Diseases of the Pericardium – D. Kilpatrick – 28-07-03
ACUTE PERICARDITIS (Lilly pp 289)
Aetiology: 
· Infectious: idiopathic/viral (i.e.: Coxsackie hp B, Echovirus), Bacterial (i.e.: pneumococcus, Staph), Tuberculous (i.e.: reactivation)

· Non-infectious: post MI (i.e.: progression of inflammation), Uremia (i.e.: chronic renal failure), Neoplastic (i.e.: metastases), Drug-induced (i.e.: procainamide & hydralazine), Connective tissue disease (i.e.: SLE, RA), Radiation induced (e.g.: while treating Hodgkin’s lymphoma)
Pathogenesis:

· Initial vasodilation ( leakage of fluid into pericardial space

· Increase vascular permeability ( leakage or protein into pericardial space

· Leukocytic exudation into pericardial space

Clinical Features:

· Hx: chest pain (retrosternal, sharp + localised, sometimes radiates to back, pleuritic, worse: inspiration + cough, better: sitting/leaning forward) + fever (i.e.: infection)
· Ex: Signs of infection (temp, fatigue), pericardial friction rub (i.e.: pericardial surfaces rubbing against each other). 
Diagnosis:

· Dx:

· ECG: ST-elevation in all leads except aVr + V1 (i.e.: if MI, ST elevation only in areas of infarction), PR depression (i.e.: Q wave disappears)

· Echo: effusions

· Lab: PPD skin (i.e.: TB), serology (i.e.: RF + ANA)

· CXR: malignancy of breast + lung. 

· Pericardiocentesis should be reserved for extreme cases.

Treatment:
· Rx: 

· Infectious ( treat infection with antibiotics (i.e.: anti-tuberculous/bacterial)  + rest + NSAIDs to reduce inflammation. 
· Non-infectious ( treat underlying cause (i.e.: MI, Uraemia, RA, SLE, Neoplasia etc. 

PERICARDIAL EFFUSION (Lilly pp 294)
Aetiology: 
· Any form of acute pericarditis (i.e.: serous / purulent exudate into pericardial space)
Clinical features:
· Hx: chest pain (dull ache over left side) + compressive symptoms (i.e.: dysphagia, dyspnoea, hoarseness, hiccups)
· Ex: soft heart sounds, reduced intensity of friction rub, ‘Ewarts’ sign (i.e.: dullness over left lung due to atelectasis). 
Diagnosis:
· Dx:

· Echo: Fig 14-3, Lilly pp 295

Treatment:

· Rx: Treat the underlying cause if know (i.e.: Infectious vs Non-infectious causes of acute pericarditis). If underlying cause is not known and there is compression of the cardiac chambers ( pericardiocentesis is warranted. 
CONSTRICTIVE PERICARDITIS (Lilly pp 298)

Aetiology: 
· This is complication of acute pericarditis. Rarely does it manifest on its own
Pathology / Pathophysiology:

· Pathology: Pericardial effusions post-pericarditis usually resorb. What happens here is that the exudate gets re-organised and fusion of the pericardial layers occurs ( fibrosis ensues ( calcification may occur to further stiffen the heart’s casing. 
· Pathophysiology: During diastole the ventricles expand. With constrictive pericarditis ( the ventricles are arrested in expansion. RV doesn’t expand raising systemic venous pressures ( RHF ensures. LV doesn’t expand ( reducing SV, CO, BP. 
Clinical Features:

· Hx: RH signs: JVP, hepatomegaly, ascites, peripheral oedema (all 2nd to raised systemic venous pressures). LH signs: hypotension, fatigue, syncope. 
· Ex: diastolic knock (i.e.: early arrest of ventricular filling), Kussmal’s sign (i.e.: inspiration causes raised JVP). 

Diagnosis:
· CXR: calcification of pericardium 
· Catherisation: early ‘dip & plateau’ (Lilly pp 301, Fig 14.6)

Treatment:

· Surgery: Remove the calcified pericardium

CARDIAC TAMPONADE
Pericardial effusions can be asymptomatic. Cardiac tamponade is when pericardial fluid accumulates rapidly under high pressure (i.e.: not giving opportunity for pericardium to adapt to high pressures), severely limiting filling of cardiac chambers ( hypotensive shock + death. 
Aetiology: Any form of acute pericarditis can cause rapid pericardial effusions ( leading to cardiac tamponade. Most frequent causes are: viral/idiopathic, neoplastic, uraemic types. Haemorrhage into pericardium also causes cardiac tamponade: aortic dissection + penetrating injury. 
Pathophysiology: Due to fluid in pericardial space, the cardiac chambers are arrested during diastolic filling. Diastolic pressures are elevated ( systemic venous congestion (i.e.: hepatomegaly, ascites, peripheral oedema, raised JVP) + pulmonary venous congestion (i.e.: crepitations). Also reduced SV, CO, BP ( hypotensive shock. 

Clinical Features: 

· Hx: Pericarditis, pericardial effusion or blunt chest trauma. Dyspnoea, fatigue, syncope, cyanosis. 

· Ex: Signs of RHF (i.e.: elevated RS diastolic filling pressures), hypotension (i.e.: low CO, SV), reduced heart sounds (i.e.: masking effect), pulsus paradoxus (i.e. reduced BP during inspiration).

Diagnosis:
· Echo
· Catherisation: measure intracardiac + intrapericardial pressures. Also y descent is blunted. 
Treatment:

· Pericardiocentesis
