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filling and stroke volume. The right atrial pressure tracings show no respiratory
variation with the typical “M"” or “W"” wave form, steep X and Y descents are
prominent, and late diastolic pressures in the great veins and in the atria are
increased. Ventricular pressure tracings demonstrate an early diastolic dip and a
late diastolic plateau, the so-called square root sign. In our patient, a right atrial
angiogram demonstrated straightening and thickness of the right cardiac border
and superior vena caval and also left atrial dilatation; however, with restrictive
cardiomypathy there may be findings similar to those just described for
constrictive pericarditis. The rapid volume expansion during cardiac catheterizati-
on results in equilibration of all diastolic pressures and might be helpful in
diagnosis8.9. Further in distinguishing between these two diseases the presence
of concentric pericardial calcium on fluoroscopy of chest X-ray is a helpful sign,
though it may not be present in all cases of constrictive pericarditis, especially in
childhood.

After the diagnosis of constrictive pericarditis has been made, treatment,
consisting of fluid restriction, digitalis and vigorous diuresis is instituted. The poor
prognosis of patients who are not operated on, underlines the necessity for
urgent radical pericardiectomy10. The operation can be performed through a
bilateral anterior thoracotomy incision with division of the sternum. However, we
prefer a median sternotomy incision. This affords excellent exposure to the
pericardium and allows a wide resection of the pericardium, including removal of
the pericardium from both ventricular surfaces, atria, and vena cavae. Frequently,
as in our case, it becomes necessary also to excise a thin layer of the epicardium
which is often involved in the constrictive process. Radical pericardiectomy has
resulted in markedly improved survival rates in children with constrictive
pericarditis. The determinant factors in survival and improvement appear to be the
chronicity of the disease and the degree of underlying myocardial fibrosis.

In the department of thoracic and cardiovascular surgery of our hospital,
pericardiectomy has been applied in 67 cases of pericarditis between 1968 and
1983. Of these surgical interventions 30 were carried out after a short-term
medical follow-up and the other 37 of them after a long-term medical follow up.
The medium age was 18.9. Only in three cases (approximately 4.5%) was the
patient under one year of age. The reason for pericardiectomy in this group was
purulent pericarditis due to staphylococci and viruses. In our case, the pathological
diagnosis was compatible with tuberculosis and in this respect it would seem to
be the only case of its kind for this age group5.8. The morbidity and mortality rates
for pericardiectomy which has been carried out after the appearance of pericardial
constriction, or in the late phases of long-term medical follow-up, have usually
been found to be higher than if the operation has been carried out at an earlier
phasel1-13, To prevent irreversible myocardial and hepatic changes due to
long-term constriction, it is often recommended that the pericardiectomy be



230

carried out during the short-term medical follow-up, that is three to six weeks
from the beginning of pericarditis, and before there are extensive adhesions,
fibrosis, and calcification10.12.14, We are fully in accord with this view.

Summary

A four-month-old boy with constrictive pericarditis, which is unusual in infancy, is
presented. A radical pericardiectomy was performed on the patient. It is of
interest that pathological examination of the resected pericardium revealed the
presence of tuberculous pericarditis with fibrinous pericarditis, this was probably
secondary to acute purulent staphylococcal pericarditis.
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