
Dyspnea with cough is a common symptom in emergency medical 
units. However, pericardial diseases are hardly ever considered to be a 
common causal disease for cough. Pericardial effusion is a common 
finding in everyday clinical practice. Pericardial disease has the risk of 
developing unexpected cardiac tamponade. We experienced an elderly 
patient with cardiac tamponade by massive pericardial effusion who had 
complained of dry cough for three months. 

The 84-year-old woman was transferred to our emergency depart-
ment because of dyspnea with cough. She was well with independent 
daily life, but suffered from dry cough and dyspnea on exertion three 
months before this admission. In addition, the patient developed night 
sweating, general malaise, poor appetite, and body weight loss recently. 
She had pointed out mild hypertension but did not take any drug such as 
anti-hypertensive agents, and no history of other diseases. On admission, 
her blood pressure was 94/68 mmHg, heart rate 96 beats/min, respiratory 
rate 24 breaths/min, and temperature 36.8℃. There was no vomiting, 
jaundice, dysuria, chills, or abdominal distention. Physical examination 
revealed friction rub with distant heart sound, clear breathing sound, no 
abdomen tenderness, and normal bowel sound. Peripheral edema was not 
seen. Laboratory data showed as follows: white blood count 9600 cell/
μL, hemoglobin 13.1 g/dL, total bilirubin 0.7 mg/dL, BUN 21 mg/dL, 
creatinine 1.0 mg/dL, albumin 3.6 g/dL, negative hepatitis B surface anti-
gen and hepatitis C antibody, negative urine analysis. Subsequent chest 
X-ray revealed marked cardiomegaly with mild left pleural effusion. 
Chest computed tomography (CT) revealed massive pericardial effusion 
(Figure 1). Constrictive pericarditis was suspected based on above clini-
cal information. Cardiac echo showed massive pericardial effusion and 
mild pleural effusion with systolic right atrial collapse and diastolic right 
ventricular collapse that is highly specific to cardiac tamponade. Thus, 
pericardiocentesis was immediately performed, and 1,500 mL of yellow 
colored pericardial effusion was removed. Soon after the removal of peri-
cardial effusion, her dry cough stopped and her dyspnea was markedly 
improved. Subsequent sputum tuberculosis smear showed negative acid-
fast stain. Analysis of pleural effusion was recorded as follows: LDH 112 
U/L, glucose 115 mg/dL, and WBC 100 cell/μL (< 100 cell/μL). 
Cytology of pleural effusion revealed no malignant cell. Pleural effusion 
smear was negative for bacteria or acid-fast stain. Autoimmune antibody 
study showed negative antinuclear antibody. Tumor marker revealed CEA 
5 (< 5) ng/mL and CA 19-9 35.8 (< 37) ng/mL. Thyroid function test 
showed TSH: 0.85 (0.35-5.5) μIU/mL and free T4: 1.31 (0.89-1.76) ng/
dL. Common causes of constrictive pericarditis were all excluded, result-
ed that idiopathic pericardial effusion was diagnosed. 

When a clinician is faced with a patient who presents with a pericar-
dial effusion, the first challenge is to identify its etiology. A wide variety 
of conditions may result in pericardial effusion, which includes tubercu-
losis, neoplasia, myxoedema, renal failure, hepatic cirrhosis, chyloperi-
cardium, viral pericarditis, and immunologic processes such as systemic 
lupus erythematosus1). After these causes were excluded, idiopathic could 
be the cause. Chronic idiopathic pericardial effusion can be defined as a 
collection of pericardial fluid that persists for more than three months and 
has no apparent cause. Usually, chronic idiopathic pericardial effusion is 
asymptomatic and may remain clinically stable for many years. The prog-
nosis of chronic idiopathic pericardial effusion is usually good, but unex-
pected overt tamponade can develop like our case. The trigger of tampon-
ade is unknown, but hypovolemia and paroxysmal tachyarrhythmias may 
precipitate cardiac tamponade. Symptoms that led referring physicians 
included respiratory symptoms such as dyspnea, pleuritic chest pain. The 

goals of the treatment are relief of tamponade and prevention of re-accu-
mulation of fluid, which is frequent in patients with pericardial effusion. 
In our case, simple pericardiocentesis alleviated symptoms but pericardial 
effusion relapsed 6 months after the first pericardiocentesis. 
Pericardiocentesis alone frequently results in the resolution of large effu-
sions, but recurrence is common and pericardiectomy should be consid-
ered whenever a large effusion recurs after pericardiocentesis. When a 
large pericardial effusion relapses after two pericardiocentesis, surgical 
drainage with wide anterior pericardiectomy was recommended even in 
asymptomatic patients because experimental and clinical studies have 
shown that cardiac tamponade is not an "all-or-none" phenomenon2). 
There is a continuum that goes from slight elevations of intrapericardial 
pressure with subtle hemodynamic repercussion to a situation of severe 
hemodynamic embarrassment and even death3). In chronic idiopathic peri-
cardial effusion, chronic accumulation of fluid occurs in the pericardial 
sac and prevents the heart’s chambers from adequately filling with blood, 
leading to reduced diastolic filling, diminished stroke volumes, and sub-
sequent hemodynamic instability. Surgical drainage procedures should be 
considered in patients with chronic massive idiopathic pericardial effu-
sion because of the risk of developing unexpected tamponade. Elective 
pericardial drainage is going to be scheduled in our patient as a prophy-
lactic measure to prevent unexpected tamponade. 

In conclusion, large chronic idiopathic pericardial effusion is well 
tolerated for long periods in most patients, but severe tamponade can 
develop unexpectedly at any time. The emergency physician should be 
aware of at-risk patients who only presented dry cough and the earliest 
signs and symptoms of cardiac tamponade using CT scan and echocar-
diographic findings.
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Figure 1. CT images on admission
 A: Chest CT coronal view with lung window setting showed marked 

cardiomegaly with left pleural effusion. 
 B: Chest CT axial image with mediastinal window setting indicated a 

large pericardial effusion (arrowheads).


