t

= |
b= —4
ol

1L
r>
_|0l'

AHMOISIS|X| 1998 ; 38:1033— 1036

AA A= Aisdsdd a7

A owl el A A%

z 49 W @

93@

N e

(10/12), &7(5/12) 4“(6/12)01]£—r£s} —‘?‘—l"ﬁ: *'“—}4
thH(10/12). ¥ A= 2ok FA]ol dl ARt 4

of ol A Fuk=] o] lsdct

A =494 ’%}‘T:}/‘c}% 2]
HE A F§ Fisles CTA
Hehatkag A
sJeje} 4 2HE o,

flo

>,
L}
lo
o
D

N
%
X
>,

of

A2 (tuberculous pericardial effusion)-< |2
o] 1— 200 Ao A Euken, thoksl Aldalze] glelEe]
S$eluetel e B FE-S AXH(1). AdAarEe

2= H]’°]?ﬂ 2} v glo} = AdSel o3 o
1:}]1\}- 70374- /\J:L Zx:/\]— 9,])\} 7:1;@]]%11 A
g qle} =3 A2 Ak AlA 9] o

gatA R, Alete] Hae dle Sl

_?‘_'4
AW
HU
min ji

3
, A s l

We
=

A FEx vepd 5 ‘il‘l} ZkE Al A}
v Alet AR zA A gt SolFA 953 Z1E 3 A (casea-
tion necrosis)7} AW, A (acid fast bacilli)o] 934
A BAREAY £ wodE A o WE 5 ok 22v 34
A dAA BAEA U 47 goy vk A8EE
A7 s 7oy A Zlte] of2igo] Brt.

AAS-E AN Al GArE 2 3A1F $xEe] EAZ CT A
A& At gk 28 w3 AA o 285 Faa} ok

g abol) o5 o) el &) 21 kb Al ot
o] :=121997+d 12 5 AH3}ho] 19989 4% 9 ol A & =] ¢ -5

73_—% A skt %Rit}.

R fALZ A aEe] alo] At zlelt A

%1 1273 9] BAE tﬂ*&zi CT2Z& 433
= 23—794 34 %—‘?‘ CTellA A=l F2] Fejo} 4], AF4rEe] =}
2 —?—%— %J%iak 2, ‘1':'3&_14 ”““"‘44 SRS %o}lﬁ_aku}

ot o

1991 3Y 58] 19969 129 74A] Al A Al datE2 gx1d 12
o] 3122 Ak o 2 sfolet A8 B =023 -7 2, H 9
259841 94 2L, A} 4, o =} 8 o] Sk

129 25 w213 Ak} ©h3 #] (conventional computed
tomography)< A& 3ttt CT71%-2 GE CT/ T 9800 Scan-
ner (General Electric Medical System, Milwaukee, USA)v}
Somatom Plus S(Simens, Erlangen, Germany) 2 A}-&-3}%1 3L
7‘°§ A 100mlE A9 A FAskaL Zedslech AR F7+= 10

mm, A H 7H4-&8mm 2 3} ch.

CT &£7& A9 F F7 2 Zokah ¢ x| (thickness,
appearence & location of pericardial thickening), A1*d4+&2]
212 (location of pericardial effusion), Al'dAt&2] A& Al
(loculation of pericardial effusion) &] -f-3 % o] 2] thitA] =
thdAl o, Adlo| ) AlGArEZES FHEA-7d (associated
findings such as pulmonary tuberculosis or pleural effusion)
o 2 1o o]of o -8k o 2 A shed ).

