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Recurrent pericarditis presents a persistent challenge in cardiology, often leading to a frustrating cycle of 

inflammation, symptom recurrence, and escalating corticosteroid use. This pattern, frequently observed in 

clinical practice, can inadvertently create a state of steroid dependence that complicates long-term management 

and exposes patients to significant adverse effects. The goal now is to interrupt this self-perpetuating loop, 

moving beyond symptomatic relief to address the underlying inflammatory drivers.

K E Y  TA K E AWAY S

º The Pivot: The focus in recurrent pericarditis has shifted from merely suppressing inflammation with 

corticosteroids to breaking the cycle of steroid dependence.

º The Data: No specific trial data is available, but established guidelines advocate for targeted 

anti-inflammatory agents to reduce recurrence and corticosteroid exposure.

º The Action: Clinicians should consider early initiation of non-corticosteroid anti-inflammatory therapies to 

minimize steroid duration and prevent chronic dependence.

Pericarditis, an inflammation of the pericardium, can manifest as an acute, self-limiting episode. But for a substantial 

subset of patients, the condition recurs, often within weeks or months of initial resolution. This recurrent form, 

particularly when it becomes steroid-dependent, represents a significant unmet need. Patients experience debilitating 

chest pain, dyspnea, and fatigue, severely impacting their quality of life. The repeated flares necessitate frequent hospital 

visits and prolonged courses of anti-inflammatory agents, creating a substantial burden on both patients and healthcare 

systems. The Oxford Handbook of Cardiology provides a concise overview of these complex presentations.

The standard initial treatment for acute pericarditis typically involves non-steroidal anti-inflammatory drugs (NSAIDs) 

and colchicine. Corticosteroids are reserved for cases refractory to these first-line agents, or for specific etiologies like 

autoimmune disease. But the very effectiveness of corticosteroids in rapidly alleviating symptoms often leads to their 

overuse, particularly in recurrent settings. A rapid taper or premature discontinuation of steroids can trigger a rebound 

flare, prompting clinicians to reintroduce or increase the dose, thereby entrenching the patient in a cycle of dependence. 

This creates a difficult clinical conundrum, as long-term steroid use carries risks of osteoporosis, diabetes, hypertension, 

and immunosuppression.

Understanding the Inflammatory Cascade
The pathophysiology of recurrent pericarditis involves a complex relationship between inflammatory mediators. While 

the initial trigger can be viral, autoimmune, or idiopathic, the persistent inflammation is often driven by activation of 
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the innate immune system. Interleukin-1 (IL-1) is a key cytokine implicated in the pathogenesis. Its sustained release 

perpetuates the inflammatory response, leading to pericardial effusion, thickening, and the characteristic chest pain. This 

understanding has guided the development of more targeted therapies aimed at specific inflammatory pathways, moving 

beyond broad immunosuppression.

The immune response in recurrent pericarditis is not simply a transient reaction. It involves a dysregulation that can lead 

to chronic inflammation. This is why a short course of NSAIDs or even a brief steroid taper often fails to achieve sustained 

remission. The underlying inflammatory drivers remain active, poised to reactivate upon withdrawal of suppressive 

therapy. This persistent inflammatory state can also contribute to the development of constrictive pericarditis, a severe 

complication requiring surgical intervention. Clinicians must therefore consider the long-term implications of their initial 

treatment choices, especially regarding steroid use.

Breaking the Steroid Cycle
The primary goal in managing steroid-dependent recurrent pericarditis is to achieve sustained remission while 

minimizing corticosteroid exposure. This involves a strategic approach to anti-inflammatory therapy. Colchicine, often 

used as an adjunct to NSAIDs in acute pericarditis, plays a pivotal role in preventing recurrence and facilitating steroid 

tapering. Its anti-inflammatory and antifibrotic properties make it a cornerstone of long-term management. But some 

patients remain refractory to colchicine or cannot tolerate its gastrointestinal side effects.

For patients who continue to experience flares despite NSAIDs and colchicine, or who require prolonged steroid courses, 

more advanced immunomodulatory therapies are considered. These agents aim to specifically target the inflammatory 

pathways driving the disease, thereby allowing for safe and effective steroid withdrawal. The introduction of these 

therapies represents a significant step forward, offering an escape route from the debilitating cycle of steroid dependence. 

