
Pericardial effusion has several etiologies, such as 
primary pericardial diseases, cardiac surgery, trauma 
and systemic conditions, including hypothyroidism, 
renal failure, chronic neoplastic infiltration, autoimmune 
inflammation, systemic lupus erythematosus, and 
rheumatoid arthritis ., Queiroz et al.,2 published an 
interesting paper on 254 patients with pericardial 
effusion at a quaternary institution, 40.4% with severe 
pericardial effusion and 44.1% with cardiac tamponade. 
Retrospective cohorts of critically ill patients are rare in 
the literature. The most frequent etiology was idiopathic, 
but postoperative, neoplasia, and postinterventional 
procedures were also common. Although the main 
etiology is idiopathic in developed countries, infectious 
causes are prominent in developing countries, such as 
tuberculosis, which reaches a frequency above 60%.3 
During the current COVID-19 pandemic, SARS-CoV-2 
is of great importance in etiological investigation.

In Queiroz et al.,2 pericardial effusion was diagnosed 
by echocardiography, a widely available and inexpensive 
method that can be performed at bedside. In addition 
to clinical and epidemiological aspects, Doppler 
echocardiography, magnetic resonance imaging, nuclear 
medicine tests, and laboratory analysis of the pericardial 
fluid could provide additional information about the 
etiology. However, the gold standard diagnostic exam 
is pericardial biopsy, which is indicated for diagnostic 
investigation in patients with persistent pericarditis 
refractory to clinical treatment and no definitive diagnosis. 

Cardiac tamponade is the most serious and 
potentially lethal spectrum of pericardial effusion. 
It is defined as a significant accumulation of fluid 
that exceeds the distension capacity of the pericardial 
fibroelastic tissue, leading to progressive compression 
of all cardiac chambers due to increased intrapericardial 
pressure, reduced cardiac filling volume and greater 
ventricular interdependence.4 Its development 
depends on the speed of accumulation and the 
causal factor: acute cardiac tamponade occurs within 
minutes, resulting in cardiogenic shock, while subacute 
cardiac tamponade occurs over days or weeks. 
Regional cardiac tamponade occurs when a localized 
effusion or hematoma produces regional compression 
in a single chamber.5

Clinical diagnosis of cardiac tamponade is based on 
Beck’s triad (arterial hypotension, jugular distension, and 
muffled heart sounds) and the presence of paradoxical 
arterial pulse. Doppler echocardiography shows changes 
that appear prior to the clinical syndrome. These changes 
include cava dilation with little respiratory variation, 
diastolic collapse of the right ventricle free wall, right 
atrium, left atrium, and, rarely, the left ventricle, 
increased tricuspid flow and reduced mitral flow during 
inspiration, and the opposite at expiration. Right atrial 
collapse is a more sensitive sign, while right ventricle 
collapse is the more specific.6

In Queiroz et al.,2 the patients were followed-up 
for 2.22 years and, as expected, the tamponade group 
had a worse prognosis. Cardiac tamponade treatment 
consists of draining the pericardial fluid to reduce 
intrapericardial pressure and, thus, improve patient 
hemodynamics. Pericardial drainage can be performed 
through a percutaneous puncture and placement of a 
drainage catheter, through open surgical drainage with 
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or without pericardiectomy, or through video-assisted 
pericardioscopy.7,8 Catheter drainage may require a 
few days and the catheter should not be removed until 
the drainage falls below 20-30 ml/24 h. The advantage 
of surgical drainage is that it allows pericardial biopsy, 
which is recommended in cases of recurrence after 
catheter drainage, as well as in cases of clots or effusions 
inaccessible by the percutaneous route.9 A recent study 

proposed a prediction score consisting of systolic blood 
pressure < 100 mmHg (1.5 points), effusion diameter [1-2 
cm (0 points), 2-3 cm (1.5 points), > 3 cm (2 points)], right 
ventricular diastolic collapse (2 points), and mitral inflow 
velocity variation > 25% (1 point). The need for pericardial 
drainage was high in patients with scores ≥ 4.10 These four 
variables can be easily obtained at bedside and facilitate the 
difficult decisions required to improve patient outcomes.
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