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Introduction:  The etiology of pericardial effusion included infection, hypothyroidism, uremia, aortic or coronary artery dissection, malignancy, autoimmune disease, and trauma. The clinical presentation is variable, it may be asymptomatic, iatrogenic, or dyspnea, syncope, chest pain, and shock in severe cases. Cardiac tamponade may be found in patients with large or rapid accumulation or pericardial effusion. Pericardial effusion is just a clinical presentation; the cause of pericardial effusion was more important and necessary for further management. Diagnostic and therapeutic pericardiocentesis is sometimes very helpful in diagnosis. We would like to present a case who experienced pericardial effusion and lung adenocarcinoma with malignant pleural effusion, with different causes of effusion accumulation. 
Case report:  This is a 68-year-old woman with chief complaint of progressive dyspnea and general malaise. She denied any systemic disease except easily getting tired and syncope occasionally. She had experienced syncope and fell down from motorcycle without hit anything or being hit by other people. She complained of chest tightness, body weight loss, and progressive dyspnea in recent 3 months. Physical examination showed distant heart sound and decrease left breathing sounds. Chest film revealed massive left pleural effusion. Serum analysis showed grossly normal except high CEA (202.16ng/ml), hypokalemia (3.07mmol/l) and normocytic anemia. For both symptoms relief and differential diagnosis, sono-guided left pigtail chest insertion was done and yielded exudative pleural effusion, with CEA level: 1721.6ng/ml. Accidentally, moderate pericardial effusion with mild tamponade sign was also noted during chest sonography, and then pericardial drainage tube insertion was also performed for symptoms relief and differential diagnosis. The CEA level of pericardial effusion was low. After well drainage, we arranged chest CT, which showed a lung mass with tail sign over left lower lobe with lymphadenopathy. Cytology study reported adenocarcinoma via pleural effusion, but negative finding was found via pericardial effusion. Although lung adenocarcinoma with malignant pleural effusion was diagnosed definitely, but the etiology of pericardial effusion cannot be well explained by malignancy. Further serum examination showed hypothyroidism: T3 only 0.21 (normal range: 0.87-1.78) and T4 just 0.12 (normal range 6.09-12.23), TSH>100000μIU/ml. Anti-thyroid peroxidase antibody, thyroglobulin, and anti-TSH receptors were checked and elevated levels of anti-thyroid peroxidase antibodies was noted. Hashimoto’s thyroiditis was diagnosed and thyroxin was prescribed. And then further management of lung adenocarcinoma was arranged and scheduled at OPD. 

Discussion: Pericardium metastasis can occur in patient with adenocarcinoma of lung complicated with malignant pleural effusion. However, the etiology of pericardial effusion included of infection, autoimmune disease, uremia, thyroid disease, and aortic dissection extending into the pericardium. Adequate and reasonable differential diagnosis should be made to distinguish the etiology of pericardial effusion. In our patient, primary hypothyroidism was diagnosed because of high TSH level with low T4, and the diagnosis of Hashimoto’s thyroiditis was established due to high anti-thyroid peroxidase antibodies level.
Conclusion: The thinking process and differential diagnosis are the most important things to medical doctors. We should not always want to explain all clinical problems with one reason. Pericardial effusion can occur in patient with lung cancer, but other etiology should also be considered, even lung cancer with malignant pleural effusion was diagnosed. In our patient, the etiology of pleural effusion was metastasis of lung adenocarcinoma, but the cause of pericardial effusion should be Hashimoto’s thyroiditis.






