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Cardiac tamponade developing 
during Trousseau’s syndrome with pulmonary 
embolism
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To the Editor
Cardiac tamponade and pulmonary embolism are 

known complications of malignancy, but it’s exceptionally 
rare for both conditions to occur simultaneously. We pre-
sent a case where cardiac tamponade developed along-
side pulmonary embolism during Trousseau’s syndrome.

A 42-year-old woman was admitted to our hospital 
experiencing severe dyspnea and tachycardia. She had 
a history of lung adenocarcinoma and was currently 
undergoing anticoagulant treatment for pulmonary 
embolism related to Trousseau’s syndrome (Fig.  1-A). 
Her pulmonary embolism was significant, with an echo-
cardiographic exam showing a transtricuspid pressure 
gradient of 66  mmHg. Due to her advanced stage, she 
only received anticoagulant therapy, already prescribed 
for Trousseau’s syndrome. After admission, emergency 
echocardiography revealed a substantial pericardial effu-
sion, although both cardiac chambers were maintained 
with reduced volumes (Fig.  1-B). Her blood pressure 
(BP), heart rate (HR), and respiratory rate (RR) were 
140/50 mmHg, 120 bpm, and 30 bpm, respectively.

Pericardiocentesis was performed after stopping 
anticoagulant therapy, and 500  ml of bloody fluid was 
drained. However, her symptoms did not improve. Over 
the next few hours, her condition worsened, and echo-
cardiography showed minimal pericardial effusion but 

the characteristic D-shape of the right ventricle (RV) and 
the decompressed left ventricle (LV) (Fig. 1-C). Although 
her BP was stable, HR and RR increased to 140 bpm and 
40 bpm, respectively. Nasal high-flow oxygen therapy was 
administered for palliative care.

Managing both cardiac tamponade and pulmonary 
embolism is challenging due to the conflicting use of 
anticoagulants needed for pulmonary embolism and 
the relative contraindication of anticoagulants in bloody 
pericardial effusion. Pericardiocentesis, the primary 
treatment for cardiac tamponade, poses a dilemma, as it 
can increase right ventricle (RV) filling by draining fluid 
causing tamponade, potentially worsening left ventricle 
(LV) compression when pulmonary embolism (PE) is 
present [1]. Our case, and others, have reported deterio-
rated conditions post-pericardiocentesis, possibly due to 
similar mechanisms [1, 2]. Although the coexistence of 
PE was not recognized in a prior report, it’s known that 
concurrent PE can maintain right heart filling even with 
massive pericardial effusion, preventing excessive right 
heart dilatation induced by PE and maintaining systemic 
hemodynamics [3].

The decision to perform pericardiocentesis becomes 
a clinical dilemma. While some cases have reported 
immediate hemodynamic improvement after pericardio-
centesis despite concurrent PE [4], our case presented a 
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challenge. We opted to take a risk, recognizing that the 
improvement in hemodynamics after pericardiocentesis 
might hinge on the delicate balance between the degree 
of PE and pericardial effusion. The reason we took a 
risk in this case was because her family strongly wished 
to prevent her inevitable gradual decline through mere 
observation, which naturally necessitated obtaining suf-
ficient informed consent from both the patient and her 
family.
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Fig. 1  Images of CT pulmonary angiogram and transthoracic echocardiography. A CT pulmonary angiography demonstrates pulmonary 
embolism in the left main pulmonary artery (arrow head) a day before pericardiocentesis. B and C Apical four chamber view on transthoracic 
echocardiography. Massive pericardial effusion before pericardiocentesis (B); remarkably dilated right ventricle and decompressed left ventricle 
after removal of pericardial effusion (C). Lt.PA; left main pulmonary artery, RV; right ventricle, LV; left ventricle



Page 3 of 3Itakura et al. JA Clinical Reports            (2023) 9:84 	

November 2023

References
	1.	 Huang KC, Huang SY, Cheng SY, Tsai MT, Hung SC. Massive pulmonary 

embolism concomitant with cardiac tamponade as initial presentation 
of lung adenocarcinoma: a diagnostic and therapeutic dilemma. J Acute 
Med. 2019;9:24–8.

	2.	 Pathak V, Manivel V. Defying Occam’s Razor: a case of pulmonary embo‑
lism masked by cardiac tamponade. J Emerg Med. 2022;62:e23–7.

	3.	 Baragé A, Harouna Idrissa S, Mahoungou-Mackonia N, Arous S, Bennouna 
G, Azzouzi L, Habbal R. Cardiac tamponade: better prognosis in associa‑
tion with pulmonary embolism: case report. Ann Med Surg (Lond). 
2021;66:102410.

	4.	 Ta’eed A, Wong AM, Mulder J, Yang Y. How bad can life be? A case of 
concurrent cardiac tamponade and pulmonary embolus. Australas J 
Ultrasound Med. 2020;23:140–3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Cardiac tamponade developing during Trousseau’s syndrome with pulmonary embolism
	References


