
early third heart sound (i.e., a pericardial knock) occurring at the
cardiac apex with the abrupt cessation of ventricular filling is often
conspicuous.

The ECG frequently displays low voltage of the QRS complexes
and diffuse flattening or inversion of the T waves. Atrial fibrillation is
present in about one-third of patients. The chest roentgenogram
shows a normal or slightly enlarged heart. Pericardial calcification is
most common in tuberculous pericarditis. Pericardial calcification
may, however, occur in the absence of constriction, and constriction
may occur without calcification.

Inasmuch as the common physical signs of cardiac disease
(murmurs, cardiac enlargement) may be inconspicuous or absent in
chronic constrictive pericarditis, hepatic enlargement and dysfunction
associated with jaundice and intractable ascites may lead to a
mistaken diagnosis of hepatic cirrhosis. This error can be avoided if
the neck veins are inspected and found to be distended.

The transthoracic echocardiogram often shows pericardial
thickening, dilation of the inferior vena cava and hepatic veins, and a
sharp halt to rapid left ventricular filling in early diastole, with normal
ventricular systolic function and flattening of the left ventricular
posterior wall. There is a distinctive pattern of transvalvular flow
velocity on Doppler echocardiography (Fig. 270-4). During
inspiration, there is an exaggerated reduction in blood flow velocity in
the pulmonary veins and across the mitral valve, and a leftward shift
of the ventricular septum; the opposite occurs during expiration.
Diastolic flow velocity in the inferior vena cava into the right atrium
and across the tricuspid valve increases in an exaggerated manner
during inspiration and declines during expiration. However,
echocardiography cannot definitively establish or exclude the
diagnosis of constrictive pericarditis; CT and MRI are more accurate,
with the latter useful in evaluating myocardial involvement.

■ DIFFERENTIAL DIAGNOSIS
As with chronic constrictive pericarditis, cor pulmonale (Chap. 257)
may be associated with marked systemic venous hypertension, little
pulmonary congestion, a (left) heart that is not enlarged, and a
paradoxical pulse. However, in cor pulmonale, advanced


