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PERICARDITIS 

Inflammation of the Lining Around the Heart 

A guide from WA Cardiology to help you understand pericarditis, its causes, treatment, and recovery 

 

1.  What is Pericarditis? 

The heart sits inside a thin, two-layered sac called the pericardium. This sac surrounds and protects the 
heart, anchors it in place within the chest, and contains a small amount of lubricating fluid that allows the 
heart to beat smoothly without friction against surrounding structures. 

 

Pericarditis is inflammation of this pericardial sac. When the two layers become inflamed, they can rub against 
each other and cause the characteristic sharp chest pain. Sometimes extra fluid builds up between the layers 
— this is called a pericardial effusion. In most cases pericarditis is a self-limiting condition that settles with 
treatment, though it requires proper assessment to confirm the diagnosis and to ensure there is no significant 
fluid collection or underlying cause that needs attention. 

 

A Simple Way to Picture It 

Imagine the heart wrapped in a smooth, slippery double-layered bag with a thin film of lubricating fluid 
between the layers, allowing them to glide silently over one another with every beat. In pericarditis, 
those layers become inflamed and roughened — like two surfaces that were once smooth becoming 
gritty. As they rub together, they produce pain and sometimes a sound the doctor can hear through a 
stethoscope (a ‘friction rub’). If inflammation causes extra fluid to collect in the bag, this is a pericardial 
effusion. 

 

2.  Symptoms of Pericarditis 

The most characteristic symptom of pericarditis is chest pain, which has several distinctive features that help 
distinguish it from other causes of chest pain: 

 

• Sharp and stabbing in quality (rather than the heavy, crushing pain of a heart attack). 

• Worse when lying flat and relieved by sitting up and leaning forward — a very characteristic 
feature. 

• Worse with deep breathing, coughing, or swallowing. 

• Often felt behind the breastbone, and may radiate to the neck, shoulders, or back — classically to 
the ridge of the left shoulder blade (the trapezius ridge). 

 

Other symptoms may include a low-grade fever, fatigue, a general feeling of being unwell, breathlessness 
(particularly when lying down), and palpitations. Because viral pericarditis often follows a recent infection, 
many people recall a cold, flu-like illness, or gastrointestinal upset in the preceding days or weeks. 

 

3.  Viral Pericarditis — The Most Common Form 

In developed countries, the great majority of pericarditis cases in otherwise healthy people are caused by a 
viral infection, or are ‘idiopathic’ (no specific cause found despite investigation — most of which are also 
presumed to be viral). This is reassuring: viral pericarditis is usually a self-limiting condition that responds 
well to treatment and resolves without lasting harm to the heart. 
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Viral pericarditis typically develops days to weeks after a viral illness — often a respiratory tract infection or 
a gastrointestinal upset. The body’s immune response to the virus triggers inflammation of the pericardium. 
A wide range of common viruses can be responsible, and in routine practice it is usually neither necessary 
nor helpful to identify the exact virus, because this does not change the treatment. 

 

Why the Exact Virus is Usually Not Tested For 

Patients often expect a test to identify which virus caused their pericarditis. In practice, viral testing 
rarely changes management, as the treatment is the same regardless of the specific virus, and the 
condition usually settles with anti-inflammatory therapy. Extensive viral testing is therefore not routinely 
recommended in current guidelines for typical, uncomplicated cases. Investigations instead focus on 
confirming the diagnosis and excluding the less common but more serious causes. 

 

4.  Possible Causes of Pericarditis 

While viral and idiopathic causes dominate, pericarditis can occasionally be a sign of another underlying 
condition. Part of the initial assessment is to consider and, where appropriate, exclude these other causes. 
The table below summarises the main categories. 

 

Category Examples / Notes 

Viral (most common) Coxsackievirus, echovirus, adenovirus, influenza, Epstein-Barr virus, 
COVID-19, and many others. Often follows a recent respiratory or 
gastrointestinal illness. The great majority of cases in otherwise healthy 
people are viral or presumed viral (idiopathic). 

Idiopathic No specific cause identified despite investigation. Most of these are 
presumed to be viral. This is a common and generally reassuring category. 

Bacterial Including tuberculosis (an important cause worldwide) and, rarely, pus-
forming bacterial infections. More likely in immunosuppressed patients. 

