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Konstriktivna perikarditida je zriedkava patolégia s niekolkymi moznymi klinickymi prejavmi. Jeho pritom-
nost moze byt zistend ako ndhodné zistenie alebo ako priméarna pricina inych prejavov alebo choréb. Peri-
kardiektomia je vak jedinym liecebnym opatrenim, méze viak mat komplikacie a malo by sa vzdy vziat do
uvahy indikécia a riziko.
Predstavujeme pripad pacientky prijatej na typické priznaky flutteru predsieni a srdcového zlyhania. Etiolo-
gické vysetrenie odhaluje zriedkavu pricinu srdcového zlyhania ako idiopaticku stahujucu perikarditidu po
niekolkych vysetreniach ¢akajucich na perikardiektomiu.

© 2020, CKS.

ABSTRACT

Constrictive pericarditis is a rare pathology with several potential clinical manifestations. Its presence can be
discovered as an incidental finding or as a primary cause of other manifestations or diseases. The pericar-
diectomy is the only curative measure; however, it could lead to some complications and we should always
measure the pro and cons of the procedure.

We present a case of a female patient admitted for typical atrial flutter and heart failure symptoms. Etio-
logy investigation revealed a rare cause of heart failure — idiopathic constrictive pericarditis — after several
investigations’ exams.

Introduction

Constrictive pericarditis (CP) is a rare etiology of heart fail-
ure with an unknown prevalence that can occur after any
pericardial process.” CP is a chronic inflammatory process,
characterized by scarring, thickened, fibrosis and pericar-
dial calcification, which leads to an abnormal filling pat-
tern of the ventricles, leading to impaired cardiac output
and heart failure.>? Several etiologies can be associated
with CP, depending on the geographic regions. In de-
veloped countries post-surgical and idiopathic etiologies
are the most frequent,? on the other hand, in underde-
veloped countries tuberculous pericarditis is the leading
cause of CP.? These pathologies can be characterized as
chronic, subacute, transient and occult,? being imperative
the identification of the primary cause to try to prevent
the development of CP.2 In most cases thickened pericardi-
um was verified , nevertheless there were described cases

of normal pericardium thickness at surgery,® as well the
disease manifestation after a pericardietomy.’

Case report

Fifty-eight-year-old woman, active smoking, referred to
the emergency room for tachycardia on a routine electro-
cardiogram. History of 5 months of fatigue and dyspnea
to ordinary activities, with progressive deterioration in the
last month, associated with weight loss and episodic pal-
pitations. Upon the physical examination, the patient pre-
sented jugular vein engorgement and peripheral edema.
Admission electrocardiogram with typical atrial flutter
at 150 of ventricular frequencies, without other findings
(Fig. 1). Thoracic radiography showed only a small pericar-
dium enhancement (Fig. 2). Abdominal echography revea-
led only moderate ascites. Blood work showed elevated
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Fig. 1 - Electrocardiogram at admission that reveals a typical atrial qutter.

Fig. 2 - Thoracic radiography with tenues pericardium
enhancement.

liver enzymes, BNP of 230pg/ml, exclusion of infectious
tuberculosis and autoimmune panel with isolated posi-
tive rheumatoid factor. Transthoracic echocardiography
(TTE) at the emergency room showed a non-dilated and
global left ventricle hypokinesia, with reduced left ven-
tricular ejection fraction (LVEF, 29%) and dilatation of
the mitral valve ring in the genesis of moderate mitral re-
gurgitation. Anticongestive and antiarrhythmic therapy
was started with rhythm conversion and clinical improve-
ment. Thoracic computed tomography scan revealed an
extensive pericardial calcification (Fig. 3). Initiated dise-
ase modifying therapy with ACE inhibitors, beta-blockers
and mineralocorticoid receptor antagonist medication,
diuretic and anticoagulation, and 2 months later TTE re-
veal a preserved LVEF, pericardial calcification, modera-
te mitral regurgitation, grade Il diastolic dysfunction,
respiration-related ventricular septal shift, increased of
the mitral E-wave velocity with an E/A of 2.76, the peak
mitral E-wave decreases 36% with the inspiration, dilated

Fig. 3 - Thoracic computed tomography scan with an extensive pericardial calcification.
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inferior vena cava without respiratory variation. Cardiac
MRI revealed a septal bounce and pericardial calcification
— suggestive signs of constrictive pericarditis. Cardiac ca-
theterization confirmed the presence of CP. The patient
was proposed to pericardiectomy. One-year follow-up
revealed a persistent NYHA class I, however, the patient
presented another episode of typical atrial flutter and an
atrial flutter ablation was performed, without recurrence
until the present date.

Discussion

Clinical suspicion of CP is crucial for its identification sin-
ce there is not a specific clinical manifestation. Genera-
Ily patient’s presentation is with heart failure symptoms
or symptoms secondary to a diminished cardiac output.
Elevated jugular venous pressure is a frequent sign, and
when associated with a suggestive clinical history should
raise a high clinical suspicion.*

Chest radiography is recommended for all patients
suspected of CP," yet not all the patients presented ring
calcifications and its presence is not a direct signal of CP.°
Nonetheless, the presence of calcification is frequently
not recognized by the physicians, only experienced and
trained physicians are able to consider this type of pa-
thology. As, in fact, occur in the case report, that even
with a suggesting clinical history and the chest radiogra-
phy just when was observed for an experienced physician
a suspicion was considering.

Echocardiography is generally the first exam per-
formed by the clinical physician to evaluate heart failure
etiologies, with higher sensitivity and specificity for the
diagnosis of CP. There are several direct and indirect sig-
nals suggesting the disease as pericardial thickening, re-
spiratory variation of the mitral peak E velocity of >25%,
dilated inferior vena cava with absent collapse, enhanced
ventricular interaction, between others, that was record-
ed in our patient.® It is an exam with an important role
in the differential diagnosis, especially with restrictive
cardiomyopathy."® However, some patients do not pres-
ent all the typical findings and the echocardiograph is not
enough.

Computed tomography is the best exam to identify cal-
cification, and in your case confirmed the suspicion, while
a cardiac magnetic resonance is better to identify the he-
modynamic perturbance, such as a septal bounce. Both
exams are a class | recommendation in the recognized of
CP.3

When there are still doubts, an invasive hemodynamic
evaluation, that generally is not necessary, should be con-
sidered when doubts remaining, since allow a definitive
confirmation the disease. The register of left and right
ventricular diastolic pressure equalization, and a ventric-
ular interference confirmed the diagnosis."’

Diuretic therapy is useful in the early stages to treat
pulmonary and systemic congestion; nonetheless, its ex-
cess use can diminish an intravascular volume and conse-
quently the cardiac output. Any other medications had

a formal indication for CP therapy. Pericardiectomy is the
definite treatment, however, the moment of its perfor-
mance is not well established, since patients can remain
in NYHA class | several years. Nevertheless, generally af-
ter the procedure a rapid hemodynamic and symptomatic
improvement is registered, yet the surgical procedure has
a higher mortality rate.?

Conclusions

The literature had little cases of CP presented with an arr-
hythmia, and the knowledge of the authors is the first
report of atrial flutter with CP. Still, independently of the
arrhythmia type, all of them promoted a ventricular dys-
synchrony and considering the diastolic dysfunction there
is a higher probability to induce symptoms, especially he-
art failure symptoms, as our patient.

The case highlights the importance of CP suspicion to
establish a relationship between the clinical data, clini-
cal evaluation and the several cardiac methods that we
dispose. An early diagnosis is imperative, since allow to
a premature intervention with lower rates of mortality,
complications and NYHA class.
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