SURGICAL TREATMENT FOR CONSTRICTIVE
PERICARDITIS

SHAHKAR AHMAD SHAH, AMER BILAIL. AND ZAHOOR AHMAD

Department of Cardiothoracic Surgery,
Postgraduate Medical Institute,
Lady Reading Hospital, Peshawar.

SUMMARY

Chronic constrictive pericarditis is a chronic inflammatory process that involves both
fibrous and serous layers of the pericardium and leads to pericardial thickening and
compression of the ventricles, The resultant impairment in diastolic filling reduces
cardiac function. Pericardiectomy remains the treatment of choice. A review of 52 cases
at department of Cardio-thoracic surgery, Lady Reading Hospital is presented. There
was a mortality of 7.7% and a morbidity of 28%. 51 of the 52 cases were tuberculous.
In followup, all surviving patients reverted toc NHYA-I within three months of surgery.
The surgical excision of pericardinm remains the only available curative treatment for

constrictive pericarditis.

INTRODUCTION

The first formal account of chronic
constrictive pericarditis was reported by
Lower in 1869.' In 1896, 3 patients with
chronic constrictive pericarditis were de-
scribed by Pick.? Well in 1895% and Delorme
in 1889 suggested that pericardiectomy be
used as treatment for this condition.
Schmeiden and Fischer in 1926° reported a
series of successful cases as did Churchill
in 1929° and Beck in 19317 By 1941
Blalock and Burwell® were able to report
surgical treatment of 28 patients. Since then
pericardiectomy has evolved as the only
curative treatment available. A review has
been done of the pericardiectomies carried
out by the cardiothoracic team at Lady
Reading Hospital to (1) audit the results, (i}
identify etiology, (iii) draw conclusions/
recommendations based on local results.

MATERIAL AND METHODS

Between January 1990 and November
1993 a total of 52 pericardiectomies were
done by cardiothoracic unit at Lady Reading
Hospital. Male to female ratio was 28 ; 24

with an age range of 12-65 years and a mean
age of 38 years. 41 patients (80%) were
Afghan refugees while 11{20%) were locals.
53 were NYHA stage IV while 30% were
NYHA III (Table I)

All patients had routine preoperative
workup along with echocardiography and
cardiac catheterization to establish the extent
of constriction.

Median sternotomy was used as a
standard approach in all cases. All patients
had pericardium excised anterolaterally and
from diaphragmatic surface upto both
phrenic nerves. 48 patients had varying
amount of pleural effusions sucked out at
surgery. All patients needed peri-operative
inotropic support of Dobutamine. 12 patients
with postoperative low urinary output
needed renal dose of Dopamine as well,

RESULTS

All patients presented with exertional
dysponea. Cough and ascites were present
in 50%. On clinical examination all patients
had evidence of elevated venous pressure
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TABLE -1
PREOPERATIVE STAGING
STAGE NUMBER %
NYHA IV 28 538
NYHA II 20 30.6
NYHAII 04 0
NYHA NiL NIL

and hepatomegaly. Pleural effusion was
presents in 36/52 cases. Surprisingly ankle
oedema was only present in 5 cases (Table
I, ). 5 out of 52 patients had developed
severe consiriction within 2 months of
starting anti-tuberculous treatment for large
tuberculous pericardial effusions. This study
showed a mortality of 7.7% ie. 4 deaths.
All the deaths were in stage ITI/IV patients
within the first 8 days, and predominantly
because of low cardiac output (Table IV).
There was no fong term morbidity, but most
patients needed inotropic support (Table V).
All patients were followed up for one year
and all reverted to NYHA-I within 3 months
after surgery,

DISCUSSION

Chronic constrictive pericarditis is a
grossly disabling progressive and debilitat-
ing disease. The interval between an
actiologic occurrence and the onset of
clinical evidence of constriction varies
between a few months and many years.! In
our study 51/52 cases were tuberculous and
the interval between aetiologic occurrence
and onset of constriction was in months
rather than years,

Somerville has estimated that once the
signs and symptoms of chromic constric-
tive pericarditis develop, only a semi-
invalid life can be led for upto 5 years.'
When the clinical syndrome include ascites,
progression is more rapid, particularly in
children.!!

Pericardiectomy via median sternotomy
remains the only curative treatment avail-
able. The hospital Mortality after
pericardiectomy for chronic constrictive
pericarditis does not approach zero even in

. the current era, In an earlier era the hospital

mortality was 10-15%.'2" In more recent
eras hospital mortality has been about
5%.'*'%% Thus our hospital mortality of
7.7% does not compare unfavorably with
international figures. 3/4 deaths in out study
were due to low cardiac output. This is in
keeping with literature which reports 75%
of deaths in hospital are due to cardiac
failure.” Postop haemorrhage and respira-
tory failure are the other modes of early
death.

All  surviving patients reverted to
NYHA 1 status within 3 months after
operation. This compares favorably with the
literature  which states that 3% patients
continue to have chronic congestive cardiac
failure after recovery from a satisfactory
Pericardictomy.'

51/52 cases were tuberculous and 41/
52 cases were Afghan refugees. This is in
keeping with the high prevalence of
tuberculosis in this population and the delay
in getting proper medical attention which
afflicts this unfortunate populace.

TABLE - If
PRESENTING SYMPTOMS
Exertional dyspnoea 52/52
Dyspnoea at rest 28/52
Swelling of feet 05/52
Abdominal distension 25/52
Cough 32/52

TABLE - 111
SIGN
Peripheral Oedema 2/52
Raised JVP 52/52
Hepatomegaly 52/52
Asciles 32/52
Pleural effusion 36/52
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TABLE -1V

MORTALITY
STAGING AGE SEX TIME OF DEATH CAUSE OF DEATH
AFTER SURGERY
NYHA STAGE IV 45 M 2 HOURS LOW CARDIAC OUTPUT
NYHA STAGE I 65 F 8 DAYS —DO—
NYHA STAGE IV 13 F 6 DAYS —DO—
NYHA STAGE IV 31 M 6 DAYS RESP. FAILURE.
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