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Fig. 1 Chest X-ray findings on admission

a. Posterior-anterior (PA) view showed cardiomegaly and infiltrative shadow in left lower lung field.
b. Chest computed tomography (CT) film indicated a large amount of pericardial and bilateral pleural effusion.

Table Laboratory findings on admission

Hematology Chemistry Immunology
WBC 4200 /mm’ TP g/dl CRP 13.8 mg/d!
Neut 752 % Alb g/dl
Lym 95 % AST 1U/1 Pericardial effusion
Mono 132 % ALT 1U/1 Appearance bloody, not turbid.
Eos 0.2 % LDH U/ Cell count 2770/l
Ba 1.9 % BUN mg/d] analyse  Neut2.0%, Lym 96.0%
RBC 400%10* /mm’ Cr mg/dl Mono 2.0%
Hb 12.8 g/dl Protein 4.4 g/dl, Sugar 41 mg/d/
Plt 20.5X10" /mm’ Sputum ADA 772 U/I, Cytology class 1
Bacteria Mycobact, tuberc
Blood gas analysis (room air) Culture : Enterobacter cloacae (+) Smear (—)
PH 7.537 Candida albicans (+) PCR (+)
Pa0; 113.1 mmHg Mycobact, tuberc Culture (+)
PaCO, 29.7 mmHg Smear
HCO3 25.2 mmol/l PCR

Culture
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Fig.2 Chest X-ray findings two weeks after admission

a. Posterior-anterior (PA) view showed normalized cardiac shadow.
b. Chest computed tomography (CT) film indicated decreased pericardial effusion.
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Case Report

A CASE OF CARDIAC TAMPONADE CAUSED BY TUBERCULOUS PERICARDITIS

Yoshihisa KOHNO, Kohei HARA, Koichi IZUMIKAWA, and Kinichi IZUMIKAWA

Abstract An 86-year-old male was admitted to Izumikawa
Hospital complaining of fever and chest pain. Electrocardio-
graphy revealed low-voltage, atrial fibrillation and QRS
complexes. The chest PA-view showed an increased cardio-
thoracic ratio (65.9%) and an infiltrative shadow in the left
lower lung field. Computed tomography revealed copious
pericardial and bilateral pleural effusion. Pericardiocentesis
was performed immediately after admission, and 80 m/ of
hemorrhagic fluid was aspirated. The adenosine deaminase
activity of the pericardial fluid was 77.21U/I, and testing
for tuberculous bacilli by polymerase chain reaction was
positive. As these parameters strongly suggested tuberculous
pericarditis, pericardial drainage was continued for another
two weeks, and a delayed combination therapy with isoniazid,

rifampicin, streptomycin, and a high dose of prednisolone was
initiated. Two weeks later, the symptoms were relieved and the
pericardial effusion had also decreased.

Key words: Cardiac tamponade, Tuberculous pericarditis,
Prednisolone, Pericardial drainage, Polymerase chain reaction
(PCR)
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