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echocardiography prior to pericardiocentesis may
identify patients at risk for ECP.
Another interesting issue raised in this paper is a
high reported incidence of ECP, approximately
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A simpliﬁed approach to pericardial disease considers patients on a spectrum and approaches inﬂammation and hemodynamics separately. In
pericarditis, the presence and size of the pericardial effusion may vary, as can the degree of visceral and parietal pericardial involvement.
Pericarditis may result in either no hemodynamic consequences or lead to constrictive pathophysiology, characterized by ventricular interdependence and accentuated early diastolic ﬁlling. The constrictive pathophysiology may be transient, resolving spontaneously or with antiinﬂammatory therapy, or may be permanent, possibly requiring pericardiectomy for successful treatment of heart failure. Reprinted with
permission from the Cleveland Clinic Foundation for Medical Art & Photography ª 2017. All Rights Reserved.

twice that of a previous report from a large cohort

attributable to different diagnostic criteria. In the

of patients with pericardial tamponade (4). In fact,
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are evolving, and in this study, ECP was deﬁned

to the hemodynamics of constrictive pathophysi-

as >25% respiratory variation in mitral inﬂow plus 1
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elevated inﬂammatory markers are most helpful (10).

deﬁnition differs from previously proposed criteria

In the current study, anti-inﬂammatory therapy
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for this increased sensitivity is less speciﬁcity,
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patients after pericardiocentesis. Speciﬁcally, echo-

patient in the current study had concomitant heart

cardiography seems particularly sensitive in diag-

catheterization. Nonetheless, different diagnostic
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to have a benign course with standard guideline-
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based therapies (10), and fortunately, many may

cardiocentesis would have been helpful. Speciﬁcally,

never develop clinical sequelae of their ephemeral

are there patients with ECP on echocardiography that

effusive constrictive pathophysiology.

information

regarding
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after

remain without heart failure symptoms throughout
clinical follow-up? These data would better delineate
whether ECP on echocardiography is occasionally an
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