with the most severe disease are at highest risk. Therefore, surgical
treatment should, if possible, be carried out as early as possible in
the course.

Pericardial Disease

Tuberculous Pericardial disease This chronic infection is a common
cause of chronic pericardial effusion, although less so in North
America than in the developing world where active tuberculosis is
endemic. The clinical picture is that of a chronic, systemic illness in a
patient with pericardial effusion. It is important to consider this diagnosis in a patient with known tuberculosis, with HIV, and with fever,
chest pain, weight loss, and enlargement of the cardiac silhouette of
undetermined origin. If the etiology of chronic pericardial effusion
remains obscure despite detailed analysis of the pericardial fluid (see
above), a pericardial biopsy, preferably by a limited thoracotomy,
should be performed. If definitive evidence is still lacking but the
specimen shows granulomas with caseation, antituberculous chemotherapy (chap. 202) is indicated.
If the biopsy specimen shows a thickened pericardium after 2–4
weeks of antituberculin therapy, pericardiectomy should be carried
out to prevent the development of constriction. Tubercular cardiac
constriction should be treated surgically while the patient is receiving
antituberculous chemotherapy.

CHAPTER 288

Subacute Effusive-Constrictive Pericarditis This form of pericardial disease is characterized by the combination of a tense effusion in the pericardial space and constriction of the heart by thickened pericardium.
It shares a number of features with both chronic pericardial effusion
producing cardiac compression and with pericardial constriction. It
may be caused by tuberculosis (see below), multiple attacks of acute
idiopathic pericarditis, radiation, traumatic pericarditis, renal failure,
scleroderma, and neoplasms. The heart is generally enlarged, and a
paradoxical pulse and a prominent x descent (without a prominent y
descent) are present in the atrial and jugular venous pressure pulses.
After pericardiocentesis, the physiologic findings may change from
those of cardiac tamponade to those of pericardial constriction.
Furthermore, the intrapericardial pressure and the central venous
pressure may decline, but not to normal. The diagnosis can be established by pericardiocentesis followed by pericardial biopsy. Wide excision of both the visceral and parietal pericardium is usually effective
therapy.
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oTHER dISoRdERS oF THE PERICARdIUM
Pericardial cysts appear as rounded or lobulated deformities of the cardiac silhouette, most commonly at the right cardiophrenic angle. They
usually do not cause symptoms, and their major clinical significance
lies in the possibility of confusion with a tumor, ventricular aneurysm,
or massive cardiomegaly. Tumors involving the pericardium are most
commonly secondary to malignant neoplasms originating in or invading the mediastinum, including carcinoma of the bronchus and breast,
lymphoma, and melanoma. Mesothelioma is the most common primary
malignant tumor. The usual clinical picture of malignant pericardial
tumor is an insidiously developing, often bloody pericardial effusion.
Surgical exploration is required to establish a definitive diagnosis and to
carry out definitive or, more commonly, palliative treatment.
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