms to generalized fatigue, to tamponade exacerbated by cardiac arrest. When there is a subacute or
chronic pericardial effusion, the pericardial sac compensates with its elasticity until it achieves maximum
tolerance [20].
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With increasing pericardial effusion volume, the fluid will compress heart chambers and impair ventricular
filling. High intrapericardial pressure will reduce venous return, resulting in a decrease in cardiac output. As
a compensatory response, the patient may have tachycardia and tachypnea. A narrow pulse pressure would
result from low cardiac output. Shortness of breath, tiredness, and leg edema are typical symptoms. While
acute tamponade usually has a rapid decline, there is a fine line between significant stable pericardial
effusion and subacute tamponade, which makes diagnosis difficult [3,21].

Because of inadequate filling, both right and left ventricular failure can occur as the fluid volume in the
pericardial space grows due to epicardial or pericardial metastases or lymphatic obstruction. The volume of
the MPE and the rate at which it is accumulating both determine the severity of symptoms; severe instances
may manifest with shock and cardiac tamponade. Circumferential effusion can be brought on by 100 mL of
pericardial fluid. Tamponade can be brought on by 300-600 mL of nonhemorrhagic pericardial fluid.
However, if the fluid builds up rapidly, heart compression can happen at significantly lesser volumes [21].

Diagnosing tamponade based on clinical signs alone might prove difficult because they are neither sensitive
nor specific. Based on the results of the physical examination and history, it can be suspected. The results of
an ECG may also be useful, particularly if they reveal the classic tamponade ECG findings: low voltages or
electrical alternans brought on by the heart swinging inside the fluid-filled pericardium; however, it is a rare
ECG finding that is typically visible in severe situations. Sinus tachycardia is more likely to be evident on
ECG. A chest X-ray is another useful technique since it can show an enlarged heart, which strongly implies
pericardial effusion when contrasted to an earlier chest radiograph showing a normal cardiac profile. The
gold standard imaging modality for tamponade diagnosis is echocardiography. It can identify pericardial
effusions, quantify their extent, and determine whether they are impairing cardiac function (RV diastolic
collapse, right atrial {RA} systolic collapse, and inferior vena cava {IVC} plethora). Several publications
described clinicians (non-cardiologists) with limited point-of-care echocardiography training doing targeted
echocardiograms to assess the presence of a substantial pericardial effusion [15].

POCUS can quickly and easily detect both sonographic tamponade and pericardial effusions [22]. Before a
patient develops hypotension or exhibits any clinical symptoms or signs of tamponade, sonographic cardiac
tamponade can be diagnosed. Sonographic tamponade is characterized by circumferential pericardial
effusion, poor filling, and/or diastolic collapse of the right ventricle ("scalloping") brought on by increased
intrapericardial pressure, resulting in decreased stroke volume and cardiac output [23,24].

Not only POCUS confirms the diagnosis, but also echocardiography can identify the optimal window for
safely draining the fluid based on the amount and location of the fluid [24]. While Beck's triad is used to
diagnose cardiac tamponade at the bedside, it is ineffective when a patient is in shock and hardly ever
observed in practice. Beck's triad was discovered in a surgical population that experienced cardiac
tamponade right away because of bleeding or trauma. Medical patients, on the other hand, are a population
that experiences cardiac tamponade more gradually. The sensitivity under these circumstances can be as low
as 20%, and the triad might not even be visible. So, two-dimensional echocardiography should be conducted
since clinical examination findings are insufficiently sensitive [25]. The widespread use of POCUS has
become an essential part of the treatment of critically ill patients, especially when time is of importance and
a speedy diagnosis is required [26].