Autoimmune / Inflammatory Systemic lupus erythematosus, rheumatoid arthritis, systemic sclerosis, 
and other autoimmune conditions. 

Post-cardiac injury After a heart attack (Dressler syndrome), cardiac surgery, or a procedure 
on the heart. 

Metabolic Kidney failure (uraemic pericarditis), and underactive thyroid. 

Cancer-related Spread of cancer to the pericardium, or as a complication of radiotherapy 
to the chest. 

Medications Certain drugs can rarely trigger pericardial inflammation. 

 

5.  How is Pericarditis Diagnosed? 

The diagnosis is made from a combination of your symptoms, examination findings, and a small number of 
targeted tests. Current guidelines (2015 ESC Guidelines on Pericardial Diseases) base the diagnosis on the 
presence of at least two of four features: characteristic chest pain, a pericardial friction rub heard on 
examination, typical ECG changes, and a new or worsening pericardial effusion. 

 

Core Investigations 

• ECG (electrocardiogram): may show characteristic widespread changes that are typical of 
pericarditis and help distinguish it from a heart attack. 
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• Echocardiogram (heart ultrasound): assesses for a pericardial effusion (fluid around the heart), 
checks heart function, and helps exclude complications. Recommended in all patients with 
suspected pericarditis. 

• Blood tests: inflammatory markers (CRP and ESR) are usually raised and are useful both for 
confirming inflammation and for monitoring the response to treatment. Troponin may be checked to 
assess whether the heart muscle is also involved (myopericarditis). 

• Chest X-ray: may be performed to assess the heart size and look for other causes of chest 
symptoms. 

 

Further Investigations in Selected Cases 

Additional tests are reserved for patients with high-risk features, an inadequate response to treatment, 
recurrent episodes, or when a specific non-viral cause is suspected: 

• Cardiac MRI: provides detailed imaging of pericardial inflammation and can detect involvement of 
the heart muscle. 

• CT scan of the chest: assesses pericardial thickening and surrounding structures. 

• Targeted blood tests: for autoimmune conditions, thyroid function, kidney function, or tuberculosis, 
guided by the clinical picture. 

• Pericardial fluid sampling: only when a large effusion needs drainage or a specific cause must be 
identified. 

 

6.  Treatment of Viral and Idiopathic Pericarditis 

The treatment of viral and idiopathic pericarditis is well established and highly effective. The aims are to 
relieve pain, reduce inflammation, and — importantly — reduce the risk of the condition coming back 
(recurrence). The cornerstone of treatment is the combination of an anti-inflammatory medication with 
colchicine, supported by good evidence from randomised trials. 

 

Treatment Examples Role Notes 

NSAIDs (anti-
inflammatories) 

Ibuprofen, Naproxen Aspirin 
(high dose) 

First-line treatment to relieve 
pain and reduce inflammation, 
given at a full dose until 
symptoms resolve and 
inflammatory markers 
normalise, then gradually 
reduced 

Taken with food / 
stomach protection; 
aspirin preferred if 
pericarditis follows 
a recent heart 
attack 

Colchicine Colchicine Added to the anti-inflammatory 
in almost all cases; 
significantly reduces 
symptoms and roughly halves 
the risk of recurrence — 
strongly recommended by 
guidelines 

Usually continued 
for 3 months (first 
episode); may 
cause diarrhoea; 
dose adjusted for 
weight and kidney 
function 

Corticosteroids Prednisolone Reserved for specific 
situations — such as when 
NSAIDs and colchicine are not 
suitable, in certain 
autoimmune causes, or when 
other treatments fail 

Low-to-moderate 
dose preferred; 
associated with a 
higher recurrence 
rate, so generally 
avoided as first-line 

Newer agents 
(biologics) 

Anakinra, Rilonacept Interleukin-1 blockers used in 
specialist centres for difficult, 
frequently recurring 
pericarditis that has not 
responded to standard 
treatment 

Specialist use only; 
reserved for 
resistant recurrent 
cases 
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Two Key Points About Treatment 

1.  Colchicine matters. 

The addition of colchicine to standard anti-inflammatory therapy is one of the most important advances 
in treating pericarditis. Large randomised trials (the ICAP and CORP studies) showed it substantially 
improves symptom resolution and roughly halves the chance of the pericarditis returning. It is worth 
persisting with colchicine for the full recommended course even once you feel better. 

