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Summary

The following characteristics were obtained from various cardiographic studies in 3 different
groups of pericarditis : constrictive pericarditis, effusive-constrictive pericarditis and effusive peri-
carditis (Table 1).

1) Protodiastolic extrasound (PDE) was diagnostic in constrictive pericarditis. [IA-PDE
interval was shortened in severely constricted cases.

2) Simultaneous recording of phonocardiogram and echocardiogram revealed that the beginning
of PDE approximately coincided with the E point of anterior mitral valve echogram. Therefore,
this method was useful for differentiation of PDE from the third heart sound, but it was not so
useful to distinguish PDE from mitral opening snap.

3) In constrictive pericarditis, jugular phlebogram showed deep and steep “‘y” trough and early
appearance of “h” wave followed by diastolic plateau.

In severely constricted cases, IIP-y interval was constant irrespective of the length of preceding
R-R interval in atrial fibrillation, while in mild cases, this interval was prolonged after long R-R
interval.

4) Polygraphically measured left ventricular systolic time intervals disclosed that both ETc and
PEPc were decreased in constriction groups.

5) In most cases of constriction groups, apex cardiogram showed systolic retraction.
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apex cardiogram
pericardial knock sound
pericardial friction rub
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Figure 1. Graphic illustration of typical case with constrictive pericarditis (51 year-old female
with atrial fibrillation)

Marked protodiastolic extrasound (PDE) was recorded on phonocardiogram. Apex cardiogram
showed systolic retraction. Jugular phlebogram disclosed dip and plateau pattern and early appea-
rance of y trough (Reproduced from Jap. Heart J. 13: 379, 1972, Figure 10).
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Figure 4. 'The relution between PDE and mitral valve echogram (Sivip-chart recording. Effusive-constrictive

pericavaitis. 25 year-oid male)

Strip-chart vecording showed the beginning of PDE approximately coincided with E point of initral valve echo.

The motion of interventricular septum is paradoxical.
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Figure 5. Respiratory variation of the timing of
Q-11A
In constrictive pericarditis, Q-IIA interval was
shortened by inspiration.
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(Figure 6).
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Figure 6. Comparison between the depth of y and x
troughs

The ordinate represented a ratio of the distance
from peak of a wave to each trough (ay/ax).
The ratio was increased in constrictive, effusive-
constrictive pericarditis and massive effusion, but no
significant differences among 3 groups.
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Figure 7. IIP-y interval
IIP-y interval was shortened in constrictive peri-
carditis and effusive-constrictive pericarditis.
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Figure 8. IIP-y interval in constrictive pericarditis
with atrial fibrillation

Top: mild constriction; IIP-y interval prolonged
in long preceding R-R interval.

Bottom: severely constricted case; IIP-.y interval
was constant irrespective of the length of preceding
R-R intervals.
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Figure 9. IIP-h interval
In constrictive pericarditis, IIP-h interval was
shorter than in effusive-constrictive pericarditis.
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16)

A D L5 ey 7e locomotive rub w54 %
BIAE N E A b, —I7 LI, B 2 WK

BRI oL ok, SR T Eieh 1.

£ =

1. 2k XOOENATA

# % hemodynamics # ¥&Z -4 % pericarditis #
DVFICE T, TOERIT RIS LEE
T# 4. constrictive pericarditis \Z1) %, pro-
todiastolic extrasound (PDE) (%, 2 ik d &
BRREIN TN 5,909 ZOLFE, LFED

restriction o 7-HiZ, (0EE AHE TR 10 %o

0.40
0.35 o o
o
o (e}
o [eNele] oo
030{ ° oa o
o000 o000 o o o
oo oo o
o o
[e] o [}
0.25 oo o
o
o0
0.20
Const.P. Eff.- Massive Mod. Mild
Const.P. EfEP.

Figure 10. Corrected ejection time (ETc)
All cases were below the norinal range by Weissler.
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Figure 11. Cerrected preejection period (PEP¢)

PEPc was shortened in constrictive pericarditis and
effusive-constrictive pericarditis, whereas prolonged in
effusive pericarditis.
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Figure 12. PEP by ET (PEP/ET)
PEP/ET was increased in effusive pericarditis.
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Figure 13. Apex cardiogram

The degree of systolic retraction was expressed
by percent ratio of b/a. Constrictive pericarditis
showed prominent systolic retraction.
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Figure 14. Diastolic descent rate (DDR) of anterior
mitral valve echogram

Most cases showed normal DDR or somewhat de-
creased one.
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Figure 15. Phonocardiogram of acute pericarditis with typical locomotive murmur (Acute myocardial

infarction, 68 y

ear-old male)

Friction rub (F) was demonstrated in presystole, systole and protodiastole.
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Figure 16. Pattern analysis of friction rub

Half of cases represented typical locomotive mur-

mur, but small cases disclosed only presystolic or
protodiastolic rub. X : case with atrial fibrillation.
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