Malignant pericardial effusions (MPEs) have few treatment options, and they are rarely curative. Emergent
pericardiocentesis is recommended in cardiac tamponade patients to avoid shock and death [27]. Most
patients experience immediate symptom alleviation; however, the re-accumulation of the fluid may occur
necessitating a repeat pericardiocentesis [28]. The malignant origin of the effusion is confirmed by
pericardial fluid analysis, which also prevents hemodynamic compromise and recurrence. The treatment of
the underlying malignancy improves outcome and prognosis, particularly when the effusion is linked
directly to a locally invasive neoplasm [27,29]. Chemosensitivity or radiosensitive tumors, such as many
lymphomas and previously untreated breast cancer, respond well to systemic chemotherapy or radiotherapy.
Depending on the patient's overall course and reaction to therapy, the overall re-accumulation rates for both
modalities are roughly 1/3 [30].

Regular pericardiocentesis can be used in preventing recurrences and injecting cytostatic and sclerosing
chemicals intrapericardially with the goal of scarring the pericardium to the epicardium and preventing the
MPE from re-accumulating. Several agents, such as doxycycline, minocycline, and bleomycin, have been
investigated. About 70%-90% of patients achieve success (no re-accumulation at 30 days) [31,32]. Longer-
term success rates, however, are unknown due to patient mortality. Less invasive surgical interventions
include balloon pericardiotomies, subxiphoid pericardiostomies, and thoracoscopic pericardiostomies. More
invasive surgical interventions include open thoracotomies with pericardial stripping. It is common to
establish a pericardial "window," which involves the excision of a portion of the pericardium that allows
continuous fluid drainage into the pleural cavity or externally [33-35]. According to studies [36-38], surgical
interventions have minimal re-accumulation rates (less than 15% up to 10 months out).

Conclusions
The course of treatment for MPEs is determined by the severity of the condition, the chance that the tumor
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will respond to antineoplastic therapies, and the patient's expected survival. It is advised to use a
multidisciplinary approach when making decisions, incorporating information from the fields of cardiology,
thoracic surgery, medical oncology, and radiation oncology. Patients with projected short survival periods
(less than one month) might benefit from simple pericardiocentesis, especially if their MPE is not
anticipated to recur in the remainder of their life span. A pericardiocentesis for symptom alleviation,
followed by chemotherapy, may produce a long-lasting response in a symptomatic patient with no
symptoms of tamponade and a chemotherapy-sensitive tumor, such as untreated breast cancer. Sclerosis or
surgical decompression would be most beneficial for patients with longer prognoses (>1 month) whose MPEs
are anticipated to re-accumulate; at this time, there is no conclusive data to suggest that one approach is
superior to the other. Patients with very short prognoses and those who refuse more intrusive therapies
should consider symptom-directed management without a specific intervention for the MPE.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Sharma NK, Waymack JR: Acute cardiac tamponade. StatPearls Publishing, Treasure Island, FL; 2023.
2. Willner DA, Goyal A, Grigorova Y, Kiel J: Pericardial effusion. StatPearls Publishing, Treasure Island, FL;

2023.
3. Honasoge AP, Dubbs SB: Rapid fire: pericardial effusion and tamponade. Emerg Med Clin North Am. 2018,

36:557-65. 10.1016/j.emc.2018.04.004
4. Reddy PS, Curtiss EI, Uretsky BF: Spectrum of hemodynamic changes in cardiac tamponade . Am J Cardiol.

1990, 66:1487-91. 10.1016/0002-9149(90)90540-h
5. Bari G, Érces D, Varga G, Szűcs S, Bogáts G: [Pathophysiology, clinical and experimental possibilities of

pericardial tamponade] (Article in Hungarian). Orv Hetil. 2018, 159:163-7. 10.1556/650.2018.30958
6. Almajed MR, Obri MS, Kamran W, Entz A: Malignant cardiac tamponade: a complication of untreated breast

cancer. Cureus. 2022, 14:e26787. 10.7759/cureus.26787
7. Goldberg AD, Blankstein R, Padera RF: Tumors metastatic to the heart . Circulation. 2013, 128:1790-4.