Aleta] 3o} AhdatEe] 1= $AA ) QA7 F-4l (adjac-
ent to the right ventricle) & %%, $A1W <4 (next to the
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right atrium)E 2%, #HAA FH(near the left ven-
H

£ 285,
tricle)S 12, zA1v} 39 (behind the left atrium)S %
°2 o] 24sheirh
Ak Alete] F7E 2—-3mmZ, A7 F717} 3mme]| 4
o Alehe)$7} sle 202 Bojew, Al Fr= HelA o
"

Aleta) o] ®oke FUF u]F(n=10)7} HF-Eoldch
(Fig. 1). A=) 59] 2= & (n=11)°] Al @gtoH, &
£Z(n=8)7 % (n=9) FABIEL, AZF(n=3) HHA
t}. 8] E5 Alete] T 3—9mm (B 4.5mm)A =9t} A
o] Fre FFH o2 $EE 47mm, 2E% 48mm, 9%
47mm, 5% 45mm & 747 $1x|o @2 FAS f-of7 2
o] 91%l3(Table 1), v]¥FH A2 BF F9] 4 Z5E
th o 24 37E B4

AlGarEe] X E F2 4Z(n=10)q $Xsl= 297 B
o™ (Fig. 2), HZ(n=1)elAe 19«43t FA= %}
(Table 1).

Alete] §-2t(adhesion)oll &3F AlFAtEe] Ak 84 (loc-

o

o
W
v

N

Table 1. Location of Pericardial Thickening & Pericardial
Effusion

Anterior Right Left Posterior

Pericardial thickening
No. of patients 11 8 9 3
average thickness(mm) 4.7 4.8 4.7 4.5
Pericardial effusion
No. of patients 10 5 6 1

Fig. 1.
thickening. CT scan shows diffuse even pericardial thick-
ening with small amount of pericardial effusion. There
were small amount of pleural effusion on both sides and
tuberculous pneumonia in left lower lobe.

79-year-old woman with prominent pericardial

AOIgt 2| - 2 AMLAE0| MASIEESES

ulation of pericardial effusion)-2 o] %% (n=10)4A] 2.
o (Fig. 3), 2422t A% AAE EHe v A&
o] lith &M P BAW A5-Fol A, 4ol b2 (uni-
locular) 28} 3A-E, 64l thEAd (multilocular) A4 A
+ 249t

A4 A AL A=A FaR S Eeed, 854
#Ase] oldwl A-$=(Fig. 1) 5993, o]F 4eflol|A] F=
g o o] olich 52htEe] Fukel 79+ 8=l o]
F &3 Udd A= 6l A F4F HEA vy
7} 9" A$E 10495, DZA L 77]= 64 A= lem
o] Ato] 9l 3z, 4of| ol A& 1emeo]8hgi T

Fig. 2. Twenty three-year-old woman complains of chest
discomfort and dyspnea. Contrast-enhanced CT scan shows
loculated pericardial effusion adjacent to the right ventricle.

Fig. 3. Contrast-enhanced CT scan of 70-year-old man
shows multiloculated pericardial effusion (black arrows)
by adhesion of thickened pericardium.
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I
J

ceral layer)-& Al &% whets] F-24sbar 9l 7, ¥ 3 (parietal
layer)-> 7453 Ale]% X|"H(epicardial fat)Ate]e] 1-2
mm P52 ¢ o2 YAzt Fa¥ R ¢ (adventit-
ia)z A=) AL FA7) 3mm o] A=EH v FE AR
E 4 glon, A3 A o3 A v FA]| 29F570] He
], o] A W3l 23 FFRAYE A= dEA gl
oh(3).

Alated o] 3714 el 2E FA A2 (acute pericarditis),
Al ¢AbZ (pericardial effusion), Al2H=(pericadial con-
striction)o] gloH, F2 JZFdA] AtE2, T2l3 FEHOF
Agsht, Ay G5l AEoldt #5202 vehbe A4=E
ATH?2). Al dAatEd o] §-F= Ao zschA o ube} WA
Hed FA7 e AT GHE7] vy A5 o3 4
FAtEo] on, b/ ol Al v|F& FutEA] W=t
olFA 7ol & SolEA A5 AFA A A Y =EHA A
Aol s AT Frt 23, AldArEd & FAl FrEEA F
o] ztagc}. Wk ¢l B35 vl FE At L Al
A& AlERRITH(3).

