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Chronic constrictive pericarditis: is tuberculosis still a cause?
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Snapshot
58-year-old man of British descent presented in 2003 with
chest pain, facial flushing and elevated jugular venous
pressure but no leg oedema. He had been exposed to

tuberculosis in childhood, had a strongly positive tuberculin test
and had been followed up in the tuberculosis surveillance program
with regular chest x-rays, but had never been diagnosed with
tuberculosis. Chest x-ray on presentation showed calcified plaques
and masses in the pericardium and mediastinum (Box 1). Com-
puted tomography revealed extensive calcification of the pericar-
dium (Box 2). Coronary angiography showed 70% stenosis in the
left anterior descending artery. Cardiac catheterisation showed
equalisation of diastolic pressures in all four chambers, with a
positive square root sign (pattern of ventricular diastolic pressure
characteristic of constrictive pericarditis).

Pericardiectomy with left internal mammary bypass graft to the
left anterior descending artery was performed. Severe constrictive
pericarditis with a thick (up to 4 mm) layer of calcium plaque was
found. Two large cystic masses within a thick calcified shell were
present in the posterolateral aspect of the right side of the heart
and the left posterior atrioventricular groove. Both contained
creamy caseous material, which was drained (Box 3). Histopatho-
logical examination was consistent with chronic calcific pericardi-
tis with no granuloma. Microbiological examination and culture
did not show any organisms.

The patient was treated with a 6-month regimen for Mycobacte-
rium tuberculosis based on his known previous exposure to tuber-
culosis, strongly positive tuberculin test, and the operative and
pathological findings. Corticosteroid therapy, which is sometimes
recommended in the treatment of tuberculosis,1,2 was not consid-
ered as the patient did not have effusive pericarditis or active
tuberculosis. At 12-month follow-up, he was fully active, without
angina or shortness of breath.

In Australia, the annual incidence of tuberculosis is 5–6 cases
per 100 000.3,4 Tuberculous pericarditis is seen in 1%–2% of all

cases of pulmonary tuberculosis.5 Extensive tuberculous pericardi-
tis is rare in Anglo–Celtic populations.
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3: Intraoperative photograph showing the 
opened large cystic mass posterior to the 
right atrioventricular groove, with caseous 
contents (arrow).

2: Pre-operative computed tomography 
scan showing large calcified masses 
(5 cm � 4 cm) in the left posterior 
atrioventricular groove (A) and right 
atrioventricular groove posterior to the 
tricuspid annulus (B), with calcification 
throughout.

1: Chest x-ray showing calcified mass along 
the diaphragmatic surface of heart (A) and 
calcified pericardium (B).
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