10.1161/CIRCULATIONAHA.112.000790
8. Kim SH, Kwak MH, Park S, et al.: Clinical characteristics of malignant pericardial effusion associated with

recurrence and survival. Cancer Res Treat. 2010, 42:210-6. 10.4143/crt.2010.42.4.210
9. Imazio M, Colopi M, De Ferrari GM: Pericardial diseases in patients with cancer: contemporary prevalence,

management and outcomes. Heart. 2020, 106:569-74. 10.1136/heartjnl-2019-315852
10. Wagner PL, McAleer E, Stillwell E, Bott M, Rusch VW, Schaffer W, Huang J: Pericardial effusions in the

cancer population: prognostic factors after pericardial window and the impact of paradoxical hemodynamic
instability. J Thorac Cardiovasc Surg. 2011, 141:34-8. 10.1016/j.jtcvs.2010.09.015

11. Ben-Horin S, Bank I, Guetta V, Livneh A: Large symptomatic pericardial effusion as the presentation of
unrecognized cancer: a study in 173 consecutive patients undergoing pericardiocentesis. Medicine
(Baltimore). 2006, 85:49-53. 10.1097/01.md.0000199556.69588.8e

12. Vaitkus PT, Herrmann HC, LeWinter MM: Treatment of malignant pericardial effusion. JAMA. 1994, 272:59-
64. 10.1001/jama.1994.03520010071035

13. Gornik HL, Gerhard-Herman M, Beckman JA: Abnormal cytology predicts poor prognosis in cancer patients
with pericardial effusion. J Clin Oncol. 2005, 23:5211-6. 10.1200/JCO.2005.00.745

14. Dequanter D, Lothaire P, Berghmans T, Sculier JP: Severe pericardial effusion in patients with concurrent
malignancy: a retrospective analysis of prognostic factors influencing survival. Ann Surg Oncol. 2008,
15:3268-71. 10.1245/s10434-008-0059-z

15. Stashko E, Meer JM: Cardiac tamponade. StatPearls Publishing, Treasure Island, FL; 2023.
16. Levine MJ, Lorell BH, Diver DJ, Come PC: Implications of echocardiographically assisted diagnosis of

pericardial tamponade in contemporary medical patients: detection before hemodynamic embarrassment. J
Am Coll Cardiol. 1991, 17:59-65. 10.1016/0735-1097(91)90704-D

17. Cooper JP, Oliver RM, Currie P, Walker JM, Swanton RH: How do the clinical findings in patients with
pericardial effusions influence the success of aspiration?. Br Heart J. 1995, 73:351-4. 10.1136/hrt.73.4.351

18. Tsukube T, Okita Y: Cardiac tamponade due to aortic dissection: clinical picture and treatment with focus
on pericardiocentesis. EJ Cardiol Pract. 2017, 15:18.

19. Crawford R, Kasem H, Bleetmen A: Traumatic pericardial tamponade: relearning old lessons. J Accid Emerg
Med. 1997, 14:252-4. 10.1136/emj.14.4.252

20. Jensen JK, Poulsen SH, Mølgaard H: Cardiac tamponade: a clinical challenge . EJ Cardiol Pract. 2017, 15:107-
13.

21. Cardiac tamponade non invasive assessment by echo . (2023). https://www.escardio.org/static-
file/Escardio/Subspecialty/EACVI/Education/Teaching%20courses/2019/Cardiac%20Tamponad....

22. Ultrasound guidelines: emergency, point-of-care and clinical ultrasound guidelines in medicine . Ann Emerg
Med. 2017, 69:e27-54. 10.1016/j.annemergmed.2016.08.457