A3 AAAQ AT AUL =57, dAe
EE AT =4, FI39 HFEoENEH A
A, 9, vl x4 7|3, FAAZRE P4 A
A= AstE 5 gl HZ g FulEe] 2= ATE
e SAH o2 A A F7HA] He 2
e 5= 9l=d], AA= A (tuberculous protein)
3} #}nluk-g-(hypersensitivity reaction) &2 & oz
2 QI3 AdatEe] &3l EAE A& (fibrin) B4
Folzx] YA o2 A9 F7T & 7 UrH?2).

AAES] A Al Fe] FAE 3-9mmE HqF 4.5mm
A=, va FA3 vFE B3l 297} 83%(10/12) =2
woter, 90%(11/12)ell A F2 4ZFel A w37} 7H3 Al
gk Ian 5(3) = 7L ¥|F5 B3l 497} 57%= o] Wk
on, 64% A=} $AA ZA A B FE Hoh =3 A
Ao sl A o] gz} AA7E 22 ¥ (interventricular
septal deformity)5<] 0|34 AFE= & = qlrhar 3ol ot
AAEL] ASo e o]2d &7 FAE A dgked, o]+
obx] $EA Ao g A=y A dAo)7] EoE A7
=}

AlFArEe) A AREY] A4S 4Fd AR At
83% % A Bgtow, = 42%, FH=0] 50% 93, HES
ldlelAut Beirh BE AdAEd o] R ol gt e
dl, Ad g gt $E fA8H, o A el S
o2 ArZdo] o]Fsh=d] o] & $Xsle H A4
Ao] Wzl7] 47] wEelh(6). ZIA AFAIEAL di=
il 2] AJHo) @ AlZol (exudate) &2, 3 Z9} thalro)
F27} Eo} CTe AAEY 579 $1A el =, A&
AL oledE 255 & 7 s, A5 AL A A
7} o2l (transudate)o]t} -§u]ed (chylous effusion)®],
F8e] Azel AL A= (exudate)o]r} 4133 % (hemoper-
icardium)-& ©Jv]gtc}(3, 8). A=Y A-¢ AdAES AT
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CT Findings of Tuberculous Pericardial Effusion'

Mi Ra Seo, M.D., Jin Seong Lee, M.D., Koun-Sik Song, M.D., Tae- Hwan Lim, M.D.

IDepartment of Diagnostic Radiology, University of Ulsan, College of Medicine

Purpose: To evaluate the CT findings of tuberculous pericardial effusion.

Materials and Methods:In 12 patients with tuberculous pericardial effusion, CT scans were
obtained. The condition was diagnosed by the presence of chronic granulomatous inflammation
with caseous granuloma or acid fast bacilli in a biopsy specimen or pericardial fluid. CT findings
were evaluated with regard to the appearance and the location of pericardial thickening, location of
pericardial effusion, loculation of the pericardial effusion by adhesion of the pericardium and
associated findings such as pulmonary tuberculosis or pleural effusion.

Results:In all cases, pericardial effusion and thickening were seen. This thickening was usually
even(10 of 12 cases), and occurred mainly in the anterior portion(7 of 12 cases). Thickened pericar-
dium was enhanced and showed higher attenuation than adjacent chest wall muscle. Effusion was
usually found in the anterior portion(lO of 12 cases), though the right and left side were also
involved(5/12 and 6/12 cases, respectively). Loculation of pericardial effusion was noted in ten
cases. Pleural effusion occurred in eight cases and associated active pulmonary tuberculosis in five.

Conclusion: The CT findings of tuberculous pericardial effusion are enhanced evenly-thickened
pericardium and anterior loculated pericardial effusion, and are helpful for the diagnosis of tu-
berculous pericardial effusion.

Index words: Pericardium, CT
Pericardium, fluid
Pericarditis

Address reprint requests to: Mi Ra Seo, M.D., Department of Diagnostic Radiology, University of Ulsan, College of Medicine,
# 388-1 Poongnap-Dong, Songpa-Gu, Seoul 138-040 Korea. Tel. 82-2-224-4400 Fax. 82-2-476-4719

— 1036 —