This approach contrasts sharply with older strategies that often relied on increasing steroid doses or adding non-specific 

immunosuppressants with broader side effect profiles.

Emerging Therapeutic Strategies
Targeting IL-1 has emerged as a particularly effective strategy for steroid-dependent recurrent pericarditis. Biologic 

agents that block the IL-1 pathway can rapidly reduce inflammation and allow for complete steroid discontinuation 

in many patients. These agents work by neutralizing IL-1, thereby interrupting the inflammatory cascade that drives 

pericardial flares. Their use has transformed the management of this challenging condition, offering a durable solution 

where conventional therapies often fall short. The precision of these therapies minimizes systemic immunosuppression 

compared to broad-acting corticosteroids.

Other immunomodulatory agents, including azathioprine or methotrexate, have also been used, particularly in patients 

with underlying autoimmune conditions contributing to their pericarditis. But these agents generally have a slower onset 

of action and a broader range of potential side effects compared to IL-1 inhibitors. The choice of therapy depends on 

individual patient characteristics, including the frequency and severity of flares, the degree of steroid dependence, and the 

presence of comorbidities. The goal remains consistent: to achieve sustained, symptom-free remission with the lowest 

possible risk profile. This requires careful titration and monitoring, often guided by inflammatory markers like C-reactive 

protein.

The Clinician's Role in Prevention
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Preventing steroid dependence begins with judicious use of corticosteroids in the first place. Clinicians should adhere 

to established guidelines for the management of acute and recurrent pericarditis, prioritizing NSAIDs and colchicine as 

first-line agents. When steroids are necessary, they should be used at the lowest effective dose for the shortest possible 

duration, with a slow and gradual taper. Abrupt discontinuation is a common trigger for rebound flares and should be 

avoided. Early introduction of colchicine can significantly reduce the need for prolonged steroid courses.

Patient education is also critical. Patients need to understand the importance of medication adherence, the risks associated 

with long-term steroid use, and the potential for rebound flares if steroids are stopped too quickly. Empowering patients 

with this knowledge can improve compliance and help them recognize early signs of recurrence, prompting timely 

intervention. For a deeper dive into managing complex inflammatory conditions, the Oxford Handbook of Rheumatology 

offers valuable insights into systemic inflammation.

The long-term outlook for patients with recurrent pericarditis has improved with the advent of targeted anti-inflammatory 

therapies. But challenges remain. Identifying patients at high risk for recurrence and steroid dependence early in their 

disease course is essential for improving patient outcomes. Biomarkers beyond C-reactive protein are needed to better 

predict disease activity and guide treatment decisions. The optimal duration of therapy with newer agents also requires 

further clarification, as does their cost-effectiveness in different healthcare settings. The field continues to evolve, pushing 

for more personalized and effective strategies to free patients from the cycle of chronic inflammation and steroid 

dependence. This is not merely about symptom control; it is about restoring quality of life and preventing long-term 

cardiac complications. The complexities of chronic inflammatory diseases often lead to recurrent symptoms that impact 

daily life, highlighting the need for effective management strategies.

CLINICAL IMPLICATIONS

The persistent reliance on corticosteroids for recurrent pericarditis has created a clinical problem of our own 

making. While effective in the short term, their indiscriminate or prolonged use traps patients in a cycle 

of dependence, exchanging acute symptoms for chronic steroid-induced morbidity. It is a trade-off that is 

increasingly unnecessary with the availability of more targeted anti-inflammatory agents.

Clinicians must be more disciplined in their approach to pericarditis management. This means prioritizing 

colchicine and NSAIDs, and reserving steroids for truly refractory cases, then tapering them aggressively but 

carefully. The rebound phenomenon is real, but it is often exacerbated by too rapid a withdrawal, not by the 

steroid itself.

The advent of IL-1 inhibitors offers a genuine opportunity to break this cycle. These agents provide a pathway 

to steroid-free remission for many patients who previously faced years of debilitating flares and systemic side 

effects. Their higher cost is a consideration, but it must be weighed against the long-term costs of repeated 

hospitalizations, steroid-related complications, and severely diminished quality of life.

Moving forward, the focus should be on early identification of patients at risk for recurrence and aggressive, 

non-corticosteroid-based management. This proactive stance can prevent the development of steroid 

dependence, sparing patients from a cascade of avoidable adverse events and improving their long-term 

cardiac health. The era of simply adding more steroids must end.
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