23. Marin JR, Abo AM, Arroyo AC, et al.: Pediatric emergency medicine point-of-care ultrasound: summary of

2023 Abusuliman et al. Cureus 15(9): e46059. DOI 10.7759/cureus.46059 5 of 6

https://pubmed.ncbi.nlm.nih.gov/30521227/?utm_medium=email&utm_source=transaction
https://www.ncbi.nlm.nih.gov/books/NBK431089/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.emc.2018.04.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.emc.2018.04.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0002-9149(90)90540-h?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0002-9149(90)90540-h?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1556/650.2018.30958?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1556/650.2018.30958?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7759/cureus.26787?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7759/cureus.26787?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1161/CIRCULATIONAHA.112.000790?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1161/CIRCULATIONAHA.112.000790?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4143/crt.2010.42.4.210?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4143/crt.2010.42.4.210?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/heartjnl-2019-315852?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/heartjnl-2019-315852?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jtcvs.2010.09.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jtcvs.2010.09.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/01.md.0000199556.69588.8e?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/01.md.0000199556.69588.8e?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/jama.1994.03520010071035?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/jama.1994.03520010071035?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1200/JCO.2005.00.745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1200/JCO.2005.00.745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1245/s10434-008-0059-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1245/s10434-008-0059-z?utm_medium=email&utm_source=transaction
https://www.ncbi.nlm.nih.gov/books/NBK431090/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0735-1097(91)90704-D?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0735-1097(91)90704-D?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/hrt.73.4.351?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/hrt.73.4.351?utm_medium=email&utm_source=transaction
https://www.escardio.org/Journals/E-Journal-of-Cardiology-Practice/Volume-15/Cardiac-tamponade-due-to-aortic-dissection-clinical-picture-and-treatment-with-focus-on-pericardiocentesis?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emj.14.4.252?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/emj.14.4.252?utm_medium=email&utm_source=transaction
https://www.escardio.org/Journals/E-Journal-of-Cardiology-Practice/Volume-15/Cardiac-tamponade-a-clinical-challenge?utm_medium=email&utm_source=transaction
https://www.escardio.org/static-file/Escardio/Subspecialty/EACVI/Education/Teaching courses/2019/Cardiac Tamponade.pdf?utm_medium=email&utm_source=transaction
https://www.escardio.org/static-file/Escardio/Subspecialty/EACVI/Education/Teaching courses/2019/Cardiac Tamponade.pdf?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.annemergmed.2016.08.457?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.annemergmed.2016.08.457?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s13089-016-0049-5?utm_medium=email&utm_source=transaction


the evidence. Crit Ultrasound J. 2016, 8:16. 10.1186/s13089-016-0049-5
24. Wharton RH, Greenstein SA: Cardiac tamponade: a case for point-of-care ultrasound . CASE (Phila). 2022,

6:263-5. 10.1016/j.case.2022.05.003
25. Klein AL, Abbara S, Agler DA, et al.: American Society of Echocardiography clinical recommendations for

multimodality cardiovascular imaging of patients with pericardial disease: endorsed by the Society for
Cardiovascular Magnetic Resonance and Society of Cardiovascular Computed Tomography. J Am Soc
Echocardiogr. 2013, 26:965-1012.e15. 10.1016/j.echo.2013.06.023

26. Kobal SL, Liel-Cohen N, Shimony S, et al.: Impact of point-of-care ultrasound examination on triage of
patients with suspected cardiac disease. Am J Cardiol. 2016, 118:1583-7. 10.1016/j.amjcard.2016.08.028

27. Adler Y, Charron P, Imazio M, et al.: 2015 ESC guidelines for the diagnosis and management of pericardial
diseases: the Task Force for the Diagnosis and Management of Pericardial Diseases of the European Society
of Cardiology (ESC)Endorsed by: the European Association for Cardio-Thoracic Surgery (EACTS). Eur Heart
J. 2015, 36:2921-64. 10.1093/eurheartj/ehv318

28. Laham RJ, Cohen DJ, Kuntz RE, Baim DS, Lorell BH, Simons M: Pericardial effusion in patients with cancer:
outcome with contemporary management strategies. Heart. 1996, 75:67-71. 10.1136/hrt.75.1.67

29. Apodaca-Cruz A, Villarreal-Garza C, Torres-Avila B, et al.: Effectiveness and prognosis of initial
pericardiocentesis in the primary management of malignant pericardial effusion. Interact Cardiovasc
Thorac Surg. 2010, 11:154-61. 10.1510/icvts.2010.232546

30. Lamont E, Hoffman PC: Oncologic emergencies. Principles of critical care. Hall JB, Schmidt GA, Wood LD
(ed): McGraw Hill, New York, NY; 2005.