2.  Rest during the acute phase. 

Restriction of strenuous physical activity is advised until symptoms have resolved and inflammatory 
markers have returned to normal. For non-athletes this generally means avoiding vigorous exertion 
during the acute illness; athletes are usually advised to refrain from competitive sport for a defined 
period, guided by their cardiologist. 

 

7.  Recovery, Recurrence, and Complications 

The Usual Course 

Most people with viral or idiopathic pericarditis recover fully. Symptoms typically improve within days of 
starting treatment and resolve over one to three weeks. With the standard combination of an anti-
inflammatory and colchicine, the outlook is very good. 

 

Recurrence 

The most common complication is recurrence — a return of pericarditis after an initial improvement. This 
affects a minority of patients and, while it can be frustrating and uncomfortable, it is generally not dangerous. 
Colchicine markedly reduces this risk, which is why completing the full course is so important. Recurrent 
cases are managed with a further course of anti-inflammatories and colchicine, and occasionally with the 
newer specialist agents. 

 

Less Common Complications 

• Pericardial effusion: a build-up of fluid in the pericardial sac. Small effusions are common and 
usually resolve. Large effusions occasionally need drainage. 

• Cardiac tamponade: a rare but serious situation in which a large or rapidly accumulating effusion 
compresses the heart and impairs its ability to pump. This is a medical emergency requiring urgent 
fluid drainage. 

• Myopericarditis: when the inflammation also involves the heart muscle itself. This is identified by a 
raised troponin and may require closer monitoring and a longer period of activity restriction. 

• Constrictive pericarditis: a rare, long-term complication in which the pericardium becomes scarred 
and thickened, restricting the heart. It is uncommon after viral pericarditis and far more associated 
with other causes such as tuberculosis. 

 

8.  Monitoring and Follow-up 

Follow-up is an important part of care, both to confirm recovery and to detect the small number of patients 
who develop recurrence or complications. Your cardiologist will tailor the monitoring plan to your situation, 
but it generally includes: 

 

• Symptom review: tracking the resolution of chest pain and return to normal wellbeing. 

• Inflammatory markers (CRP): repeated to confirm that inflammation is settling. The anti-
inflammatory dose is usually only reduced once CRP has normalised, and CRP is a useful guide to 
the timing of this. 
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• Repeat echocardiogram: to confirm that any pericardial effusion has resolved and heart function 
remains normal, particularly if an effusion was present initially. 

• Medication tolerance: monitoring for side effects of NSAIDs (stomach upset) and colchicine 
(diarrhoea), and checking kidney function where relevant. 

• Guidance on returning to exercise: a graded return to physical activity once symptoms have 
resolved and inflammatory markers have normalised. 

• Review for recurrence: prompt reassessment if chest pain returns after initial recovery. 

 

Most patients can be reassured that, with appropriate treatment and follow-up, viral pericarditis resolves fully 
and does not cause long-term damage to the heart. 

 

Key Messages to Take Home 

Here is what matters most about pericarditis: 

• Pericarditis is inflammation of the sac around the heart. The classic symptom is sharp 
chest pain that eases when sitting up and leaning forward. 

• Most cases in healthy people are viral or idiopathic, and the outlook is very good with 
treatment. 

• Identifying the exact virus is rarely necessary, as it does not change treatment. 

• The mainstay of treatment is an anti-inflammatory medication plus colchicine — colchicine 
roughly halves the risk of recurrence, so complete the full course. 

• Rest from strenuous activity during the acute phase, and return to exercise gradually once 
symptoms and inflammatory markers have settled. 

• Recurrence is the most common complication but is not dangerous; serious 
complications are rare. Seek urgent help for severe breathlessness, fainting, or severe 
chest pain. 

 

9.  Useful Resources 

• Heart Foundation Australia: www.heartfoundation.org.au 

• Heart Foundation Heart Help Line: 1300 36 27 87 

• 2015 ESC Guidelines on the Diagnosis and Management of Pericardial Diseases (for health 
professionals): www.escardio.org 

• Cardiac Rehabilitation: Ask your cardiologist or GP for a referral to your nearest programme. 

 

This patient information sheet has been prepared by Dr Sam Tayeb, WA Cardiology, for educational purposes. It is not 
a substitute for personalised medical advice. Please discuss your individual results, medications, and management 

plan with your cardiologist. 
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