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Introduction

Pericardial  effusion  is  a  pathologic  increase  in  the  amount  of  pericardial  fluid  that  can
cause  intra-pericardial  pressure  to  increase  exponentially,  resulting  in  compression  of
the  heart  due  to  the  minimal  distensibility  of  the  pericardial  envelope.  Many  differ-
ent  pathologies  may  lead  to  an  increase  in  pericardial  fluid  that  exceeds  physiologic
norms  (acute  myocardial  infarction,  metabolic,  infectious,  neoplastic,  chronic  systemic
autoimmune/inflammatory  diseases,  iatrogenic,  trauma,  aortic  dissection,  and  idiopathic
causes).

Ultrasound-guided  pericardiocentesis  is  curently  the  most  commonly  used  treatment,
particularly  for  peridardial  effusions  due  to  non-traumatic  conditions,  allowing  effective
drainage  and  providing  fluid  for  bacteriologic  and  cytologic  examination.

Creation  of  a  pericardial  window  is  a  valid  alternative,  particularly  when  a  biopsy  is
necessary  or  if  pericardial  effusion  is  due  to  a  cardiac  wound.

When  the  pericardial  effusion  results  in  threatened  cardiac  tamponnade  or  when  there
is  suspicion  of  post-traumatic  hemopericardium,  pericardial  drainage  should  be  performed
surgically  as  an  emergency,  and  any  surgeon  of  whatever  specialty  should  be  prepared  to
carry  this  out.
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1 Patient position and incision
The  patient  lies  supine,  usually  in  a  semi-seated  pos-

ture.  The  field  is  draped  to  include  the  neck,  the  thorax  and
the  abdomen.  The  operator  stands  to  the  patient’s  right  with
the  assistant  on  the  opposite  side.  The  surgical  tray  should
include  Farabeuf  retractors,  Kocher  clamps,  long  Schnitt
hemostats,  and  DeBakey  forceps.  A  tray  with  sternotomy
instruments  should  be  available  in  the  room  with  a  sternal
saw  (if  available).  A  5  cm  long  vertical  sub-xiphoid  incision
about  5  cm  is  made.

2 Exposure and freeing up of the
xiphoid process

The  subcutaneous  tissue  is  divided  and  a  Beckmann  self-
retaining  retractor  is  inserted.  The  midline  linea  alba  is
incised  without  opening  the  peritoneum.  The  xiphoid  pro-
cess  is  isolated  with  a  finger  and  its  muscular  attachments
are  divided.
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