31. Lashevsky I, Ben Yosef R, Rinkevich D, Reisner S, Markiewicz W: Intrapericardial minocycline sclerosis for
malignant pericardial effusion. Chest. 1996, 109:1452-4. 10.1378/chest.109.6.1452

32. Maher EA, Shepherd FA, Todd TJ: Pericardial sclerosis as the primary management of malignant pericardial
effusion and cardiac tamponade. J Thorac Cardiovasc Surg. 1996, 112:637-43. 10.1016/S0022-
5223(96)70046-6

33. Bischiniotis TS, Lafaras CT, Platogiannis DN, Moldovan L, Barbetakis NG, Katseas GP: Intrapericardial
cisplatin administration after pericardiocentesis in patients with lung adenocarcinoma and malignant
cardiac tamponade. Hellenic J Cardiol. 2005, 46:324-9.

34. Patel N, Rafique AM, Eshaghian S, Mendoza F, Biner S, Cercek B, Siegel RJ: Retrospective comparison of
outcomes, diagnostic value, and complications of percutaneous prolonged drainage versus surgical
pericardiotomy of pericardial effusion associated with malignancy. Am J Cardiol. 2013, 112:1235-9.
10.1016/j.amjcard.2013.05.066

35. Martinoni A, Cipolla CM, Civelli M, et al.: Intrapericardial treatment of neoplastic pericardial effusions .
Herz. 2000, 25:787-93. 10.1007/pl00001998

36. Galli M, Politi A, Pedretti F, Castiglioni B, Zerboni S: Percutaneous balloon pericardiotomy for malignant
pericardial tamponade. Chest. 1995, 108:1499-501. 10.1378/chest.108.6.1499

37. Palacios IF, Tuzcu EM, Ziskind AA, Younger J, Block PC: Percutaneous balloon pericardial window for
patients with malignant pericardial effusion and tamponade. Cathet Cardiovasc Diagn. 1991, 22:244-9.
10.1002/ccd.1810220403

38. Ziskind AA, Pearce AC, Lemmon CC, et al.: Percutaneous balloon pericardiotomy for the treatment of
cardiac tamponade and large pericardial effusions: description of technique and report of the first 50 cases. J
Am Coll Cardiol. 1993, 21:1-5. 10.1016/0735-1097(93)90710-i

2023 Abusuliman et al. Cureus 15(9): e46059. DOI 10.7759/cureus.46059 6 of 6

https://dx.doi.org/10.1186/s13089-016-0049-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.case.2022.05.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.case.2022.05.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.echo.2013.06.023?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.echo.2013.06.023?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.amjcard.2016.08.028?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.amjcard.2016.08.028?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/eurheartj/ehv318?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/eurheartj/ehv318?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/hrt.75.1.67?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/hrt.75.1.67?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1510/icvts.2010.232546?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1510/icvts.2010.232546?utm_medium=email&utm_source=transaction
https://scholar.google.com/scholar?q=intitle%3AOncologic emergencies&utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.109.6.1452?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.109.6.1452?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S0022-5223(96)70046-6?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S0022-5223(96)70046-6?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/16295940/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.amjcard.2013.05.066?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.amjcard.2013.05.066?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/pl00001998?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/pl00001998?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.108.6.1499?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.108.6.1499?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ccd.1810220403?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ccd.1810220403?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0735-1097(93)90710-i?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0735-1097(93)90710-i?utm_medium=email&utm_source=transaction

	Peritoneal Carcinoma Unveiling a Hidden Threat: A Case of Malignant Pericardial Effusion
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: CT angiography study of the chest revealing a moderate to large pericardial effusion (red arrow and line), right-side pleural effusion (blue arrow), and collapsed right ventricle (green line) concerning for a tamponade.
	FIGURE 2: Bedside POCUS showing a large pericardial effusion on apical/subcostal views (panel A, white arrow) and RV collapse during diastole (panel B, white arrow).

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


