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Abstract : A case of delayed cardiac tamponade after chest trauma is reported. A 57
-year-old man was admitted to a local hospital because of chest wall contusion in a traffic
accident. Fifty-five days after discharge, the patient developed dyspnea on effort and was
admitted to our hospital. A chest radiograph showed cardiomegaly. Electrocardiogram
showed no ST-T changes. Echocardiogram revealed massive pericardial effusion without
asynergy of left ventricular wall movement. Pericardiocentesis was performed, which
drained 760 ml of bloody fluid. No evidence of acute pericarditis, metastatic pericardial
disease or uremic pericaditis was found and post-cardiac injury syndrome was suspected.
Delayed pericardial effusion, which is part of post-cardiac injury syndrome, usually occurs
2-4 weeks after chest trauma. Because the interval between the chest trauma and pericar-
dial fluid accumulation in this case was unusually long, we report the case and review the
previous reports of post-traumatic cardiac tamponade.

(Z|EEE. J. Nara Med. Ass. 51, 233~237, 2000)
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Table 1. Laboratory data on admission

Urinalysis Blood biochemistry Hemostasis

Specific gravity 1.012 GOT 18 1U/1 PT 11.2 sec
Protein (= GPT 18 1U/1 APTT 36.6 sec
Glucose (= CK 44 1U/1 HPT 74 %
Occult blood () LDH 595 1U/1 Fib 478 mg/dl

Hematology TP 6.1 g/dl FDP 6.5 ug/ml
RBC 556 X10¢ /ul TC 107 mg/dl Virus antibody titer
Hb 13.8 g/dl Scr 0.5 mg/dl Adeno virus (-
Ht 42.8 % BUN 10 mg/dl Influenza virus =)
WBC 3,900 /ul CRP 7.3 mg/dl Echo virus (G)
Pit 38.0x10* /ul Na 135 mEq/l Coxsackie virus (CD)
ESR 51 mm/lhr K 4.0 mEq/l

Cl 96 mEq/l

A

Fig. 1. Chest X-ray film.

The X-ray show cardiomegaly (CTR 57%) on the day of traffic accident (A).
Cardiomegaly is disappeared (CTR 499%) on 30days after traffic accident (B).
The X-ray show a recurrence of cardiomegaly (CTR 63%) on admission (C).
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Table 2. Analysis of pericardial effusion

Antinuclear antibody

Total volume 760 ml =)
Culture of bacilli (=)
(GP)
(-

Hb 1.9 g/dl
Ht 3.7 %
WBC Seg 5%
Lymph 37 %
Mono 42 %
Specific gravity 1.039
Protein 3.9 g/dl
Glucose 145 mg/dl

Tubercle bacilli PCR
Cytology
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Fig. 2. Electrocardiogram on admission.
Electrocardiogram reveals low voltage in extremity leads.
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Fig. 3. Echocardiogram on admission.
Echocardiogram shows pericardial effusion (allows). But wall motion
of left ventricular is intact.
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